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Public hearings | Chair’s
opening statement
[Welcome]
Thank you for joining us on this first day of our public hearings. 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 land on which we
meet, the people of the Kulin nation. I also pay respect to their Elders past and present and
extend that to Elders joining us here today.
I deliberately begin by recognising Aboriginal and Torres Strait Islander Victorians and
reflecting on Aboriginal understanding of social and emotional wellbeing. My fellow
Commissioners and I are committed to ongoing and thoughtful engagement with Aboriginal
Victorians, to learn from their wisdom, build on existing knowledge and best practice, and
embrace self-determination.
As expressed in Balit Murrup, Victoria’s First Peoples share a rich culture and history that
extends back tens of thousands of years and continues to be practised now. This modern
history is characterised by resistance, reclamation of rights, and community and personal
resilience.1
It is a history that seeks to re-establish self-determination.2
The long-standing leadership of Aboriginal communities and Elders in Victoria is recognised
as crucial to improving outcomes for Aboriginal adults, children and families. Also to be
acknowledged is the devastating impact of trauma across generations as a result of
colonisation, genocide, discrimination, racism, and the violent dispossession of land and
children.3
The work of this Royal Commission will be underpinned by self-determination, in recognition
that Aboriginal-led responses are central to improving outcomes for Aboriginal people. Our
work will be built on strong community voices and community-led approaches that reflect the
diversity of Aboriginal communities throughout Victoria.
Together, we have a challenge ahead. As one person told the Commission, ‘The mental health
system has been set up from a white world, not inclusive of Aboriginal and Torres Strait
Islander participation’. But it is a challenge we commit to taking up alongside Aboriginal
Victorians.

1 Victorian Government, Balit Murrup Aboriginal social and emotional wellbeing framework, 2017–2027
2 Ibid.
3 Victorian Government, Dhelk Dja: Safe Our Way, October 2018, page 3
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We know we have much to learn from Aboriginal perceptions of mental health—
encompassing the social, emotional and cultural wellbeing of the individual and the wider
community.
We respect the powerful Aboriginal understanding of social and emotional wellbeing and its
relevance to all the Commission’s work.

[Context]
Before the hearings begin I want to speak briefly about what we have heard and learnt so far
and our aspirations for better mental health services.
It is estimated that 20 per cent of Victorians—that is, more than 1.2 million people—
experience a mental health condition in any given year. And nearly half of all Victorians—well
over 3 million people—will experience a mental health condition in their lifetime.4
Think for a moment about what these numbers actually mean:
•

When it comes to our families and loved ones, there is a one-in-two chance they will
experience a mental health condition during their lifetime.

•

It is estimated that mental health conditions are more prevalent in our community than
all cancers combined.5

•

Nearly half of the people living in our own neighbourhood will experience challenges to
their mental health.

Mental health is experienced in many different ways, by different people. Some of us live with
ongoing challenges to our mental health; some of us might experience challenges for a brief
period. Regardless, we are all entitled to live fulfilling and contributing lives, thriving in our
communities and having access to the services and treatments we want and need.
There are many types of mental health challenges and their impact varies: we might
experience difficulties as parents caring for our children, as siblings being with our brothers
and sisters when they are in pain, as loved ones of friends who want to help but don’t know
how, or as workers who try to do their best in an overwhelmed mental health system.
Some people experience mental health conditions when they are alone, feeling ashamed,
helpless and isolated. We know how dangerous these feelings can be and how important it is
for us to make connections with others, on a human-to-human level.
I have been struck by the trends in diagnoses of mental illness.

4 Victorian Government, Victoria’s 10-Year Mental Health Plan, 2015
5 4.2 million Australians received MH-related prescriptions in 2017-18 (https://www.aihw.gov.au/reports/mental-healthservices/mental-health-services-in-australia/report-contents/summary/prevalence-and-policies) compared with
431,704 people who had had any cancer in past five years - https://www.aihw.gov.au/reports/cancer/cancer-data-inaustralia/contents/summary
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We have been hearing about higher rates of youth suicide attempts; higher rates of young
children experiencing severe distress; higher rates of people diagnosed with mental illness
going to emergency departments; higher rates of mental illness related to alcohol and drug
use, particularly ice; a higher incidence of eating disorders. The list goes on.
The data appear to support what we’ve been hearing. Young people are more likely to die by
suicide than in a road accident.6 The Australian Institute of Health and Welfare has estimated
that nearly 14 per cent of children and adolescents aged between 4 and 17 years experienced
a mental health disorder in 2013–14.7
We find this evidence confronting—that our young people, even very young children, are not
enjoying good mental health and are increasingly experiencing high levels of distress. We
need to examine this and try to understand what is happening so that together we can do
something about it.
A clear message emerges: doing more of the same will not be enough.

[Context – opportunity]
The calling of this Royal Commission is also an acknowledgment that the mental health
system is broken. Indeed the Premier said so very plainly, when establishing this Commission.
But this Commission was established not only to look at the shortcomings of the current
mental health system, but also to envisage what mental health services might look like in
the future.
In this, we cannot only consider what we need now: we must form a view about what our
community will look like in generations to come.
Although previously there have been reviews of various aspects of the mental health system,
this Commission offers a once-in-a-generation opportunity to review mental health services
at the systemic and universal level in Victoria.8
The remit is necessarily broad. We will examine services and opportunities across the
continuum of mental health, from primary to acute care, regardless of who uses the services
and who funds them.

6 Black Dog Institute, Facts About Suicide, accessed on 18 June 2019 at https://www.blackdoginstitute.org.au/clinicalresources/suicide-self-harm/facts-about-suicide-in-australia
7 Australian Child and Adolescent Survey of Mental Health and Wellbeing, 2013-14, accessed on 26 June 2019 at https://
www.aihw.gov.au/reports/mental-health-services/mental-health-services-in-australia/report-contents/summary/
prevalence-and-policies
8 National reviews include, HREOC 1993, Medibank and Nous Group 2013, the National Mental Health Commission
2014, and KPMG and Mental Health in Australia 2018. Victorian reviews includes: (Confidential) Cockram Mental
Health Advisory Report, 2017, VAGO Access to Mental Health Services, 2019, review of the Mental Health Act
(announced in 2008)
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The remit also extends beyond what many would think of as the specific domain of the
‘health system’: individuals who look to our mental health services for support are often also
in contact with many other services and parts of government.
People experiencing challenges to their mental health might be in school, where the school
counsellor could be the first place they seek help. They might be in custody, looking for
support in prison. Or they might be homeless or in inadequate accommodation and looking
for housing support.
They might have experienced family violence and be in contact with our evolving family
violence services. They might be in out-of-home care. Or they might be an asylum seeker, a
WorkCover claim recipient, an emergency services worker, or a school principal. They might
be a veteran, a pensioner, or a recipient of Centrelink benefits. They can be any one of us.
To consider the entirety of the mental health system in Victoria, we need to think beyond
what is technically the health system and also think about services from the perspective of
the people using them. This really is a whole-of-society challenge.
We Commissioners know we have been given a rare gift of time and independence within
which to deliberate. As well as having the benefit of the community’s participation, we have
a chance to harness the Victorian Government’s leadership and interest and to capitalise
on the Commonwealth Government’s attention—particularly through the Productivity
Commission’s current inquiry into the effect of mental health on Australia’s economy and
productivity.
This opportunity is not just about policy and system design: it is also about reflecting on our
humanity and values and considering what we need to do to build supportive communities
and demand governments’ sustained focus.
We are fortunate to have the deep expertise of members of the Expert Advisory Committee to
draw on—a group of eminent people representing a range of backgrounds and perspectives.
We must also recognise and build on the commitment of individuals, consumers, families and
carers, the mental health workforce and the peer workforce, who have been instrumental in
raising awareness, working to reduce stigma and championing reform.
The Commission has learnt of the power of the growing peer workforce in sharing details of
their lived experience and journeys of recovery to offer hope and support.
In many ways it is not government that has led us here today: it is consumers, families and
carers, community organisations and advocates, peer workers and dedicated staff who have
spoken out and called for change.

[Our work to date]
When we began our work as the Royal Commission into Victoria’s Mental Health System we
decided we wanted to begin with community consultations. We wanted to hear directly from
those who have used or tried to use our mental health services.
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We wanted to ground our work in the voices of people who know what it’s like to experience
mental health challenges and to work alongside those who have experienced the strengths
and failings of our mental health services.
We needed to hear the voices of consumers, families, carers and workers for these people are
integral to designing the road to reform. Often, we have heard from people who wear more
than one hat, sharing their personal and professional perspectives.
We have had contact with a wide cross-section of people—in the city and the suburbs, in
Melbourne’s growth corridors, in regional centres, and in rural and regional locations.
We have also visited frontline services, where we have gained insights into the dedication of
the workforce, the challenges they face and the trends they have seen.
So far, we have spoken to over 1,600 people and have received more than 1,000 brief
comments and written submissions. This is in addition to over 8,000 contributions during
summer, when our terms of reference were being developed.
The willingness and strength of people to share their personal and often painful stories, has
had a deep impact on me and the Commissioners.
While the humanity and goodwill of people often shine through, we have been told of
tragedies that bring alive what it means to have a broken system, and raise issues for us to
consider further.
To name just a few, we have heard about:
•

People wanting to get help, to be told that they were not ‘sick enough’ even ‘not suicidal
enough’ to receive care.

•

The desperation of carers, especially young carers, who struggle to ‘stand in the gaps’
between services and provide support for their loved ones.

•

The disparity in support for those with physical health needs and those with mental
health needs—one parent told us about the stark difference in the support they
received for one child with cancer and one with a mental health condition.

•

The extreme consequences of suicide or intimidation and harm to oneself and others,
and the unforgettable affect this has across families, friends, and communities.

In these stories there is often an acknowledgment that while sometimes our health is a
‘lottery’, our mental health system should not be.
These hearings present an opportunity to explore what lies at the heart of individual
experience, and what can be changed.
As I said, we are all likely either to experience challenges to our own mental health or to know
someone who is dealing with such challenges.
We must ask, How would we want to be treated? How would we want our loved ones to be
treated? Fairly, respectfully and decently, I imagine, so we all have the opportunity to live the
best life possible.
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We, as Commissioners, need to take a thoughtful approach to understanding the realities
of people’s experiences as well as thinking about the role of attitudes, both helpful and
unhelpful, in reducing stigma and prejudice.
What has also struck us, though, has been the shared hope—and the selflessness and
courage—of people who have detailed their experiences in an attempt to reduce the pain
for others.
We heard of people losing loved ones to suicide or families suffering the consequences of
violent crimes. These people came to us and spoke of their pain, determined to contribute
and help prevent these things happening to someone else. We have a moral obligation to pay
heed and put forward ideas aimed at preventing further suffering.
On the positive side, we have also heard of inspirational instances, when current services are
operating well and when communities have come together to provide a united response.
There are people who have built restorative, trusting relationships with mental health
supports, enabling them to live fulfilling, contributing lives. There are people who have been
fortunate to experience high-quality, integrated care, supporting them in multiple dimensions
of their lives to great effect.
And, of course, there are many examples of the workforce providing outstanding support and
care, despite the constraints and pressures of the system. It is not easy to dedicate yourself
to a sector that you know is overwhelmed. That speaks of the ethos of people who are
determined to improve the lives of those they work with every day.
So far, our consultations and research have underlined the Commission’s responsibility to
hear these personal stories, to think hard about what is at stake and to use this information
to generate change.

[Aspirations]
This Royal Commission is not here to provide a patchwork of possible solutions to a broken
system: we are here to envisage and design a system for the future. One participant put it
eloquently: ‘We don’t want to fill in the potholes, we want a new road’.
As we reflect on what we have heard and read so far, there emerge a number of ideas that
are shaping our thinking about Victoria’s mental health services.
First, we recognise that mental health is shaped by the social, economic and physical
environments in which people live and is a shared responsibility of society.
The current mental health system—which is extremely complex, rooted in historic and
cultural preconceptions, and underpinned by a multitude of legislative frameworks—cannot
be changed overnight. But we must always be mindful of the community voice that inspired
us in the first place and continue to respect these aspirations.
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[Looking forward]
So, although it is part of our work to examine the failures of the current mental health system,
it is also our task to imagine what effective and valued services look like so that we can
design methods for the future.
Being independent of government, this Royal Commission offers a tremendous opportunity to
stand back and methodically examine how the whole system operates in its current form. Our
terms of reference require us to make practical and sustainable recommendations, so that
people can optimise their mental health, now and in the future.
We are thinking about what can be achieved in the short, medium and long term and how
we can best work alongside friends, families, loved ones, communities and the workforce to
develop and achieve reform.
Today is the first day of our public hearings. These hearings offer an opportunity to examine
the complex considerations that have been emerging in our consultations and research
thus far. We intend to further explore the range of ways people experience the mental health
system, and we look forward to hearing from experts in the field.
It is also important to note, that it is not the Commission’s intention to make any findings in
relation to the conduct of service providers in individual cases.
Many people have made the effort to participate in our hearings and share their personal
experiences, expertise and ideas. We ask that these people be accorded the respect
they deserve.
My fellow Commissioners and I approach these hearings and our roles throughout the
Royal Commission’s operation with truly open minds—eager to investigate new ideas and
assumptions and keen to listen to and learn from the various views put forward.
Just as many people we have heard from wear multiple hats, we too have varied personal
and professional experiences across government, healthcare and academia. Over the course
of our careers, we have had professional relationships with some of the witnesses that we will
hear from during these hearings, and our witnesses may talk about services Commissioners
have worked in or alongside.
We acknowledge these experiences and are drawing on them to craft curious lines of enquiry.
However, we consider bringing open minds to this work as one of the most critical things we
do. We are and will continue to test the ideas that are put to us, regardless of the reputation,
level of expertise or experience of the person in front of us.
We are looking into important topics during these hearings, but we do know that we can’t
consider everything in four weeks. We will need to pursue other topics in different ways—
examples are the forensic mental health system, community safety, quality of care, the
workforce, human rights, homelessness and inadequate accommodation.
Our hearings are an important part of our research, but they are just one part. We have
already heard from many people through the community consultations, and our engagement
and research continue. Written submissions and brief comments are currently open on our
website, and we encourage all of you to make a contribution.
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We are impressed by the generosity of those who have already contributed, and we are
grateful to the people who have shared information about their personal, and often painful,
experiences. We admire their strength and purpose.
My fellow Commissioners and I are conscious of our responsibility to listen to and respect
what you have to say. We are mindful of what one person with lived experience of mental
illness said: ‘As consumers all we have is hope, hope for real change’.
There is no greater, more pressing challenge than realising this hope.

[Conclusion]
In conclusion, I say again that we have a once-in-a-lifetime opportunity ahead of us—
to reform the mental health system so that future generations do not experience the
unnecessary and aggravated pain we have heard of time after time.
But, more than that, we must be aspirational. We must design a contemporary mental health
system that will meet the needs of the coming generations and is yet again world leading.
That is our task.
We thank Counsel Assisting for their work in devising the structure of the hearings and
identifying and questioning witnesses.
In her opening address, Senior Counsel Assisting, Ms Lisa Nichols, will say more about the
structure and content of the public hearings.
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CHAIR: Thank you for joining us on this first day of our
public hearings. 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 land on which we meet, the people
of the Kulin Nation. I also pay respects to Elders past
and present and extend that to Elders joining us here
today.
I deliberately begin by acknowledging and recognising
Aboriginal and Torres Strait Island Victorians and
reflecting on Aboriginal understanding of social and
emotional wellbeing. My fellow Commissioners and I are
committed to ongoing and thoughtful engagement with
Aboriginal Victorians, to learn from their wisdom, build on
existing knowledge and best practice, and embrace
self-determination.
As expressed in Balit Murrup, Victoria's First Peoples
share a rich culture and history that extends back tens of
thousands of years and continues to be practised now. This
modern history is characterised by resistance, reclamation
of rights, and community and personal resilience. It is a
history that seeks to re-establish self-determination.
The long-standing leadership of Aboriginal communities
and Elders in Victoria is recognised as crucial to
improving outcomes for Aboriginal adults, children and
families. Also to be acknowledged is the devastating
impact of trauma across generations as a result of
colonisation, genocide, discrimination, racism and the
violent dispossession of land and children.
The work of this Royal Commission will be underpinned
by self-determination, in recognition that Aboriginal-led
responses are central to improving outcomes for Aboriginal
people. Our work will be built on strong community voices
and community-led approaches that reflect the diversity of
Aboriginal communities throughout Victoria.
Together, we have a challenge ahead. As one person
told the Commission, "The mental health system has been set
up from a white world, not inclusive of Aboriginal and
Torres Strait Islander participation."
.02/07/2019 (1)
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But it is a challenge we commit to taking up alongside
Aboriginal Victorians.
We know that we have much to learn from Aboriginal
perspectives on mental health - encompassing the social,
emotional and cultural wellbeing of the individual and the
wider community.
We respect the powerful Aboriginal understanding of
social and emotional wellbeing and its relevance to all of
the Commission's work.
Before the hearings begin, I want to speak briefly
about what we have heard and learnt so far and our
aspirations for better mental health services.
It is estimated that 20 per cent of Victorians, that
is, more than 1.2 million people, experience a mental
health condition in any given year. And nearly half of all
Victorians - well over 3 million people - will experience a
mental health condition in their lifetime.
Think for a moment about what these numbers actually
mean: when it comes to our families and loved ones, there
is a one in two chance they will experience a mental health
condition during their lifetime.
It is estimated that mental health conditions are more
prevalent in our community than all cancers combined.
Nearly half of the people living in our own neighbourhood
will experience challenges to their mental health.
Mental health is experienced in many different ways by
different people. Some of us live with ongoing challenges
to our mental health; some of us might experience those
challenges for a brief period. Regardless, we are all
entitled to live fulfilling and contributing lives,
thriving in our communities and having access to the
services and treatments we want and need.
There are many types of mental health challenges and
their impacts vary: we might experience difficulties as
parents caring for our children, as siblings being with our
brothers and sisters when they are in pain, as loved ones
of friends who want to help but don't know how, and as
workers who try to do their best in an overwhelmed mental
.02/07/2019 (1)
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health system.
Some people experience mental health conditions when
they are alone, feeling ashamed, helpless and isolated. We
know how dangerous these feelings can be and how important
it is for us to make connections with others on a
human-to-human level.
I have been struck by the trends in diagnosis of
mental illness. We have been hearing about higher rates of
youth suicide attempts; higher rates of young children
experiencing severe distress; higher rates of people
diagnosed with mental illness going to Emergency
Departments; higher rates of mental illness relating to
alcohol and drug use, particularly ice; a higher incidence
of eating disorders. The list goes on.
The data appears to support what we've been hearing.
Young people are more likely to die by suicide than in a
road accident. The Australian Institute of Health and
Welfare has estimated that nearly 14 per cent of children
and adolescents aged between 4 and 17 years have
experienced a mental health disorder in 2013-14.
We find this evidence confronting - that our young
people, our very young people, are not enjoying good mental
health and are increasingly experiencing high levels of
distress. We need to examine this and try to understand
what is happening so that together we can do something
about it.
A clear message emerges: doing more of the same will
not be enough.
The calling of this Royal Commission is also an
acknowledgment that the mental health system is broken.
Indeed, the Premier said so very plainly when establishing
this Commission.
But this Commission was established not only to look
at the shortcomings of the current mental health system,
but also to envisage what mental health services might look
like in the future.
In this, we cannot only consider what we need now: we
must form a view about what our community will look like in
generations to come.
.02/07/2019 (1)
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Although previously there have been reviews of various
aspects of the mental health system, this Royal Commission
offers a once-in-a-generation opportunity to review mental
health services at the systematic and universal level in
Victoria.
The remit is necessarily broad. We will examine
services and opportunities across the continuum of mental
health, from primary to acute care, regardless of who uses
the services and who funds them.
The remit also extends beyond what many would think of
as the specific domain of the Health system: individuals
who look to our mental health services for support are
often also in contact with many other services and parts of
government.
People experiencing challenges to their mental health
might be in school, where the school counsellor could be
the first place they seek help. They might be in custody,
looking for support in prison, or they might be homeless or
in inadequate accommodation and looking for housing
support.
They might have experienced family violence and be in
contact with our evolving family violence services. They
might be in out-of-home care, or they might be an asylum
seeker, a WorkCover claim recipient, an emergency services
worker or a school principal. They might be a veteran, a
pensioner or a recipient of Centrelink benefits. They can
be any one of us.
To consider the entirety of the mental health system
in Victoria, we need to think beyond what is technically
the Health system and also think about services from the
perspective of the people using them. This really is a
whole-of-society challenge.
We Commissioners know we have been given a rare gift
of time and independence within which to deliberate. As
well as having the benefit of the community's
participation, we have a chance to harness the Victorian
Government's leadership and interest and to capitalise on
the Commonwealth Government's attention - particularly
through the Productivity Commission's current inquiry into
the effects of mental health on Australia's economy and
.02/07/2019 (1)
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productivity.
This opportunity is not just about policy and systems
design: it is also about reflecting on our humanity and
values and considering what we need to build supportive
communities and demand the government's sustained focus.
We are fortunate to have the deep expertise of members
of the Expert Advisory Committee to draw on - a group of
eminent people representing a range of backgrounds and
perspectives.
We must also recognise and build on the commitment of
individuals, consumers, families and carers, the mental
health workforce and the peer workforce, who have been
instrumental in raising awareness, working to reduce stigma
and shaping reform.
The Commission has learnt the power of the growing
peer workforce in sharing details of their lived experience
and journeys of recovery to offer hope and support.
In many ways it is not government that has led us here
today: it is consumers, families and carers, community
organisations and advocates, peer workers and dedicated
staff who have spoken out and called for change.
When we began our work as the Royal Commission into
Victoria's mental health system, we decided we wanted to
begin with community consultations. We wanted to hear
directly from those who have used or tried to use our
mental health services.
We wanted to ground our work in the voices of people
who know what it's like to experience mental health
challenges and to work alongside those who have experienced
the strengths and the failures of our mental health
services.
We needed to hear the voices of consumers, family,
carers and workers, for these people are integral to
designing the road to reform. Often, we have heard from
people who wear more than one hat, sharing their personal
and professional perspectives.
We have had contact with a wide section of people, in
the city and the suburbs, in Melbourne's growth corridors,
.02/07/2019 (1)
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in regional centres and in rural and regional locations.
We have also visited frontline services, where we have
gained insights into the dedication of the workforce, the
challenges they face and the trends they have seen.
So far, we have spoken to over 1,600 people and have
received more than 1,000 brief comments and written
submissions. This is in addition to the 8,000
contributions during summer, when our terms of references
were being developed.
The willingness and strength of people to share their
personal and often painful stories has had a deep impact on
me and the Commissioners. While the humanity and goodwill
of people often shine through, we have been told of
tragedies that bring alive what it means to have a broken
system, and raises issues for all of us to consider
further.
To name just a few, we have heard about people wanting
to get help, to be told that they were not sick enough or
not suicidal enough to receive care; the desperation of
carers, especially young carers who struggle to stand in
the gaps between services and providing support for their
loved ones; the disparity in support for those with
physical health needs and those with mental health needs.
One parent told us about the stark difference in support
they received for one child with cancer and one with a
mental health condition.
The extreme consequences of suicide or intimidation
and harm to others and one's self, and the unforgettable
effects this has across families, friends and communities.
In these stories there is often an acknowledgment
that, while sometimes our health is a lottery, our mental
health system should not be. These hearings present an
opportunity to explore what lies at the heart of individual
experience, and what can be changed.
As I said, we are all likely either to experience
challenges to our own mental health or to know someone who
is dealing with such challenges.
We must ask: how would we want to be treated? How
would we want our loved ones to be treated? Fairly,
.02/07/2019 (1)
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respectfully and decently, I imagine, so we all have the
opportunity to live the best lives possible.
We, as Commissioners, need to take a thoughtful
approach to understanding the realities of people's
experiences as well as thinking about the role of
attitudes, both helpful and unhelpful, in reducing stigma
and prejudice.
What has struck us, though, has been the shared hope
and the selflessness and courage of people who have
detailed their experiences in an attempt to reduce the pain
for others.
We have heard of people losing loved ones to suicide
or families suffering the consequences of violent crimes.
These people came to us and spoke of their pain, determined
to contribute and help prevent these things happening to
someone else. We have a moral obligation to pay heed and
to put forward ideas aimed at preventing further suffering.
On the positive side, we have also heard of
inspirational instances where current services are
operating well and where communities have come together to
provide a united response.
There are people who have built restorative, trusting
relationships with mental health supports, enabling them to
live fulfilling and contributing lives. There are people
who have been fortunate to experience high quality,
integrated care, supporting them in multiple dimensions of
their lives to great effect.
And, of course, there are many examples of the
workforce providing outstanding support and care, despite
the constraints and pressures of the system. It is not
easy to dedicate yourself to a sector that you know is
overwhelmed. That speaks of the ethos of people who are
determined to improve the lives of those they work with
every day.
So far, our consultations and research have underlined
the Commission's responsibility to hear these personal
stories, to think hard about what is at stake and to use
this information to generate change.
This Royal Commission is not here to provide a
.02/07/2019 (1)
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patchwork of possible solutions to a broken system: we are
here to envisage and design a system for the future. One
participant put it eloquently:
"We don't want to fill in the potholes, we want a new
road."
As we reflect on what we have heard and read so far,
there emerges a number of ideas that are shaping our
thinking about Victoria's mental health services.
First, we recognise that mental health is shaped by
the social, economic and physical environments in which
people live and it is a shared responsibility of society.
The current mental health system, which is extremely
complex, rooted in historical cultural preconceptions and
underpinned by a multitude of legislative frameworks cannot
be changed overnight. But we must always be mindful of the
community voice that inspired us in the first place and
continue to respect these aspirations.
So, although it is part of our work to examine the
failures of the current mental health system, it is also
our task to imagine what effective and valued services look
like so that we can design methods for the future.
Being independent of Government, this Royal Commission
offers a tremendous opportunity to stand back and
methodically examine how the whole system operates in its
current form. Our terms of reference require us to make
practical and sustainable recommendations, so that people
can optimise their mental health now and into the future.
We are thinking about what can be achieved in the
short, medium and long-term, and how we can best work
alongside friends, families, loved ones, communities and
the workforce to develop and achieve reform.
Today is the first day of our public hearings. These
hearings offer an opportunity to examine the complex
considerations that have been emerging in our consultations
and research thus far. We intend to further explore the
range of ways people experience the mental health system,
and we look forward to hearing from experts in the field.
It is also important to note that it is not the
.02/07/2019 (1)
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Commission's intention to make any findings in relation to
the conduct of service providers in individual cases.
Many people have made the effort to participate in our
hearings and share their personal experiences, expertise
and ideas. We ask that these people be accorded the
respect they deserve.
My fellow Commissioners and I approach these hearings
and our roles throughout the Royal Commission's operations
with truly open minds - eager to investigate new ideas and
assumptions and keen to listen to and learn from the
various views put forward.
Just as many people we have heard from wear multiple
hats, we too have very personal and professional expertise
and experiences across government, healthcare and academia.
Over the course of our careers, we have had professional
relationships with some of the witnesses that we will hear
from during these hearings, and our witnesses may talk
about services Commissioners have worked in or alongside.
We acknowledge these experiences and are drawing on
them to craft curious lines of enquiry. However, we
consider bringing open minds to this work as one of the
most critical things we can do. We are and will continue
to test the ideas that are put to us, regardless of the
reputation, level of expertise or experience of the person
in front of us.
We are looking into particularly important topics
during these hearings, but we do know that we can't
consider everything in four weeks. We will need to pursue
other topics in different ways - examples are the forensic
mental health system, community safety, quality of care,
the workforce, human rights, homelessness and inadequate
accommodation.
Our hearings are an important part of our research,
but they are just one part. We have already heard from
many people through the community consultations and our
engagement and research continues. Written submissions and
brief comments are currently open on our website, and we
encourage all of you to make a contribution.
We are impressed by the generosity of those who have
already contributed, and we are grateful to the people who
.02/07/2019 (1)
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have shared information about their personal, and often
painful, experiences. We admire their strength and
purpose.
My fellow Commissioners and I are conscious of our
responsibility to listen to and respect what you have to
say. We are mindful of what one person said with lived
experience of mental illness:
"As consumers, all we have is hope; hope
for real change."
There is no greater, more pressing challenge than
realising this hope.
In conclusion, I say again that we have a once in a
lifetime opportunity ahead of us, to reform the mental
health system so that future generations do not experience
the unnecessary and aggravated pain we have heard of time
and time again.
But, more than that, we must be aspirational. We must
design a contemporary mental health system that will meet
the needs of the coming generations and is yet again
world-leading. This is our task.
We thank Counsel Assisting for their work in devising
the structure of the hearings and identifying and
questioning witnesses.
In her opening address, Senior Counsel Assisting,
Ms Lisa Nichols, will say more about the structure and
content of the public hearings.
MS NICHOLS:
Thank you, Commissioner. I appear as Counsel
Assisting with Ms Georgina Coghlan and Ms Fiona Batten.
Over the next 19 hearing days, we will ask 91
witnesses about how and where the mental health system is
broken and about how it should work. We're doing this
because there's a singular power in collective and public
story telling, and publicly and collaboratively examining
why things are not as they should be.
We start these hearings, which come partway through
the Commission's work, at the edge of a well travelled
field: much is known about the limitations and difficulties
.02/07/2019 (1)
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of the system. We acknowledge the weight of expectations
and trust placed in this Royal Commission that we will
unlock the leaders for generational change.
In gathering the evidence since the commencement of
the Commission's work some months ago, we have sensed a
resolute, if cautious, optimism about the future. That is
why people will come to this Town Hall and give their
accounts of their lived experience and of working in and
for the mental health system in diverse capacities.
Optimism is a companion of courage, and it takes a
measure of courage for a community, through its leaders, to
say in an unvarnished way, that something so important is
not and no longer working, and to commit to changing it.
We have identified ten areas for exploration in this
round of the Commission's hearings. We are directed to
each of these issues by the terms of reference and each has
featured strongly in these submissions given to the
Commission to date and in community consultations.
The issues with which the mental health system must
grapple are complex and inter-connected. The excavation
that we will commence over the next month may seem at first
to generate questions as much as answers. But the
objective is to lay bare the current state of the system
and, by so doing, to unearth the seeds for change.
We start these hearings with a wide lens. Not in
hospitals or clinics, but in our homes, our sporting fields
and our workplaces. We will start a conversation about the
stigma that still attaches to mental illness and presents a
whole-of-society opportunity to do better for each other.
Wayne Schwass, our first witness, will say:
"My journey through health and wellbeing
has shown me that discrimination is alive
and well. Stigma is a word we use, but I
don't think it's strong enough or accurate
enough."
You will hear evidence that stigma deeply affects
families and stops people seeking help. And some members
of some communities suffer double stigma.
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We will ask about the trends in stigma which, it
seems, are improving for depression but not so much for
schizophrenia.
A nuanced conversation is required and will be
explored in a later phase of this Commission's work about
the relationship between fear of violence, crime, and
serious and complex mental illness.
Next, we will pose another set of whole-of-society
questions: how can Victorians build resilience and mental
wellbeing; prevent mental illness from occurring and, where
it does occur, intervene early to prevent escalation and
crisis?
Witnesses from whom you will hear very shortly will
give their opinions that the greatest unrealised
opportunity in Victoria's public mental health system is to
reduce the mortality and morbidity caused by mental
illness.
You will hear that, in contrast to improvements for
example in cancer and cardiovascular disease, improvements
in mental health by these metrics have been negligible in
recent decades; indeed, there is evidence that by these
measures it's getting worse.
You will hear that there is a strong correlation
between socio-economic factors, including poverty,
unemployment, housing and education and the development of
mental illness. This Royal Commission is of course for all
Victorians, but that striking fact means that it is
particularly for the most disadvantaged of Victorians.
The best time to build resilience, which is the
ability to recover and thrive even in adversity, is in
childhood. You will hear that half of all lifelong mental
health issues emerge before the age of 14.
You will also hear that, although there is much work
to be done, Victoria is the home of some world-leading,
respected and progressive programs, particularly with
youth.
Next, we will ask, are Victorians getting access to
the services they need? And how are they navigating
through the mental health system?
.02/07/2019 (1)
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In this context, we will be asking leaders of key
parts of the mental health system, what are the most
significant challenges facing the system?
What will strike you about the evidence you will hear
is that what consumers and their carers have to say about
their experiences of the mental health system is largely
mirrored by the views of those who work in and have
responsibility for that system.
In broad compass, among many other things, you will
hear the following: supply is not keeping up with demand;
the system has not kept up with population growth on a per
capita basis; there is an overwhelming consensus that the
clinical mental health services are increasingly
crisis-driven and reactive; the greater the demand for
services, the higher the thresholds have to be raised for
admission to services. The thresholds are higher than
services would want. The amount of service is capped by
the funding available, creating a form of rationed service.
The pressure for throughput means that often people
arrive when very unwell, but also leave before they are
adequately stabilised and before factors that will assist
in community stability (for example, accommodation and
discharge planning) are finalised.
The gap between indexed funding and actual cost
increases has meant that year-on-year, services are forced
to find savings.
It is estimated that 3 per cent of Victoria's
population have severe mental illnesses that should be
catered for by the publicly funded mental health services;
but just over 1 per cent are being treated.
This puts pressure on other parts of the system, such
as prisons and crisis accommodation services.
The mental health system is complex and fragmented and
even clinicians find it hard to navigate.
Community-based mental health clinical services act as
the prevention end of the acute mental health system and
this part of the clinical mental health system is most in
need. When that sector functions well, it has the
.02/07/2019 (1)
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opportunity to prevent the revolving door phenomenon of
people coming in and out of crisis.
Several witnesses will speak about the so-called
"missing middle": the many thousands of Victorians whose
needs are too complex for primary care alone, but who are
not sick enough to obtain access to specialist mental
health services. They are, in the words of one witness,
the unsung heroes, who often live with severe symptoms,
hold down jobs and run families.
There is a huge demand for private practitioners with
expertise in mental health, but ten sessions per
calendar year is usually insufficient to provide adequate
support to people with enduring conditions.
You will hear that across the system there are
significant workforce shortages, gaps and pressure.
You will also hear that there are some real and very
promising pockets of creativity and innovation.
Witnesses will say that a key driver of unmet need is
the loss of well-funded community mental health recovery
support services. Several witnesses will speak about the
central role of non-clinical, psycho-social supports and
disruptions to that sector in the wake of funding changes.
One witness, a mother of a 22-year-old son who became
seriously ill, spending time in and out of hospital,
including as an involuntary patient, will say this:
"My experience of the mental health system
felt like opening a door and seeing a
yawning abyss, because of the lack of
support and help."
Another witness, a very experienced general
practitioner, will say this:
"A touchstone of how well the system is
functioning is to ask: if this was a
physical problem, what would happen? I
always wonder, is this person who has a
mental health problem getting at least as
good a deal as the person with physical
problems? And the answer is almost always,
.02/07/2019 (1)
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no."
A number of witnesses who you will be hearing from are
thought leaders in their fields. We will be asking them:
how has the system got to where it is now? What
demographic and other changes should be considered to
future-proof the system? What are the critical elements of
a well-functioning mental health system?
We will devote time in the hearings specifically to
the role of carers and families.
About 60,000 Victorians support family members and
friends who are living with mental health challenges.
Before these hearings commenced, over 430 carers and
family members took the time to speak to the Commission at
community consultations.
Carers, of course, do what they do without complaint,
but they're forced to speak, when the system makes things
much harder than they should be.
The breadth of responsibilities that carers assume is
striking. They are primary carers, caseworkers,
councillors, researchers, advocates, cooks, cleaners,
financial managers.
You will hear from young adults who, as children as
young as 5 and 10, cared for their unwell parents:
shopping, cleaning, cooking, worrying.
Carers and families will say that they often feel
excluded from the system which at the same time expects
them to bear a heavy load.
One thing that has emerged and is for later
exploration after this round of hearings, is the
interaction between privacy legislation that may prohibit
the sharing of information and the concerns that carers
have about gaining access to information that would allow
them to assist their loved ones.
You will hear about the importance of peer support
programs for carers and about effective models for the
inclusion of families and carers in treatment and system
design.
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And the evidence will raise a very confronting
question for the Commission (and indeed for our community),
and that's this: what happens when carers are no longer
there or are no longer able to care for their loved ones?
Next, the Commission will travel to and sit in
Maryborough, where we will shift our focus to the
particular challenges and strengths of rural communities in
managing mental health.
We will ask about the mental health needs of rural
communities and what can be done better to meet them.
Then you will hear about some innovative programs,
including the "ripple effect" - a digital intervention
program focusing on reducing the stigma associated with
suicide within rural and farming communities. You will
also hear about "look over the farm gate" which is about
looking after our own wellbeing and ensuring that our
neighbours are okay.
Next, we will specifically enquire about and learn
from leaders of Victorian Aboriginal and Torres Strait
Islander communities.
You will hear about social and emotional wellbeing as
understood by Aboriginal people; about the significance and
effect of historical and intergenerational trauma, about
the hallmarks of culturally competent and culturally safe
service delivery.
You will hear evidence that Aboriginal people are
disproportionately exposed to risk factors for mental
illness, and that Aboriginal people in Victoria have very
high rates of psychological distress.
You will hear about how culture is protective.
We will call evidence about four important two-year
trials currently underway to document Aboriginal mental
health models.
The Commission will also examine how the mental health
system engages with and responds to the needs of diverse
communities.
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In these hearings, the Commission will specifically
examine mental health outcomes and access to services among
lesbian, gay, bisexual, transgender, intersex and queer
people.
The evidence will include studies that show that the
LGBTI community experiences worse mental health outcomes
than the general population, and that trans and gender
diverse people experience even worst mental health
outcomes.
We will ask about what systemic changes would address
barriers to accessing mental health services, and about
what can ensure an understanding of diverse sexualities and
genders is better reflected in mental health system design.
We will also examine the responsiveness of the mental
health system to culturally and linguistically diverse
communities.
Victoria is, of course, Australia's most culturally
diverse state, with almost one quarter of its population
born overseas.
We will present evidence that shows that there are
significant barriers that exist for people seeking
culturally responsive healthcare, and we will ask how
things can be done better.
We will then turn to the question of resilience again
and seek out some particularly interesting examples of
innovation and creativity, including some clinically proven
app-based therapies being delivered in schools.
Suicide prevention is a significant and complex topic
for this Royal Commission. Victoria lost 600 lives to
suicide in 2017, and for every death there are family,
friends, carers and colleagues who are affected.
We will present current data from the Coroner's Court
and recent analysis of risk factors for suicide in the
Victorian context.
We will hear about global best practice on suicide
prevention and Victorian initiatives including place-based
trials.
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Through the evidence, we will seek to explore why it
is that reduction in the suicide rate has proved so
difficult and what it might take to shift this.
We will say more about this when we come to consider
this topic specifically.
Finally, evidence about the state of things will lead
us to pose questions to those who have had or now have
leadership of and responsibility for the mental health
system; about the prioritisation of mental health within
government; about the funding of mental health; and about
what mechanisms for accountability and transparency do and
should exist. Finally, we will ask why it is that mental
health reform appears to be so difficult to implement.
As the Chairman said, the work done in these hearings
will be complemented by other streams of work that are
already in progress and that will occur in the months to
come.
Some of the complex issues that we will be
interrogating later on or in other forums, once we have
explored the existing state of affairs, will include:
interactions between the mental health system and the
criminal justice system; human rights frameworks and issues
including in relation to compulsory treatment; the
challenges and opportunities for the mental health
workforce; the interaction between mental illness and
alcohol and other drugs; the importance of housing; and
funding and policy design.
Now, that's a relatively long but not comprehensive
list. We have our work cut out for us, and so,
Commissioners, we will shortly commence the evidence.
Before we do that, there are some appearances from the
parties who have leave to appear.
MS HARRIS:
Commissioners, I appear for Morgan McLay for
the Victorian Government.
CHAIR:

Yes, Mr Star.

MR STAR:
Thank you, Commissioners. I appear for 20
organisations, 17 of which are designated mental health
services, two public health services, and one public
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hospital. I will, for the transcript, read their names,
but for the convenience of the Commissioners, I'll hand up
a list which has them on it.
The organisations are:
Albury Wodonga Health,
Alfred Health, Austin Health, Ballarat Health Services,
Barwon Health, Bendigo Health Care Group, Eastern Health,
Goulburn Valley Health, Latrobe Regional Hospital,
Maryborough District Health Service, Melbourne Health,
Mercy Hospitals Victoria Limited, Monash Health, Northern
Health, Peninsula Health, South West Healthcare mental
health services, St Vincent's Hospital (Melbourne) Limited,
the Royal Children's Hospital Melbourne, the Victorian
Institute of Forensic Mental Health and Western Health.
Thank you.
MS NICHOLS:
Commissioners, before the first witness, may
we take a short adjournment?
CHAIR:

Yes.

SHORT ADJOURNMENT
MS NICHOLS:
Commissioners, the first witness is Mr Wayne
Schwass. I call Mr Schwass.
<WAYNE ROMAN SCHWASS, affirmed and examined:

MS NICHOLS:
Q.
Mr Schwass, have you, with the
assistance of the Royal Commission, made a statement about
your experiences with mental health and your work in mental
health?
A.
Yes, I have.
Q.
I tender the statement, Commissioner.
[WIT.0001.0006.0001] Were you, between 1988 and 1997, an
AFL footballer for North Melbourne?
A.
Yes.
Q.
A.

What was your career highlight in playing for North?
The 1996 Premiership.

Q.
After that highlight, where would you go? Didn't you
play with the Sydney Swans?
A.
Oh, sorry, yes. I moved to Sydney, joined the team
there, and finished my career with the Sydney Swans.
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Q.
When you retired from the AFL, how many games did you
play?
A.
282.
Q.
A.

Are you now the CEO of PukaUp?
I am.

Q.
I'm going to ask you about PukaUp in a little while,
but I'd like to take you back to 1993, if I may. In July
1993, what happened on that Monday afternoon after
training?
A.
It was 26 July, I finished my training commitments
with the North Melbourne football club, and started my
journey home, which was a 20 minute trip, and halfway
home - it was dark, it was about 8 or 9 clock at night - I
was waiting at a set of traffic lights for the lights to go
green to resume my journey and I broke down and had a
nervous breakdown in the car.
Q.
Did you feel you could tell anyone about that?
A.
No, I didn't, and I didn't. My immediate response to
being very emotional was confusion, uncertainty, but the
overwhelming and overriding experience was shame and guilt,
and embarrassment because I was a male, I was emotional, I
was crying, and I felt ashamed of not having control of my
emotions, so I managed to make my way back home.
I was engaged for six months to my wife, Rachel. I
parked the car outside the front of the house and sat in
the car for an hour because I couldn't bring myself to take
myself inside and show my feelings, say my vulnerability
and emotions because my mentality and my thinking which had
been ingrained in me for a long period of time was that,
this is not how a man's meant to behave and that
vulnerability and emotion was associated with weakness, and
to show that vulnerability and emotion to my fiancé, she'd
lose respect and I'd lose that relationship, so I sat in
the car until I stopped crying.
Q.
Did you receive a diagnosis sometime shortly after
that?
A.
Yeah, two weeks after that I was diagnosed with
depression on 9 August 1993.
Q.
A.

What did you do to try and help at that point?
I'd like to have that time again. I used alcohol and
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drugs to self-medicate for the following six years in a
desperate attempt to deal with a really complex mental
health condition, and I used those substances because I had
no other tools or emotional intelligence or courage to be
able to ask for help, because asking for help as a male in
the environment that I was in was weak, so I chose not to.
Q.
When you say "asking for help as a male was weak",
what had you learned from your environment about men who
need to ask for help?
A.
I mirrored the behaviour of other influential males in
my life from a young age, and that's not to waive or put
any responsibility to those people, because it's not. But
I grew up with this mentality that men aren't meant to cry
and show emotion, and men that do cry and show emotion and
vulnerability are weak, they're soft, and you can't trust
them. And those feelings and that narrative was magnified
once I started to play football.
We were conditioned to be incredibly strong athletes,
and we were, and I was one of those. But we were also
conditioned to disconnect emotionally because of the
association to weakness and the loss of respect. In an
elite sporting environment, if people see it as weak, if
they don't trust you, they won't play with you. So, I was
trained to be a very good athlete. I wasn't trained to be
a well-balanced individual.
Q.
Mr Schwass, about six years later, fast-forwarding,
did you decide to do something different?
A.
Yeah, I did something, I decided to do something very
differently. Six years after diagnosis, I was now playing
with the Sydney Swans, it was June 1999. At the age of 29,
after being diagnosed at the age of 23, I had an epiphany
during a training session, and it was a realisation that
I've done nothing to help myself in regards to what I was
living with and what I was hiding. So, I made a decision
at that moment to complete my training commitments. I
walked casually into the doctor's room, closed the door and
I locked it because of fear of teammates and coaches seeing
me like this, it was a risk of losing the things that were
important, and for the first time in six years I sat in
front of a doctor and I started crying again and said, "I'm
sick and these are the conditions that I'm living with.
Can you help me?"
Q.

Did you get some help?
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Immediately.

Q.
Fast-forwarding a bit further, after you got that
help, did it take you some time still before you told
family and friends what was happening?
A.
Yeah, regrettably it did, it took a long time. There
were four people that knew the truth of what I was living
with over a 12-year period: three professionals and my
wife. I never spoke to any family members, my father, my
mother, teammates, coaches, friends, supporters. I didn't
talk to anybody because of this paralysing fear that the
risk of disclosing that you have a mental health condition,
and the genuine fear of what the reaction would be kept me
paralysed to not tell the people outside of the four people
that had to know out of necessity. So, 12 years after I
was diagnosed I made a decision to finally tell my family
for the first time in that time that I was living with
three concurrent mental health conditions, and up until
that moment I had invested every single waking day, outside
of the four people that knew, lying, hiding, pretending
that I was happy and healthy, when in actual fact I wasn't,
I was really sick and I was quite unwell.
But that decision to finally tell my family was - it
took a tremendous weight off my shoulders, because it
allowed me to be myself without having to invest any time
or energy into pretending or hiding. But importantly, it
also gave those closest to me, the people that I loved the
most and they loved me, an opportunity to understand the
challenge that I had been living with.
One of the things that was interesting about that
conversation, was that, I finally gave those people who
cared for me the most the opportunity to understand the
challenges, but then make more informed decisions about how
they would choose to support me.
Q.
And, after that, did you decide to go even more public
following that decision?
A.
I did.
Q.
What did you do?
A.
Six months later I - I've always had a desire to want
to do things to help people and I don't know the reason
why. But once I decided to bring my family into my life
and receive the support that I never thought that I'd get,
it gave me the confidence of perhaps - I'm not comfortable
.02/07/2019 (1)

23

W R SCHWASS (Ms Nichols)

Transcript produced by Epiq

35

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

using the word "courage", but perhaps at that time it did
give me some initial courage to make a bigger decision, and
that was to share my story publicly, which I did on 1 March
2006, and it was one of three life-changing decisions that
I made because it was the beginning of me actually getting
my life back and living my life the way that I choose to
live it with the experiences that I've gone through.
Q.
Why was it that it gave you your life back?
A.
Because, for 12 and a half years I had compromised my
health and wellbeing to protect the things that I thought
were more important: the thoughts, opinions and behaviours
of other people. And I lived in fear every day - and I
don't overstate that - but I lived in fear, paralysing fear
for 12 and a half years of what people would say, what
they'd do and how would they react if they knew that I had
mental health conditions. That fear kept me paralysed to
the point where I compromised my health and wellbeing every
single day for that whole time in order to protect what I
thought was more important: relationships and the respect
of other people.
And the decision to go public was liberating because I
didn't have to pretend any more, I didn't have to keep
lying to myself or anybody else; that I had lived with
mental health conditions, and it gave me control of my
life. It put me in charge of my story. I write my future
chapters.
But for the 12 and a half years prior to that, I was a
prisoner to the experience and I lived with so much shame,
guilt and embarrassment for such a long period of time that
it almost destroyed me.
Q.
What kind of response did you get to your public
statement?
A.
Unbelievable, overwhelming. It was a frightening
experience, because I had no control over the outcome.
Once the story was in the paper, it was out. But I'd like
to say that in 99.9 per cent of cases the response has been
incredible.
It was liberating for me, but what it allowed me to
understand was, when you shared your stories in an honest
and open way, you actually give other people permission to
do the same thing. What I didn't understand or appreciate
at that time was how my story - and it's only my story,
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which is no better or worse than anyone else who's gone
through these conditions - but by sharing my story it gave
people a sense of hope and a sense of connection; that, if
someone like myself can live with these conditions, achieve
what he's achieved on a football field, yet gone through
all of that and now managed to take control of his life
again and re-engage, be happy and feel good about who he is
and what he does, that gave so many other people that I
could never have expected or anticipated the same
opportunity.
Q.
A.

In December 2017, did you process a tweet?
Yes, I did.

Q.
Now, you are shown there waving your arms in the air.
What's going on in the picture? [RES.0001.0020.0003]
A.
That's 27 July 1996, and that's the Premiership dais,
and I've just collected the Premiership medal from Jack
Dyer and Ross Oakley. And, that looks to be a really
happy, exuberant AFL Premiership player and to everybody
else, bar two people who were at the ground watching that
game on this particular day, they would have rightly
assumed that that was the case but that wasn't the case.
Q.
So, you say in your tweet: "This is what suicidal
looks like."
A.
Yep, I did.
Q.
What did you mean by that?
A.
I was three and a half years into my mental health
journey and battle. I was living with - not well and
hiding three concurrent mental health conditions. I had
anxiety, depression, and obsessive compulsive disorder, and
during that Premiership I felt emotionally lost, I was
spiritually bankrupt, just tired, that Premiership, that's
the greatest sporting achievement of my entire sporting
career, but at that particular moment I was thinking about
how I could end my life because I didn't think that I had
the capacity or the tools or other options to find my way
through this incredibly insidious and invasive set of
conditions, and I wanted to kill myself, even though I was
a Premiership player.
Q.
Mr Schwass, can I ask you about what your journey
through wellbeing has taught you about discrimination and
stigma?
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A.
Yes. It's taught me a lot but it's also challenged me
to reflect and think about and question my own attitudes
and perceptions towards mental health and emotional
wellbeing. And, if I'm - stigma is a word that is often
used, but it's not strong enough and it's not accurate
enough. It's discrimination and it's the judgment, the
criticism, the labelling, the ostracising and the
marginalising, the judgment of people who have legitimate
sets of mental conditions, and mental health conditions are
legitimate. The evidence is unavoidable.
And I think it is grossly unfair, I think that it is
uneducative, and in some instances it's ignorant; that,
worthy and deserving people who live with these conditions
are being discriminated against because of their
conditions. And unfortunately, in a great country like
Australia, stigma is alive, and people are being
discriminated against every day around this great country
of ours.
My experience has given me the opportunity and the
privilege where I can make a decision, which I have: I
either choose to say nothing and I'm complicit with the
discrimination, or I can choose to make a different
decision, which I have, and that is that I choose to speak
up about discrimination and stigma because it's grossly
unfair; it has the potential of preventing people from
actively seeking help, which they deserve to and need to.
And, unfortunately I'm not clinically trained, but in
my experience I've worked in this field for a long time, it
has the potential of being a contributing factor while we
still continue to lose so many Australians every day in
everyday Australia.
Q.
Do you think we do enough to champion people with
mental health issues?
A.
No, I don't. I think this is a great start. I think
that individually and collectively and as a community, one
of the great - it's part of our DNA in Australia - one of
the great things that I really admire and love about this
country is that we help people out in need.
And, we have breast cancer - these are only examples
by the way - breast cancer, bowel cancer, cancer, asthma,
diabetes, and in the game of AFL we have a wonderful round
which is the Pink Lady Game, and it's in response to breast
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cancer, and individually and collectively we support those
people who are living with those conditions and by
extension their families who are going through some often
really difficult potentially life-threatening situations,
as we should.
But when I sit back and I look at the way that the
response is given to people who live with another
legitimate set of conditions - mental health conditions it's vastly different, and I think that's unfair and I
think it needs to change and it needs to change drastically
and radically.
Because, in my experience, I see no difference between
any person now, who is living with asthma, diabetes, breast
cancer, bowel cancer or anxiety, depression, schizophrenia
or bipolar: what is different are the attitudes of
perceptions; what is not different is that we're talking
about human beings, human beings that deserve our support,
deserve our understanding and deserve the opportunity as a
basic fundamental right of a human being to step forward
and seek professional help irrespective of what the
condition is.
Q.
You have founded PukaUp, I will ask you what it does,
but before I do, what is the vision of PukaUp?
A.
Our vision is to create the environments that allows
every person to have authentic and genuine conversations
about mental health and emotional wellbeing.
Q.
Is part of that conversation a discussion about
masculinity?
A.
Yes, it's a personal crusade of mine, and I'm trying
to challenge the current narrative that has been allowed to
perpetuate itself through generations for decades.
Because, (a) it didn't serve me and it almost cost me my
life, but I see it causing a lot of damage and anguish and
pain for a lot of men and boys right throughout our
country, and I see that regularly, because of the
expectation of what is meant to be a man and what you're
not expected to be. And it's damaging and sometimes it's
dangerous.
Q.
What do you not expect it to be?
A.
I can't speak on behalf of any other man, I'll speak
on behalf of my experience. A man is meant to be strong,
stoic, resilient, tough, hardworking, loyal, an influencer,
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a role model, decisive, business owner, amongst other
things. But a man's not expected to be emotional, not
expected to be vulnerable, not expected to talk and ask for
help, not expected to show emotions and, most important,
not expected to cry.
When you're conditioned to disconnect emotionally,
when life invariably wants to challenge you, with sometimes
really complex, difficult challenges, experiences or
conditions, when you disconnect emotionally you don't have
the ability to think, feel and then communicate what you're
thinking or feeling, and I didn't have that ability and
that did not serve me, so I've reflected a lot on what it
means to be a man.
I've reflected a lot on the notion of masculinity, and
in my opinion, and it's only my opinion, we need to reframe
it, because I see too many examples of men and boys who are
hurting, who are in pain or living in fear, scared of being
judged and don't do anything, and they should be encouraged
and supported to be able to do it. And I see no reason why
males of all ages and all backgrounds can't have the
traditional male characteristics and traits.
But at the same time either incorporate or reconnect
with the characteristics and traits that we associate with
women of all ages and all backgrounds: loving, caring,
nurturing, empathetic, understanding, have the ability to
talk, have the ability to cry, have the ability to ask for
help, have the ability to connect physically, emotionally
and spiritually because that empowers an individual when
life is challenging to tap into their emotional toolbox and
communicate what is going on in their life so that they can
get the support and help that they need.
Q.
Have you founded PukaUp in part because you want to
change the conversation about mental wellbeing? How are
you doing that?
A.
Yeah, I realised two years ago that I'm here to fulfil
this role that I now fulfil. Football is a chapter that
I'm incredibly proud of, but that's not my purpose. My
purpose is to lead PukaUp, because we believe that every
life matters.
And our vision, as I said before, is to create the
environments for safe spaces that invite people into those
conversations when they're ready. It's not our job to tell
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them, it's not our job to fix it. Our job is to create
these environments and these conversations in every
activity that we do, internally/externally, so that people
start to understand, through our values and our behaviours
and our actions, that we are serious about this.
When we create a safe space that invite people into
those discussions, we're giving them permission and the
opportunity for them to talk to us about what support they
would like, what challenges that they are going through,
and how we can potentially help them through a really
difficult situation.
We focus on mental health and emotional wellbeing, but
we are unapologetic about our mission, which is to
eliminate suicide and if we get the first two parts right,
we believe we'll help prevent people from, unfortunately
and tragically, taking their life.
Q.
What do you believe is so important about talking
about suicide?
A.
It's a really interesting question because there's two
trains of thought, and I've considered this a lot over the
journey. There's one side of that equation or that
question that would suggest that, if we talk about it, then
potentially we're contributing or encouraging other people
to end their life, and I respect that.
But the other side of that same question, which is
where I comfortably sit, we don't talk about it enough and
we're losing more Australians than we ever have before and
more Victorians than we ever have before. We have more
people in crisis. We have more people who are thinking
about contemplating taking their life, and we have more
people tragically taking their life.
My view is - and I've consulted a lot of experts in
this field with regards to the position that I now adopt we have a responsibility and obligation to shine the
brightest light on the biggest epidemic in this state, in
our country, which is suicide. Because, if we don't change
the way that we have approached this, how can we
realistically expect that we'll have less people, fewer
people, getting into crisis, thinking about ending their
life or tragically taking their life?
Because of our reluctance in not talking about it,
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it's not changing this. I think we need to do it in a
constructive, respectful, considered and empathetic manner
so that we honour the people who have tragically taken
their lives, the loss and the devastation that the families
live with once that person is no longer part of their
family and their community, and we do it in a way that
invites the entire community into this conversation,
because we all individually and collectively as a state
have an opportunity to change the way people respond and
react, but also we offer tremendous hope and a sense of
connection to thousands of Victorians today who are living
with these conditions but are also in crisis and thinking
about ending their life.
Q.
Is one of the ways you've done that, to drive a black
truck through country Victoria?
A.
Yes, it is.
Q.
Can you talk about that?
A.
Yes, it was an idea, so we conducted an annual suicide
prevention bike ride. The bike ride's an interesting
vehicle because it naturally gets people inquisitive about,
why are you riding, where are you riding to? And our view
is, once someone asks one question, the conversation
begins, then we can create dialogue, we engage with that
person.
And, I'm always looking at ways and trying to explore
ways of, what else can we do that engages more people? We
had a truck which carried all of our supplies and came up
with the idea of putting black decal on two sides and the
back and on each of the three sides we had a simple message
in bold white colour and it said, "I'm signing this truck
to start a suicide prevention conversation."
We started here in Melbourne and the truck was
completely empty with no signatures. Ten days later, by
the time we got back to Melbourne, it was completely
covered. And the powerful and inspiring thing that this
truck did, and I witnessed it every day, was it invited
people - a truck with one simple message - parked on the
side of the road at a town that we were having a break at,
gave people permission to walk up and ask a question.
The question led to a conversation: how can we support
PukaUp, we'd like to donate you money. We don't want your
money. What do you mean by that? We just want you to sign
.02/07/2019 (1)

42

30

W R SCHWASS (Ms Nichols)

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

2019 public hearings

the truck. What else do you want me to do? Please take
this conversation back home to your family, your friends
and your community; be prepared to have these discussions,
because these conversations can change a life and these
conversations can save a life.
Q.
Was there a documentary that screened last year about
your annual bike ride?
A.
Yes.
Q.
What kind of response did you get to the documentary?
A.
So, the bike ride documentary followed the journey of
conversations that we created. We were fortunate enough to
get the documentary aired on Channel 9 about three months
ago on a Sunday night. The response was overwhelming overwhelming, humbling and inspiring, because clearly the
documentary spoke to a lot of people. And I think
importantly, it gave people that perhaps aren't in a
position where they feel that they can speak up and find
their voice, I think it gave them the sense that there are
other people out there in the community that are willing to
champion for them and on their behalf.
The power of the documentary is about the power of the
conversation, having open and honest discussions with
people in a non-judgmental, supportive, respectful,
accepting environment, where we're willing to talk about
challenging issues and do it in a way that is respectful of
the person talking, giving them the support, but allowing
them to tell their story, and it was something that we were
incredibly proud of.
Q.
Did you get personal messages about the documentary
from people who watched it?
A.
I was inundated - inundated and again overwhelmed by
the response. This is not about me. This might be my
story, but it's about the conversations and the sheer
number of people that messaged me directly was
unfathomable.
Q.
Can I return to the question of mental health and men.
Do you think the pendulum is shifting?
A.
Slowly. It's too slow.
Q.
Does it help that people like you are being public
about this issue?
A.
I'm a little uncomfortable when it's directed at me.
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I'm just playing a role, but it most definitely helps when
Alex Fasolo and Travis Cloke, Tom Boyd, Lance Franklin,
Greg Inglis, Libby Trickett, Caitlin Thwaites, Osher
Gunsberg, Andrew Robb. When we have high profile people
who are willing to share their story, the ripple effect
into the broader community is life-changing. I think it's
never been more important that we allow more people,
whether they're high profile or they're members of our
community and everybody else in between the same
opportunity, because unfortunately these conditions don't
discriminate.
Q.
Do you still see men that need medical help because
they can't talk to anyone?
A.
Yes, I do, absolutely. I see it, I see it all the
time. I deliver countless presentations all across the
country, and during those opportunities where I get the
privilege of engaging with audiences, I get so many men
coming up to me in tears, in front of a stranger they've
never met, all they've done is be part of a conversation
which I've been a part of. And because I am prepared to be
vulnerable, because I'm prepared to be authentic and
genuine and I've stopped worrying about what people think
and the expectations others might have, what that does is
it's giving other men who are going through similar
experiences permission to come up and talk to me about
that.
And those conversations can be challenging sometimes,
but I'm happy and comfortable sitting in that space. And I
ask often to the men who talk to me about what it is that's
bothering them and what it is that's upsetting them: who
have you talked to? And the most common answer I get back
is, no one. Why? Because I can't or I'll lose respect.
That's why I fundamentally believe the narrative needs to
change for men and women of all ages, but especially for
men. We need to empower males to be connected emotionally
so they have the ability to be able to think, feel and
communicate, to ask for help. But currently there's a
significant percentage of the population, male-specific and I'm not trying to make it a male/female thing because
it's not - but there are far too many men and boys who are
hurting and in pain that choose to say nothing because of
fear of losing respect and being judged and that's got to
stop.
Q.

How optimistic are you that we can start to change
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that?
A.
I'm an optimistic person otherwise I wouldn't invest
my professional life into this work but I'm also optimistic
because we're sitting here in a Royal Commission. This is
a very significant and important moment in Victoria's
history and it gives me great courage and confidence that
this is the beginning of a journey which has the potential
of reforming, revitalising and revolutionising the way that
we approach and apply mental health for the people that
deserve this. I think this is an exciting moment in our
history. My optimism continues to grow.
MS NICHOLS:
Chairman and Commissioner, do have any
questions of Mr Schwass?
CHAIR:

No.

MS NICHOLS:
Thank you very much for giving your evidence
today, Mr Schwass. May he be excused?
CHAIR:

Thank you.

<THE WITNESS WITHDREW
MS NICHOLS:
Commissioners, the next witness is Nicole
Juniper. I call Nicole Juniper.
<NICOLE JUNIPER, affirmed and examined:

[11.35am]

MS NICHOLS:
Q. Ms Juniper, have you made a statement
about your journey with mental health and through the
mental health system?
A.
Yes, I have.
Q.
I tender that statement. [WIT.0001.0011.0001].
Ms Juniper, are you now 22 years old?
A.
That's correct.
Q.
A.

And you study nutrition at university?
Yes.

Q.
What would you like to do when you finish your
university course?
A.
I hope to work with young people, work as a
nutritionist, but also focus on mental health and wellbeing
and improve our lives.
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Q.
Terrific. Now, can I take you back to when you were
quite a bit younger, to about the age of 13, when you were
transitioning between Grade 6 and Year 7, living at home
with mum and dad and your siblings. How were things at
school for you?
A.
I think - I feel like the move from Year 6 to Year 7
is really weird and hard for everyone. It's strange and
it's icky, and you go from the big fish in the pond to that
little fish, and I didn't quite know how to cope with it.
I was very, very bright and happy and bubbly growing
up, but once I got into Year 7 and I was around people that
I didn't feel comfortable with, I felt like I didn't have
too many friends, I found myself slowly beginning to
withdraw and isolate myself and I slowly found that I was
experiencing difficulties with my mental health.
Q.
Were you missing class a bit?
A.
Yes. I went from being a very good student to
skipping classes. I would quite often spend classes with
my head on the desk either sleeping or crying, and I would
find any way to get out of school.
Q.
How did you feel you were relating to the people
around you at school?
A.
I didn't know how to talk to anybody about what was
going on. I feel like I had a lot - there was a lot in my
head: young people go through - we have a lot on our plate
to deal with, family and friends, school and relationships
and identity, and we're just coming to terms with
everything in life and everything happening at once gets
really hard, and I couldn't quite cope with a lot of it.
The school wasn't really helping, but I did end up - you
know, teachers could tell, people could obviously tell, and
I did end up getting help after that.
Q.
How did you get help? Did someone intervene?
A.
My home room teacher, she noticed that I was quite
often late to class and sent me to the school therapist.
Q.
Did the school therapist talk to you about telling
your parents about what was happening?
A.
The school therapist, she immediately noticed that I
was having issues with self-harm, and that was - there's a
duty of care there where she had to tell my parents, and I
wasn't prepared for that conversation; it was distressing
and awkward, very uncomfortable. I became very good at
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hiding what I was feeling.
Even as a young person it was easy to fake being
happy, to make people think that I was doing well and it
definitely shocked my family. They didn't know that I was
struggling so severely. They didn't understand why I would
want to hurt myself and it was incredibly, incredibly
difficult to actually even think about talking about it. I
wouldn't have done it if I hadn't have been pushed to.
Q.
A.

Were you referred somewhere to get some help?
The school counsellor referred me onto Headspace.

Q.
What did Headspace try and do for you?
A.
Yeah. I think that, the first time when I went to
Headspace, I didn't know anything about it really. I
always thought that therapy was for people who had, you
know, really, really severe stuff going on and I didn't
consider myself to have really bad issues. It was
difficult to come to terms with the fact that I was
struggling and, you know, I never thought that what I was
going through even - I didn't think that I deserved help.
So, going to Headspace, I didn't understand what they
could do, what I needed. I was very disengaged, I didn't
think people could help, yeah.
Q.
Did you miss a fair bit of school, going backwards and
forwards for treatment?
A.
Yes, yes. My school was very accommodating. They
gave me the option of three year VCE, but constantly being
out of class and, yeah, missing so much, not spending time
with my friends, I felt so isolated; I felt like it was
obvious to everybody around me that I had stuff going on.
Q.
Did you eventually stop going to school?
A.
Yes. I believe it would have been the start of
Year 11, I stopped going to school altogether.
Q.
Were you referred onto another clinic and where was
that?
A.
So, I was - after Headspace I was referred onto Orygen
Youth Health. I had my initial assessment there, my mother
took me, I sat in the room alone. It was very - it was
very difficult. It's very difficult to talk to a therapist
especially in the initial intake. It's uncomfortable, I
sit there and I cry and shake. I wasn't able to express
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what was going on, and they did say that I - I didn't meet
the requirements of the service, so I was sent back to
Headspace.
I don't remember a lot of what was happening, and
being young I know that a lot of it happened behind the
scenes with my mother, but from my understanding the
clinicians at Orygen came to understand that I had
attempted to take my life at some point and, once they had
that - once that came into play, they realised that I
needed that support and I was led into that service.
Q.
So, once you got back to Orygen, what kind of people
did you see?
A.
Throughout my time at Orygen I had two case managers,
I saw psychologists, psychiatrists, I saw a vocational
worker, I saw support teachers, lots of people.
Q.
How important was it for you to get vocational help
and help at school?
A.
Well, school is - it's the number one thing in a young
person's life sometimes: it's where we make our friends and
we learn, we grow. Leaving school was really hard. I felt
like a failure, that I wouldn't achieve anything, and being
able to go to Orygen and speak about possibilities for
jobs, possibilities for study, it was empowering.
I didn't really know what they could provide me, and I
know that they did a lot there: there were a lot of phone
calls that happened. They were, while I was still in high
school, they were liaising on my behalf, getting things
done, organising plans. And, after I left high school,
they were calling around to universities to see if there
were programs or opportunities, and they did eventually get
me into study and it's taken longer, but I'm in university
and back at it.
Q.
Did you join some social groups at Orygen?
A.
Yeah. There was one group that I joined where we
would go out and we'd do things like bowling and laser tag,
or every now and then we'd stay in, we'd bake stuff or just
have a picnic. We were able to get together as young
people and just talk, just experience things. You know, I
didn't - I wasn't really able to go to the movies with my
mates because I wasn't really talking to anybody, so having
the opportunity to actually have fun, just experience life
and do normal young people things was very validating.
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Q.
You had a caseworker at Orygen; how important was your
caseworker to you?
A.
Yeah, extremely important. My second caseworker, I do
credit her to a lot of my recovery. The story that I
always tell, is that, I - I love dogs a lot, I love dogs,
I've got a gorgeous Golden Retriever, and we would always
share pictures of our dogs at the end of our sessions. And
it didn't matter if I was crying or shaking or on the verge
of, like, screaming, she'd still show me pictures of her
dogs.
There was one day where she took me to a dog shelter,
I was taken to it by my carer so that I could play with
dogs. And, you know, I never expected to have an
experience like that going to therapy, and it's not the
kind of thing that you would generally hear, but I respect
that woman so much. You know, just being able to do that
was incredible. She thought of me as the person and took
into consideration my likes and we just, we had fun that
day. I was able to just have fun.
Q.
Was it important to you that you had the same
caseworker for a long period of time?
A.
M'mm, yes. It's very difficult to be continuously
telling the same story over and over and over again. I
used to count how many people I'd spoken to and told my
story to, but I can't remember at this point. You know,
having been to multiple services, multiple hospitals, I've
spoken to a lot of people, and nobody knows my full story.
It gets to points where you selectively tell people some
things because you know they can help you, but you don't
have time to talk about everything else so you have to hold
it back.
I'd love the experience to be able to share everything
with one person and have that just collectively put
together, but I don't even know my whole story any more.
Q.
While you were at Orygen, did you have some periods
being in hospital?
A.
Yes, I did.
Q.
Did you also feel that you made some good progress
while you were there?
A.
Absolutely.
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Q.
Were you able to stay receiving Orygen services for as
long as you needed?
A.
No. Orygen - the time that I was there, they had: you
were able to spend up to two years receiving treatment, and
after that time you would be either referred on to another
service at the choice of your treating team. And the two
years, it goes very quickly.
Being very young and having a lot, a lot going on, I
don't remember a lot of what happened in those sessions,
but I could see somebody briefly, I could see somebody that
I trusted. I was able to spend time doing social things
and working out my future, and being around people, I was I forgot the question.
Q.
That's all right, I think you answered it. After your
two years came to an end, you went back to Headspace?
A.
Yes.
Q.
Did you see the same caseworker who happened to now be
at Headspace?
A.
I was very lucky, my caseworker at Orygen was also
working at Headspace. That's not the usual thing, I was
lucky.
Q.
After some time going back to Headspace, did you start
doing volunteer work there?
A.
Yes. I joined their youth advisory group, so that's
consumer advocacy, it's young people who are using the
service, they're able to volunteer their time, and work
towards, I guess, creating a better service for future
young people. I was involved with being a Headspace
representative at events, so all the people in the green
shirts saying hi to people. I was able to interview new
clinicians, sit on the panels and make decisions about who
is working within these services. I was able to provide
training to staff and go into schools and talk to young
people, share my story. I've been able to do some pretty,
pretty incredible things both at Headspace and Orygen;
that's very important.
Q.
Did you find at some point that it wasn't quite right
for you to be both a consumer and a worker at Headspace?
A.
Yeah, it's strange; after volunteering at Headspace
for, say, about a year, I got a casual position running the
, and I worked
alongside people that were treating me. And, it's weird,
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it's strange, I didn't like my co-workers knowing or even
thought that they might know what's happened to me or what
I've gone through, so I made the choice to find somewhere
else.
Q.
Having stayed with the volunteer work at Headspace,
did you seek treatment from a different clinic?
A.
Yes. At the age of 21, I started going to an adult
clinic.
Q.
How did you find your experience there?
A.
Not what I - I guess, not what I was expecting, but at
the same time I'd heard other people's experiences, and I I'll admit, I wasn't the most hopeful going to an adult
service. You know, family and friends of mine have tried
to get support and sometimes you just - you just hit a wall
and nothing happens. I was very lucky to get into the
service that I did. Again, I've always felt like, you
know, my problems are - they're not severe enough to be
- I'm not severe enough to be in hospital, but quite often
I am struggling. It's - I need support. I can function, I
can work, I can volunteer, I can study, but I still need
support.
And going to this adult service, I felt like they
weren't really prepared for somebody that can function like
I do, and they weren't able to give me what I needed.
Q.
A.

After a while, were you discharged from the service?
Yes.

Q.
I was with the service for about a year. Throughout
that year I asked for a lot, I feel. I wanted to be
involved, I wanted to do groups and all the things that I'd
done with other services. It took about six months for me
to actually join a group: I guess - I don't know why that
took so long. But I was persistent and eventually got into
the - it was an acceptance and commitment therapy group,
and it was the best thing that I got. I was able to talk
to other consumers, share my experiences with them. It's
extremely, extremely validating to talk to other people
that have similar experiences to share and heal together.
That was an incredible experience, but my sessions, they
just weren't - I found that a couple of - it would have
been a couple of weeks before I was formally discharged,
and I had no idea that I was going to be discharged at this
point, where I - one of the things that I do is training
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staff.
And there's this training called "the seven deadly
sins" where we give recommendations for clinicians about
how to work with young people, and one of the things that
has been talked about was not keeping young people in the
dark. And I was thinking about it, I'd just started
training, and I'd gone to my clinician afterwards at the
adult clinic and I spoke to her - there was a doctor in the
room as well who I'd seen maybe once before - and I told
her, look, I understand that I've been diagnosed with
anxiety and depression, I've had these diagnosis for a
considerable amount of time.
I find it not quite - I find it atypical that my
symptoms have been so persistent for so long and I'd like
to discuss diagnosis. And she gave me - the doctor,
sorry - gave me a bit of a spiel about how, you know, we
don't need diagnoses, it's not important, we don't like to
label people.
And again, I persisted, I said, "No, I'd like to know
and discuss this," and she let me know that I had been
diagnosed with borderline personality disorder. I asked
her if that was in my notes, and she said, "Yes." From my
understanding, they at that clinic, they were under the
assumption that I knew that I had that diagnosis, although
nobody told me. I have no idea who made that decision, or
when or why. I - it was a shock.
The whole thing has been quite a bit of a shock, and
it's not the diagnosis, I don't mind; it's the process.
You know, I've got the right to have a second opinion. I
can't get a second opinion if I don't even know what I've
got.
Q.
Soon after you finished treatment with that clinic,
have you been able to obtain treatment since?
A.
Yes. Currently, I am seeing a psychologist. We try
to meet as regularly as possible, but we do get the ten
sessions a year, so that leaves me with not quite one a
month. You have to really choose when to have your
sessions because, if something difficult happens at the
start of the year and you need to use extra, then you're
left at the end with no support.
I'm able to see my current psychologist, I'm lucky to
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get an hour a month. I also see my university psychologist
to get a little bit extra in there. She's been very
helpful, things like keeping me in university, she helps me
with physical health and all sorts of stuff. I also do
see - I mean, I still see the doctor at Headspace
occasionally, because I know that those doctors have
experience working with young people, I know that I can
trust them, yes.
Q.
A.

Can you afford to pay for private care?
No.

Q.
If there was anything that you'd like to see done
differently in the mental health system, what would that
be?
A.
I suppose there would be a few things. Services: in
my opinion, services need to be accessible and holistic;
that would be free for everybody that would need it. I
don't think that mental health services should be focused
purely around mental health because, our health in general,
it's all connected: so things like physical health, sexual
health, mental health, social health, as well as vocation
and housing are all important things that need to be in one
place preferably. You know, I shouldn't have to go and see
four different services that don't communicate with each
other whatsoever to work out what I need. It would be
incredible to have it in one place, one team, it would be
amazing.
We need to focus on young people. We need to change
attitudes and I think that education is the way to do that.
I've spoken a lot with my peers and other consumers, young
people, and we need to start early, as early as possible.
We need to talk about wellbeing, self-care, the resilience
and vulnerability, and have these discussions.
We need to employ people that have experience. I'm a
peer worker myself and being able to share my stories with
other young people especially, and have them tell me that
they connected with something that I said, is incredible.
You know, to share to a whole school and then have one
student come up to you afterwards and give you a hug, it's
amazing.
Peer work to me really is the future. I don't think
you can connect with clinicians in the same way as young
people who have had this experience because, even if
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clinicians have gone through the exact same thing, there's
that power imbalance that will be there, whereas I can go
to somebody and say, "Yeah, I've gone through that" or
"Yeah, I know what this stuff is like."
My final thing would be to keep us involved. This is
an incredible step, the Royal Commission. This is amazing,
I'm honoured to be here and share my story today. But we
need to keep people with lived experience, consumers,
carers, families, marginalised communities that are going
to experience these things, we need to be at the forefront
and the centre of our own treatment, and these questions
need - we need to keep asking these questions.
Once this is all done, whatever happens, whatever
recommendations or implementation or review is going to be
done, consumers, people with lived experience need to be
there; we need to be involved with what's going to be
happening with these services, and I think that we should
be paid for our contributions quite a lot of the time,
because it's not easy doing this, yeah.
MS NICHOLS:
Thank you very much, Ms Juniper.
do the Commission have any questions?

COMMISSIONER McSHERRY:
Q.
Thank you, Nicole, for
telling us about your experiences. Just a quick question.
When you went to Orygen and then to the adult mental health
service, was it always on a voluntary basis?
A.
Yes, throughout my whole treatment I've been
voluntary, I've been hospitalised voluntarily. I have been
very consistent, and I've always been very happy to receive
help.
COMMISSIONER McSHERRY:
CHAIR:

MS NICHOLS:
CHAIR:

Thanks very much.

No other questions.
May Ms Juniper be excused?

Yes, thank you very much.

<THE WITNESS WITHDREW
MS NICHOLS:
Commissioner, before the next witness
arrives, may we have a short break? Okay, I'm told that we
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will be returning at 2 o'clock.

Excuse me a moment.

Sorry for the confusion. We do have one more witness
before the long break, Mr Robb, but we might just take a
short break before he comes. Is that okay?
CHAIR:

Yes.

MS NICHOLS:

Thank you.

SHORT ADJOURNMENT
MS NICHOLS:
Commissioners, the next witness is Mr Andrew
Robb. I call Andrew Robb.
<ANDREW JOHN ROBB, sworn and examined:

[12.21pm]

MS NICHOLS:
Mr Robb, have you, with the assistance of the
Royal Commission, prepared a statement about your
experiences with mental health?
A.
Yes, I have.
Q.
I tender the statement. [WIT.0001.0004.0001].
Mr Robb, were you the Federal Member of Parliament for
Goldstein between 2004 and 2016?
A.
I was.
Q.
As a Member of Parliament, what positions did you
hold?
A.
There was quite a lot.
Q.
The most importance ones perhaps?
A.
Yes, well, the ones in opposition are perhaps less
important, so I'll avoid those. But I was the Minister
for - Assistant Minister now they call it, for Immigration.
Then I was the Minister for Vocational Education. Then
went into six years of Opposition and came back as the
Cabinet Minister for Trade and Investment.
Q.
Prior to becoming an MP, did you have a number of
positions in the Liberal Party, including Chief of Staff to
the Leader of the Opposition and Federal Director?
A.
I did, yes.
Q.
Were you an agricultural economist before that?
A.
Before that, I was. I've had an eclectic career
really, yes.
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Q.
Are you a currently a board member of Kidman Cattle
Enterprise, the Chair of Asialink Business, and the Chair
of CNS Dose?
A.
I am, yes.
Q.
Can I take you back to quite some time ago to about
the age of 12 and ask you, did you at about that age start
to experience what you called black moods in the mornings?
A.
Yes, I did. I was about 12 or 13, I'm not sure what
led to that. I'd had a very happy childhood as one of
nine. In fact, my mother subsequently said I was the
happiest amongst the nine in childhood, but yes, it
changed.
We moved from a farm to the city and I had two years
of frightening teachers really. So, the nuns and the
brothers can be very frightening when they try. I don't
know what caused it, but I had some changes.
I started to - later on called it my little black dog
in the morning, it grew to a bigger black dog over the next
40 years. But, yes, I would go to sleep taking on the
world, satisfied with my night's homework or whatever it
was, but I'd wake up just drained of any confidence
immediately I woke.
Q.
You said that stayed with you for about the next
40 years. What sorts of things did you do to try and
manage that for yourself?
A.
Well, I mean, I denied that I had a depressive
condition even to myself for a long time. I've got the
best collection of self-help books that - if anyone wants
some self-help books, I can help you with it.
Ironically when I did finally confront it and start to
get to know more about it, most of what's in the self-help
books are in the depression books, but through most of my
life I never would have picked up a book on depression. I
think, like so many people, and especially men, but I think
it's women as well, many, many women, they don't wish to
admit, even to themselves, and even if they do that it's
then a very close circle of loved ones that they might
relate to. So, yeah, I would do all sorts of things.
I thought initially that - I'd read books on self-help
and they said endorphins help you, so for 30 years I chased
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endorphins, to be honest. When I subsequently wrote a book
after I confronted it and found myself back in the
Parliament, which I was surprised that that was going to
happen, and it does show we're progressing, I think, but
when that happened I did feel that - sorry, I've lost my
train of thought for a second. After 40 years, I did feel,
when I was writing the book, that I'd been chasing
adrenaline all my life. Because, when I had the adrenaline
pumping, I was in a much better space, even if it was in
the mornings.
And my condition, which turned out to have a name
which was comforting, but diurnal variation, and I differ
from many who have got depression, in that, in the mornings
it seems like I've got no serotonin in my system for about
five or six hours, it's later than most other people, and
during that period I've got a depressive condition, but
then I would come out of it. So, I spent my life waiting
for this cloud to lift in the mornings and I had lots of
strategies to try and, not engage with people, was the
issue really.
Even with my kids; I mean, I wasn't grumpy, I just had
not even the confidence to properly engage with my
children. I'd just get through that process. I often left
relatively early so I could get past that barrier with just
some normal, good morning and whatever. They did say over
the years that, "You never asked dad for money before 8.30,
9 o'clock", and my wife said, "We never discussed the state
of our marriage before that hour either." So, it was sort
of understood that I was not in a good place, but we never
really talked about it and I would be chasing adrenaline.
I noticed, all the positions I took led me to public often led me to public engagement, where the adrenaline's
pumping, and you can hear your voice and it's normal. So,
that was an interesting factor.
Q.
So when you got to, say, around your mid-50s and you
were doing a very high profile and high pressured job, did
you find you had to structure your day around this
condition?
A.
Very much so. Invariably, with my PA, my personal
assistant, I'd get an understanding that, you know, do the
best not to have meetings before 9.30. It got later and
later, this was the problem for me, but initially 9.30,
10 o'clock.
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There were things I could do, and I could read, so you
know, in politics you read ten papers a day, or you used
to. There were lots of things, some correspondence, but
engaging with people seemed to be the problem in particular
and I avoided that. But, as I say, I had some help with
PAs, and I'd just say, "Look, I'm not a good morning
person." That's all I thought it was for a long time, but
this condition must be what, when people say they're not a
good morning person, must be what it's like.
Q.
At some point, when it was taking longer and longer
during the day for you to feel okay, did you decide that
you should reach out for some help?
A.
No. Increasingly, I suppose by the time I was late
40s, early 50s, I was thinking this is not normal. You
know, I'd be driving to work, we lived out at Canberra
earlier on and, when you look at the sun - or some people,
if they look at the sun, they sneeze and that releases
endorphins.
Canberra having a lot of sunny hours was a good
advantage for me: I'd stop two or three times on the way to
work and look at the sun and had all these crazy things
that I was doing. When your face forms the shape of a
smile, evidently, according to literature, it does release
endorphins. (Witness demonstrates with pen.) So, I'd
drive to work with a pen in my mouth, trying to make my
face - or tricked the brain into thinking that I was
smiling.
It got to that point, which is pretty sad when you
think about some of those things. Anyway, they were the
sorts of things that was driving me too, and after a while
I thought, this is not right.
I did start to talk to my wife about it, and so, that
was helpful but it was only when I came into a situation
where the consequence of not finding out what I've got and
whether I can do something about it would have been too
great. I was -Q.
We'll come to that in just a moment but, before we do,
did you see a general practitioner to try and get some
answers?
A.
I did, yeah, that was the first step. I had a chap
that I'd been seeing for all sorts of other things and very
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satisfactorily for a long time, and then I raised it and he
sort of almost you know, not took fright, but he was
certainly not wanting to engage on that topic. And he
said, he leaned over and got a card and said, "I always
refer anyone with any sort of mental health problem to this
person nearby in one of the outer suburbs."
So I made an appointment a couple of weeks later and
went into this house and got put on a couch, which is a bad
start to be honest, because I didn't - I was still not
fully confident about the fact that I had depression.
Anyway, it was, you know, the whole stigma thing, it's
just, you live with it all your life. You used to hear
about Mary who had nerves, you know, and found out 20 years
later that she actually had breakdowns and all the rest of
it; people didn't want to talk about it, and I was still in
that frame of mind.
But I laid on the couch and she started, said, "Tell
me your story", so I started. After about seven minutes
she leant across and said in a whisper almost, "Tell me,
were you loved by your mother and father as a child?" And
I thought, I can't handle this, this is ridiculous. I'd
hardly got into a 43-year condition, and so, a few minutes
later I made an excuse and left, paid her the bill and
didn't - so I just went home and said, wake up to yourself,
slap yourself on the cheek and man up sort of thing, this
is ridiculous, you can manage this, until the next time
when I got forced to confront it really.
Q.
After you had taken yourself back and told yourself to
toughen up, did you get to a period, in about the middle of
2009, where things in the Federal Liberal Party were pretty
turbulent and were colleagues approaching you to consider
whether you'd take the leadership?
A.
Yes. This is the thing: every time I had to perform,
I'd have the adrenaline pumping, and even if I was in a bad
place - I had a lot going on and there was all that climate
change, emissions trading schemes with Prime Minister Rudd,
so it was a high-energy time and I was the Shadow Minister
for Climate Change, and the Prime Minister, Malcolm
Turnbull, it was a subject that he had often talked about
and was committed to.
Anyway, we'd been going apart in terms of our views,
how to get a price on carbon in particular, and it was very
tense; months of tenseness. Then, unfortunately for
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Malcolm, he had the God and Grech moment, and a few other
things didn't go his way, and colleagues, Peter Costello
who was still in Parliament, and others approached me to
consider challenging for the leadership and I said, "Well,
I'm very interested but I'll think about it", and I was.
I mean, there's a lot of people there that, whether
they can or can't, they still might have an ambition for
it. I didn't think the timing was very good for me, but
often you only get one shot at these things. So, I was
interested, but when I said "I'll think about it", what I
was thinking about was, can I manage the responsibilities?
Until that point in time, all the jobs that I'd had,
I'd been able to cover up the mornings, and I'd felt I'd
been able to, not just preclude people from knowing that I
had a problem, but also, it hadn't really greatly affected
my performance; I'd compensated for that.
But I knew, having been 15 years before the Chief of
Staff to Andrew Peacock through a campaign, and then
running all the campaigns for nearly eight years, I
understood just, that you had to be 24/7, and really, it's
a huge - a very stimulating job but it's enormous pressure.
I respond to the pressure, which is again the thing
that's always annoyed me about this stigma, that people
think you're under the table and you've lost control in a
crisis; it was the crises I loved because they would get me
going and I'd be in a good place, I could be for 33 days of
a campaign making decisions as the campaign director for
the party.
So it's, yeah, I think I've drifted from your original
question, but it was that pressure of having to make a
decision and I kept delaying it and they'd keep asking. It
got to a point where it was, I knew I couldn't without
finding out what was wrong. Once I got to that decision,
it was sort of one step at a time.
Q.
So, once you got to that decision, did you make a
phone call to a friend of yours to see if you could get
some help?
A.
Yes, the former Premier who was chairman of Beyond
Blue who is a friend, and I said to him - I gave him a very
quick synopsis of my problem and the context of it and all
the rest of it, and he said, "Look, I'm no expert on mental
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health", but he said, "I'll get someone for you."
So it was the next Wednesday morning when I was
sitting in front of one of our most experienced
professionals in that space and psychiatrist, and yeah, it
was a fascinating experience.
Q.
Did he tell you that he could help you?
A.
Well, it was interesting, because it was - he said,
"Sit down", I wasn't lying down, I'm sitting on a sit which
was a good start. Then he said to me, "Tell me your
story", so I started and after about ten minutes he said,
"Could I stop you?" And I thought, oh no, not do I love my
mother or father or vice versa again. Then he said, "Sorry
to stop you, I just want to tell you, I know what this is
and it's fixable", but he also put a couple of riders on
it, which was, it's going to take patience and there could
be some side-effects.
Well, I didn't hear the last two. We had another hour
or two but I still didn't hear the last two qualifications.
I thought, how good's this, I can take a tablet and in
three weeks I'll know whether that's the right one, and of
course it will be, and then I can make a clear eye decision
about the other issue on the leadership.
Q.
And the experience of taking the drugs that were
prescribed to you, how was that?
A.
That was the worst time of my life, to be honest,
especially some of the earlier ones; they didn't get any
better. It took me six months is the bottom line, and
nothing seemed to do anything until then, except made me
worse.
The first one, which is a fairly common one, so it's
okay for lots of people, but it does say on the box "could
make you suicidal", which it did and my wife had to keep an
eye on me for the three and a half weeks or whatever it
was.
I was depressed, deeply depressed, 24/7 with that.
And it's no wonder, 70 per cent of people, as I understand
who do confront it - and it's difficult enough to get
people to go and seek professional advice, but 70 per cent
of those that do, as I understand it, walk away from it
within three to four weeks.
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You know, if I hadn't been through 43 years and all
sorts of issues and wasn't at that stage of my life, it was
a sequence of events which probably made me - I'd made the
decision that, if it didn't work for me, I've gotta fix it,
and that I'd go public, so I'd crossed a few bridges by
then.
But, yeah, it was very bad and I went back after three
or four weeks and told him how I'd been and all that and
said, "What do we do now?" And he said, "We double the
dose." I said, "Is it possible I'll get those same
side-effects again?" He said, "It is possible", and of
course by the next Tuesday - I'd been trying to go under
the radar and get an answer and not tell anybody - but by
next Tuesday I was in a really bad state again.
Parliament was sitting again and I got into the party
room, which is a three-hour meeting every Tuesday when
you're sitting, and my stomach was in my boots, I was just
really bad. I could see it was sunny outside, so I left
and I sat in the sun for about an hour down there in one of
the gardens and then my phone rang and one of my staff said
the Leader of the Opposition wants me in the party room and
usually that only happens, you know, you're called back in
if there's something obviously particular to my portfolio.
Anyway, I got back and, sure enough, there was a real
bun fight on about emissions trading and whatever,
whatever, and Malcolm Turnbull was looking to me to sum up.
He said, "Sum up", "There's five more speakers", he said.
So I'm sitting there and, if the floor had opened up I
would have been really grateful, but it didn't.
Anyway, I entered up in the front, but as I walked to
the front of the room to make my little presentation, I
could feel the adrenaline coming up, and I'm listening to
myself and I saw my voice was normal, and I nailed it,
whatever that - I won't bore you with it, but I did the
job. People were saying to me, "Good on you, Robbie", you
know, because it settled the issue down for that day at
least.
Then I sat down, and normally if you've done something
which your colleagues themselves are pleased about, you're
usually pretty pumped, you know, you're pleased about it.
I sat down and my stomach, it just went again; I was so
depressed and I just, after three or four minutes I went
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off to my office. Actually, I sat there, I missed Question
Time, I sat there for five hours looking at the wall and
working through all the possibilities: what I could do,
should do, what would happen, you know.
Anyway, conclusion: by 5 o'clock I decided I have to
confront it. If I'm going to confront it, I can't be
telling a whole lot of fibs to try and stay under the
radar, that never works, so I decided, I'll have to tell
and asked for three months leave from Cabinet at least not from Parliament, but from Cabinet - just to get the
pressure off and see if I can find the right medication.
And I went and spoke to Malcolm Turnbull who was very
gracious about it and that's what happened.
Q.
And you told your story to some journalists, Laurie
Oakes and Neil Mitchell?
A.
Yeah. I wanted it, you know, because of the stigma
and the view that lots of people have, I didn't want people
hearing that I'd taken three months leave from Cabinet with
mental health problems; I wanted them to know what it was.
And I thought, I could write a piece, but the journalists
are much better capturing the essence of these things.
So I went and saw Laurie Oakes who had then a weekly
column around Australia and told him the story and said,
"Would you like to present this?", which he said he would
and he did a super job with the piece, and then I
approached Neil Mitchell the following Monday, and again he
did a very good interview, and we talked about the sorts of
things I'm mentioning now.
I wanted it out there in a form which was factual. To
be honest, I wanted to be able to say, you know, I think
this is beatable and I thought, if I could do that, this
would be an encouragement at least, something out of this
ordeal. So, I did those two and then said, "I'm not doing
any more media", because that would just put pressure - I
just wanted to get that story out and that's how it was
until I finally got the answer.
Q.
You've talked about "the answer", and you had called
your problem for quite a number of years your "morning
problem". Was it a challenge to embrace the word
"depression"?
A.
Not once I'd gone public on it; I thought this is - I
mean, that was the bridge that I had to - had to cross, and
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then I just focused on getting better, right. But I had
some rocky times through that six months, to be honest.
Sometimes it made me very tired.
There was also the change of leadership in the middle
of it, which I won't bore you with, but it was - I ended up
being dragged out of whatever state I was in to make a
contribution there because of the previous responsibility.
Yeah, so there was all sorts of things still happening,
even though I was supposedly stepping aside. But largely I
was left to my own devices to see if I could nail this
thing, except I had a request in the middle of it to write
a book.
Q.
I'll go there in just a moment, but you've mentioned
"stigma" a few times. What was your impression when you
were trying to grapple with all of this, about how you
might be perceived, or even how you perceived people with
mental health issues?
A.
Well, the trouble was, I'd assumed - once around, in
the 50s, that you know, I still didn't want to have dealt
with depression on a CV. A lot of people have asked me
subsequently, because I've spent time going around the
Lions Clubs and all these sorts of things, just again
telling my story because, as I've discovered, I think it
helps.
It is difficult, but once you've made that decision,
you try to make the most of it. I started to say to people
that my aim is to get back and demonstrate that you can
hold the same position that you held before you confronted
it, that you held while you were fooling everybody about
what was in your head and your moods, and that, you can
actually - it's a chemical issue in the brain and, if you
can correct that chemical imbalance by whatever means usually it's a bunch of things that will, it's not just
medication which is just part of the answer I think - then
I want to be able to demonstrate that you can get it.
As it turned out, I had far more responsibility than
I'd had in my life when I did get back. You know, I was
Trade and Investment Minister and succeeded in concluding a
range of major trade agreements for Australia, and some of
those I'd be there until 3 or 4 in the morning, in Belgium
or New York or wherever it was negotiating with people, and
lawyers all around you. I mean, I had lots of pressure on
but I was revelling in it and it was after I dealt with it.
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You were asked to write a book?
Yes.

Q.
And being initially reluctant, what prompted you to
agree to do that?
A.
It was about two months after I'd gone public, and
whatever I was on at that stage, it still wasn't making me
feel very agreeable. The publisher at Melbourne University
Press was very - was, not there now - she rang and was
vivacious, and "Andrew, Andrew", and I'm feeling down in
the dumps and this voice is jumping out of the phone
saying, "This is a great story, everyone would love to hear
about what you spoke about a couple of months ago."
Anyway, I said to her, "Look, I'm interested, but I'll
think about it." This time it was a different attitude,
"I'm interested." I really wasn't, I'd never thought of
writing a book about anything, but certainly at that stage
it was the last thing. And I thought, oh, yeah, you'll be
very lucky - I didn't say that of course, but I'm
thinking - that's the last thing I want to think about or
even possibly do.
Anyway, about a week later I met my psychiatrist for a
regular visit, and he said to me, he said at the end of our
chat, he said, "Last weekend, I think it's once a year the
Victorian, a lot of Victorian psychiatrists get together
for a weekend just to compare notes." He said, "Last
weekend they did all that and on the Saturday morning
someone stood up and said she didn't know what was going
on, but she'd had a surge of executive men mainly over 40
in the last two months, and someone else stood up and said
the same thing. Anyway, in the end they concluded that it
was the coverage of what was going on in my life.
And the thing is, I didn't think there was that much I mean, it's appropriate, but it wasn't like front
page news or whatever, it was covered, but you know, it
wasn't of an order that I thought's going to reach a lot of
people and that they could think about it. But when I
thought about it I thought, if that's how much influence
you can have with just the story of one person that's not
front page and all the rest of it, then I rang Louise up
and said, "Louise, if I beat this and I'm back in
Parliament, I'll write the book. If I don't beat it, I
won't."
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Q.
A.

And you did?
And I did.

Q.
Can I ask you, Mr Robb, thinking about the experiences
that you've gone through and what it was that helped you
along the way, what would you like to see change in the
mental health system to help people in a similar position?
A.
I'm not - you've heard - I heard two very outstanding
contributions this morning from those that preceded me and
they had some excellent ideas.
Look, I still feel that the thing that is holding back
the prospect of, you know, anywhere near like the numbers
that have got a problem - in fact, I think there's hundreds
of thousands that have just lived with it and die with it,
and in many cases no one really knows about it, right. And
they're all levels and all different types and all the rest
of it, but it's that stigma, you know.
And I still do a lot of work in the region,
trade-related work and investment-related work, but I find
in the Asian region it's like we were 40 years ago in
Australia; you know, they don't even tell their spouse
they've got a problem and it's ten times harder than it is
here.
And yet here, okay, there's a greater awareness and I
think some very good things have happened in the last
few years, but we're still just scratching the surface
because I don't think people are confronting it and when
they do, as I say, three weeks later 70 per cent of them,
at least those who have gone to a psychiatrist, 70 per cent
have given up on that because they feel they're poisoning
their body because they have side-effects which are
unpleasant, and it's understandable.
The thing is, so little has been spent on the science
of the brain, because I think of the stigma over the
decades. You know, I saw it - I was a Member of Parliament
for 12 years, and with 150,000 constituents, and every
three or four weeks probably there would be, a group of
people would come in representing a particular - you know,
heart disease, diabetes, all these very legitimate and
undesirable conditions, looking and making a case for more
public monies; and as a politician, knowing that I'd be in
there voting for these things, seeking my support
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obviously.
And I think it was at least seven years, might have
been eight, but it was at least seven years before I had
one visit from anyone concerned with mental health. And
then they didn't have celebrities, all the others would
have celebrities, right.
This reluctance for people to identify, it's changing,
but that reluctance. I think there's lots of other things
that are very important and probably part of that solution,
but that should be front and square, I think: how do we
talk about that stigma? And really nail it, you know, how
do we have people talk about it in a way that - that's that
stigma and it's false because it's just another - you know,
I learned, even though I didn't want to admit to it, that
it is just another medical condition, and I think I'm proof
positive. You know, you still manage it, I still manage
it, but I've managed it to the point where I could do
basically any job, right, if I'd been asked. That's number
one by a long shot, I think.
Flowing from that, there is the money that's spent on
it. Now, that's changing significantly. But again, you
know how systems work: you get a system within the medical
fraternity that's got the equipment and all that to do lots
of good work on different things, and I think for decades
the mind has missed out; right. And we are making up, but
nowhere near as quickly as possible.
I'm involved in a couple of organisations and chairman
of a company that we're trying to target that problem of
trial and error for the drugs, and it's only through that
process how much I'm finding how little they still know
about any of those things, even though there's a
significant increase in the monies going there.
what?

Do you want me to keep going through a couple more or

Q.
Is there one more thing?
A.
Yeah. I had a lot to do with Headspace as a member
and I used to visit - this is before anyone knew I had a
problem - but I would visit and sometimes talk to the
clients, you know, privately. I thought Headspace was
fantastic, some of the kids that I spoke to. And, if you
can nail the problem early - that was like me, I thought
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about it, I was 13, it only started for me in a small way
and it just got bigger and bigger and bigger over 40 years.
So, it would have saved me a lot of angst if I'd have
tackled it at 13 than at 50 or 53, whatever it was.
Q.
Thank you very much, Mr Robb, for sharing your
evidence with us. Commissioners, do you have any
questions?
CHAIR:
I just have one, Mr Robb. In terms of the
research that you said you're involved in, in terms of
trying to understand the impact of pharmaceuticals and
medications, can you give us a little bit more sense of
what you're actually trying to do through that work?
A.
I'm chairman of a start-up. The work was done at
Melbourne University in Geelong by a psychiatrist who
practises in Geelong. It's pharmacogenetics, so it takes
the gene sequencing of the liver and the gene sequencing of
the blood brain barrier, they're the two areas of the body
which accept or reject chemicals.

Now, that correlation between those things, it's just
a test, and what we've found is that - this chap has
identified the algorithm that works; we're getting
80 per cent in trials, 80 per cent success in nominating
what is the right - you know, there's dozens of potential
candidates for that, but we're getting 80 per cent success
in identifying that a certain drug is the one that you
should be, and not only the right drug but the level: low,
medium or high.
The Ramsay company is now doing an independent study
across all of their mental health facilities to test the
work that we'd done in the field, so in a few months' time,
if that confirms what we are seeing - the test, we've
launched it, but it's been a quiet launch because we're
really waiting for the Ramsay work to conclude that there
is something that can be used, and it's a very simple DNA
mouth test, you know, takes nothing. You just then send it
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off to a laboratory and a few days later you get a
one-paged report on what to do.
CHAIR:

Thank you.

MS NICHOLS:
CHAIR:
today.

Yes.

Thank you, Mr Robb.

May Mr Robb be excused?

Thank you very much, Mr Robb, for your time

<THE WITNESS WITHDREW
MS NICHOLS:
Commissioners, we have one more witness today
who will appear after the lunch break.
CHAIR:

Thank you, adjourn.

LUNCHEON ADJOURNMENT
MS COGHLAN:
Commissioners, the next witness this
afternoon is Daniel Bolger. I call him now.
<DANIEL JAMES BOLGER, affirmed and examined:

[2.00 pm]

MS COGHLAN:
Q. Thanks, Daniel. I'll get you to sit
forward a little bit so the Commissioners can hear what
you're saying. You've provided a statement that's been
prepared with the help of the Commission?
A.
Yes, that's correct.
Q.
I tender that statement. [WIT.0001.0008.0001] You're
here today to tell the Commissioners about your
experiences?
A.
Yes.
Q.
A.

How old are you now?
I'm 27 years old.

Q.
You've had some mental health issues over really a
number of years?
A.
Yes. Since I was about 16 years old, very minor, and
then obviously it developed into my teenage years quite
severely.
Q.
Alright. Can I just take you back then to a time when
you're 14/15 years old and really focus on what was going
on for you at that time in your life and what you were
.02/07/2019 (1)
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doing?
A.
Okay. So, when I was 14/15 I grew up in a very good
family, my parents didn't drink, went to a good school and
things were going really well. I was playing high level
football, I represented Victoria when I was younger, I was
playing sport and I had all these good support networks,
but I also had this other side where I was hanging around
negative people and I'd go on the weekends and drink and
use marijuana and sort of have that life as well, but
football sort of kept me on the right and narrow. But when
I was 16 I had a knee reconstruction and it felt like a big
part of me was taken away, something that I thought I was
gonna do for the rest of my life and it really had a big
impact on me mentally. I look back now and I definitely
started to get some mild signs of depression, which led to
me drinking more and using marijuana and just living trying other drugs a handful of times, and prescription
medications, Valium and Xanax was a really big problem for
me when I was 16/17, and then my life, yeah, took a real
bad turn where I started to become violent. I'd have real
bad anger issues where I'd drink and use prescription
medications. I'd just completely fly off the rails. It
could be okay on a Saturday night, and then later on in the
night I might just completely flip out and, if my parents
said what are you doing like drinking all the time, I might
just say "stuff you" and then go to a friend's house for a
few days and just drink.
Q.
Can I stop you there and ask you to slow down a little
bit?
A.
Yeah.
Q.
Can I ask you about this time you're talking about
when you were 17, and to give the Commissioners an idea of
what a weekend would look like for you, what would you be
doing?
A.
Yeah, so say on a weekend on a Friday I'd be hanging
around with people and would just, yeah, start drinking
real heavily, and this would sort of carry on to Saturday
night and Sunday night, and then Sunday was the big trigger
for me where I'd feel the hangovers for the weekend and I'd
feel really depressed and a handful of times when I was 17,
I indicated to my friends when I was drunk or - that I
wanted to end my own life.
So, on the surface I was a big strong dude and I
looked happy, I was confident at parties, I would talk a
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lot. I was playing - I used to play football and all this
sort of stuff, but deep down I was struggling with my
issues going on, and that led me to, again, use
prescription drugs and try speed a number of times,
ecstasy, and yeah, on those Sundays I would feel real
depressed where I could - I could start, like, getting
emotional crying, or I would have done that the night
before drinking.
Q.
What did your family and friends say to you about
that, about what was going on?
A.
So, a few times when I flew completely off the rails,
where I might do something at a party or, like, make a fool
of myself or be abusive to my family really bad and they'd
ask me to leave and, you know, I'd smash some furniture or
something, when I was sober during the week I'd have, like,
an intervention with my friends and family saying, you
know, you need to seek help because something's going on
with you, you have severe, like, anger issues, and
obviously they knew mental health issues.
Q.
And how did you respond to that ?
A.
And I just didn't - I didn't want any - I didn't wanna
seek any treatment because, as a guy, a 17-year-old guy who
was at an all boys school, played football, I just didn't
want to associate myself with the label of having mental
health issues. I was a strong dude, I felt like it was a
weakness at that age.
Q.
You mentioned earlier about how at 17 things took a
really bad turn for you, and in fact you ended up in a
psychiatric ward at that age?
A.
Yeah. So, one weekend, it was a Saturday or roughly
something like that I was drinking during the day and my
dad came home and same thing, he said, "You can't drink
here, what are you doing?" I just said, "Stuff you, I can
drink" or whatever, no respect whatsoever.
I was with my friend and then I got quite abusive to
him on the front lawn and police were called, and then my
mate got in the middle of us and I was pushing him and then
basically the police came and they didn't, like, arrest me
essentially, they just said, "Come with us." I went in the
divvy van with them, like, no problem and that was the
first time I went to the psychiatric ward.
I knew when I arrived that was what was going on and I
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got assessed pretty fairly quickly by someone and they just
sort of - once I sobered up they just, like, a doctor,
psychologist, psychiatrist, some guy, he asked me what was
going on with my mental health, I explained what was
happening and he sort of left it into my own hands to seek
treatment, but there was definitely no follow-up from a
worker or any phone call or anything like that.
Q.
You just described your first contact with the mental
health system as a 17-year-old.
A.
Yeah.
Q.
How long did you spend at the psych ward at that time?
A.
It was no more than six hours. It was very brief. It
was, I sobered up and I said, "Yeah", I carried on like an
idiot, sort of thing. It wasn't severe enough to put me in
a place like that; essentially it would have made my mental
health worse if they put me in a place like that or started
pumping medication in me, because at the same time my
mental - it wasn't as worse as what it was leading to in
the future, but um -Q.
So you left that time without further treatments in
place?
A.
Yeah, more or less, left that time, further treatment
in place, and then I - I actually got - I dropped out of
football altogether. I got cut from my development
representative team for behaviour issues, drinking and all
sorts of stuff which they knew I was doing, and from there,
months, three months later, dropped out of - I got expelled
from school the year before and then I went to another
school in Year 12 to do my VCE and just completely dropped
out of that altogether and from there life took a turn
definitely for the worst. It was just, I started trying
ice a few times and just started using speed a lot more,
smoking speed, using ecstasy, using more prescription
drugs.
Q.
During that time there was a two-week period where you
stayed at your friend's house, can you describe what
happened in that two-week period?
A.
Yeah, so leading up to that event I was just smoking
weed every day, drinking every day, and my friend's mum
went away for two weeks, so I was predominantly staying
there, and there was just parties there all the time and,
yeah, smoking weed, drinking, prescription pills, using
speed, and not much sleep and just all the drugs and not
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answering calls from my family, and the paranoia of my
mental health getting worse.
I remember, it was a Sunday, we'd been partying all
weekend and I was just in the bathroom and the sun was
coming up and I got a bunch of missed calls from my family
for the whole weekend, and even my other friends who were
good guys, and they were worried and concerned about me,
and that wasn't definitely the reason, but I just remember
having a panic attack or something, but it was different
than anything I experienced. I felt very scared, I started
crying, and I felt very paranoid, like, I just was scared.
I was scared. And yeah, lack of sleep, drug usage and more
or less after that I -Q.
Did you go back to your dad's place after that?
A.
Yeah, I went back to my dad's place and he had - it
was night-time Sunday, and he just said, "You can't - you
know, we don't want you around the house, I can't see you
like this any more, it's hurting me." My little sister at
the time was in high school, and "It's a bad influence, and
we don't want drugs around the house", etc, etc. I said
"Stuff you, I've got nowhere else to go."
So I went upstairs. About 15 minutes later three
police cars came to the front of the house, they came in,
they actually came into the lounge room, my dad invited
them in. I went downstairs and was just real abusive, "Get
out of the house", like dogs and all this sort of stuff and
it sort of broke into an altercation verbally and then
physically and I was cuffed, and from there that's when that was when things got real bad, I was cuffed.
But I remember blowing in my lounge room floor and
something was different, like, I just completely flipped
out. Before I had times where I would get angry and flip
out but this time I was full of rage, full of anger and got
taken into the divvy van, got placed into the psych ward
again and I was transitioned over.
Q.
I'll just stop you there, Daniel, I'll just take this
through step-by-step. So, you just described this second
occasion where you were taken to hospital?
A.
Yeah.
Q.
A.

You're 18 years old by now ?
Yeah.
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Q.
You describe things getting pretty bad when you get
there?
A.
Yeah.
Q.
Can we just focus at the moment, like, when you first
arrived. Describe what happens there?
A.
So, I first arrived and they more or less were saying,
you have to remain calm and I sort of just went along with
that. And then, when I got transitioned over to the
security guards, I lost my cool again with the way they
were grabbing me and like putting me in this room. As soon
as I saw them putting me in a white padded room I
completely flipped out again, I just didn't want to be in
that room alone and I just got into - I just got physical
with them, started grabbing them and stuff and got pinned
down to the ground by six or eight of them. One of them
injected me in the butt cheek with something and I felt
real groggy for a bit and then just passed out and woke up
later.
But I want to make it clear, like, it wasn't - I was
being aggressive towards them as well. So, I do understand
that side of things as well, but I woke up hours later and
I was in a white padded room, and there was a window and I
saw this clock, and I was just really, really tripped out,
like. And I saw these three nurses and they just had their
paper and their note pads and I said, "Where am I, what's
going on?" And they didn't explain anything, and I was
just super scared. Like, felt, never been in this
headspace before and just, yeah, the feeling is, like, it's
very hard to explain, and essentially that was when I had
my first psychotic episode through drug induced psychosis.
Q.
Who first spoke to you about the fact that that was
what was happening for you?
A.
So, before that, I remember being in the room and the
three nurses weren't talking to me, and I was getting
aggressive again, like yelling out the window, "What's
going on, tell me where you are?" And a security guard who
previously pinned me down said, "You're in the hospital",
like, "Hey how about I get you a bottle of Coke and some
chips. If you calm down someone will see you in the
morning", and just having that conversation and considering
what happened hours before. He opened up the door and just
gave me the Coke and chips, and it immediately made me
feel, like, a human, just having that human interaction.
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And he explained it, and I said, "Okay, okay." Then when I
got to see the doctor, psychiatrist, psychologist, whatever
it was, he said to me I had a drug-induced psychosis and
from there I was in a halfway hub for 48 hours.
Q.
Can I take you back to, you've been told you have a
drug-induced psychosis, so how did that make you feel then?
A.
Yeah, very, very confused. Like, very - yeah, it's
not ideal, you don't want to hear that as an 18-year-old
guy, but I definitely felt, like, something was different.
I was very anxious and jumpy and paranoid and scattered
from just being on drugs and all the mental health side of
things and, yeah.
Q.
So you're just going on to talk about being in like a
halfway hub kind of area of the hospital?
A.
Yeah.
Q.
Did you spend 48 hours there?
A.
Yeah. Yeah, so I spent 48 hours there and there was
about six other people in the room and I was given my
medication, but there was just no communication from the
staff, like, what was really happening. No, like, this is
what's gonna happen, this is the process, it was just
like - so that was one thing that really made things worse,
the uncertainty of what was happening and I just wanted to
have answers and, as soon as you wanted to ask something to
the staff, they would just - it would look - it would - it
seems like you were asking the wrong - a bad question,
like, what's going on with me and stuff, they weren't too
kindly about that. And then from there -Q.
Can I ask you a couple of questions about the halfway
hub. How many other people were there with you?
A.
About six, male and female, all ages.
Q.
So, not just young people?
A.
Nah. And people that looked like, severe mental
health issues and as a young 18-year-old I had never been
in a system like that so it was pretty confronting. I
wouldn't say it was scary, it wasn't like, physically
intimidating but very confronting and - yeah.
Q.
Were you allowed to have visitors there?
A.
No, but then - yeah, and then I was transitioned into
the main ward, and from there, yeah, you get, like, you
have your medication which you don't really know what it
.02/07/2019 (1)

63

D J BOLGER (Ms Coghlan)

Transcript produced by Epiq

75

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

is, they tell you what it is and they tell you what it's
for and that you have to have them three times a day, you
have your meals, the food there is very average. And my
dad came in first and just said he was there for me and
everything, and then my mum came in and she just - it was
very hard for her, she started crying and stuff, like,
seeing me, I lost a lot of weight and I was just a
different person and that. Even the 17-year-old me when I
was still a healthy enough guy, to see her son just
completely destroy his life, and considering my dad's
brother - my uncle ended his own life in his 20s, when he
was roughly 25 or something, through - ended his own life.
So, with schizophrenia,
, so they were very concerned that I was going to
have those severe mental health issues in the future, and
no parent should have to go through that, to see their kid
go through, like - it was more hard on them than it was on
me, put it that way.
Q.
A.

You spent two weeks there?
Yeah, in total.

Q.
A.

And you were an involuntary patient?
Involuntary patient, yep.

Q.
What did that mean in terms of being able to go out
and things like that?
A.
After a week or so I was giving a few leaves, but I
didn't care about changing my behaviour. I remember going
out and I had some weed in my room, smoked weed when I left
the place, and I actually brang weed in there and started
smoking in there a few times, but they caught me. So, yes,
no - didn't help myself one bit, didn't want to change at
all.
Q.
What happened then when you ultimately finished that
two weeks and you were back out in the community?
A.
For another month I was out just doing - doing bits
and pieces, smoking weed, drinking, using drugs, going in
and out of this psychosis. It was so much more prominent
then. As soon as I'd get on speed and weed and drinking
I'd go into that spiral, like, psychotic stages, and yeah,
it just completely changed my personality.
Q.

What about, was there a treatment regime for you
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whilst you were in the community?
A.
I had nurses and there was a few security with them to
come and inject me with my medication, because I was on a
CTO, and there was other medication that I was meant to
take orally, which I did off and on take.
And yeah, but the medication I was on in the psych
ward and even then, it was very heavy, pretty much knocked
me out for 12, 14 hours a day, but it wasn't even
necessarily a bad thing while I was in there because I was
in such a living hell.
I remember, I would just be - I would just go to my
room and put on my music and just start crying, and it was
different than having depression, which I'll explain later,
years later, but this was just a different sense of, am I
going to be stuck like this forever? Like, I've completely
changed my personality and I'm a different person.
And the shame of running into people in the community
that I would have been friends with and stuff is, like,
very overwhelming and, like, I shouldn't have been doing
VCE, playing footy and doing all these things, I just
destroyed my life.
Q.
You ended up spending another two-week stint in a
psych ward?
A.
Yeah.
Q.
A.

That was the same one as last time?
Yes, yeah, same one.

Q.
What was the circumstance that you'd been taken back
into the psych ward?
A.
Okay. I got a knock on the door. I opened the
window, I could see police there, so I pretty much just ran
out the back and on the back fence there was a bunch of
police there with people with white uniforms, and they
said, "Daniel Bolger" and I just ran across the side. I
got to the side and the policeman had a Taser gun pointed
at me, and more or less said, "Don't move, you've broken
your Community Treatment Order."
But he made it clear that I wasn't under arrest, I was
going into there, which again, immediately makes you feel
more calmer and stuff. Yeah, then I was taken to the psych
ward and the same process over again. I wasn't in that
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halfway hub though, I was more or less put in straight away
because it wasn't as bad. But same thing, didn't wanna
change or anything; just, yeah, was in a cycle.
Q.
So you've spent another two-week stint then in the
same psych ward?
A.
Yeah.
Q.
And then, after that, your behaviour continued really
to spiral out of control once you're back in the community?
A.
Yeah, but um, when I was in the psych ward both those
times, I remember there was a lack of structure, there was
no programs run whatsoever, the boredom was huge. You had
a TV with a few DVDs, there was nothing to do. The food
was rubbish, it wasn't even healthy, it was just cookies
and cereal and, like, unhealthy food options and vending
machines, and there was just no outlets. Like, you'd speak
to - they'd say, "You're gonna speak to the psychologist or
the psychiatrist and that", and then you'd ask them when
and they'd say, "In the afternoon", and sometimes they'd
say, "Oh, he's all busy today, you'll see him tomorrow."
And there was no direct communication. It's literally
like, while they're walking, "Oh, you'll see them tomorrow,
they've been busy today." That's just very unassuring.
They let me into this little gym they had for half an
hour a day, it had a boxing bag, didn't have weights or
anything. But even just having that release.
I got along with this nurse, male nurse there, and
just having that someone to talk too and that release, but
even he was limited in what he could offer me, and there
was just no programs available and I think that's a big
lack in the public mental health system, that there's no
structure, there's no routine, people were bored in there,
makes their mental health worse, especially in that initial
period when they are going through a psychotic episode or a
nervous breakdown or something, they need to be engaged
with programs, they need to be talking about it in a group
setting with other issues, and they need to have activities
that they can to do to get their mind feeling better and
making themselves feel better, not just being loaded up
with medication and given the ten hours to yourself.
Q.
After that second time in the psych ward, things are
spiralling out of control for you, and you ended up being
arrested a few times?
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A.
Yes, yeah. So, I was arrested a bunch of times and I
was put into the - I was arrested and I was in the holding
police cells for a few days over the weekend and then taken
to the Melbourne Magistrates' Court. I was sent to the
Melbourne Assessment Prison for two weeks, and then I was
in the Melbourne Remand Centre for six weeks.
Q.
Then you ended up being bailed to Bunjilwarra Koori
Youth Healing Centre?
A.
Yeah, and when I was in the Melbourne Assessment
Prison and Remand Centre the structure and everything is so
much different: you're told when you have an appointment,
you're told when you're going to have your medication,
they've got programs, they've got support, they've got all
these other things that the public mental health system
doesn't have that it should have, because they want to keep
you busy so, you know, you're mentally more well.
But, yeah, and then, so ten weeks, eight weeks later,
I was at the Melbourne Magistrates' Court and I got bailed.
A worker came down to see me, and I was given bail to the
Koori Youth Healing Centre, Bunjilwarra, which was run by
Craig Holloway at the time. I spent six months there.
Fantastic place. I just didn't wanna change my behaviour,
but yet I still stayed at the program which, like, gives
great credit to it.
It was the first time for nearly my whole life I felt
accepted, apart from my friends and family, but I actually
felt accepted from - the workers were fantastic, I still
have contact with them to this day, a handful of workers
which I call and speak to and we consider ourselves
friends, and yeah, the whole system was set up really well
and yeah, just can't speak highly enough of having more
youth services, rehabilitation services there in Victoria.
It's so important, young people are so vulnerable to mental
health issues these days and there's just a big gap, there
shouldn't be waiting lists to get into places like that
because, yeah, young people - the suicide rate is too high,
mental health issues; again, no parent should have to go
through that to see their kids or their young - yeah, their
kids go through that as well.
Q.
You said you spent six months there, can you describe
then what happened really the week after you left?
A.
More or less a week later, started hanging around my
so-called friends that I was hanging around with and got
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back on the drugs and stuff again and the cycle continued
for another 12 months roughly, 14 months, and arrested
again and given bail to my dad's house.
I remember in that timeframe I was facing some serious
charges and I had three or four months roughly on bail and
I said to myself, like, I just didn't - I wanted to change
myself. That was the first time I ever, myself, wanted to
make some changes.
So I got a job at a factory, like, stocking shelves.
I started decreasing my drug use, I started doing a
pre-season with my footy mates when I was younger, positive
people in my life, and yeah, my life improved, I really
started to notice my mental health issues.
I was on my CTO still, that continued for years, and
they actually reduced my medication dramatically in stages,
yeah, because my mental health was improving dramatically.
And then I got - went to court when I was - I mean, I went
to court when I was 20 years old and I still fitted the
criteria to be selected to go to the youth justice system.
I remember being in the County Court and I was in the room
and there was guys getting seven-year, eight-year
sentences, five-year sentences, and I just remember
thinking, shit, like this is where I'm gonna end up, you
know, because of all the decisions I made. And at the same
time I took ownership and I wanted to accept what was going
to happen to me, but at the same time I just wanted to do
my time and move on.
I was lucky enough, I turned 21 on the Wednesday, on
my official hearing day, and I was in custody for two days
prior to that, and the judge gave me three years at
Malmsbury Detention Centre and I was told I was going to be
out in 18 months, ended up serving 12 months there. But in
that police van, in the custody van going to Malmsbury, I
just saw my parents in the courtroom and crying and stuff,
and I was just sick of what I was doing and ending up in
the system, the court rooms, police, psych ward.
So in that place, the custody van, I just said I'm
never gonna end up in here, I need to do everything to
straighten up my life. Whatever challenges are thrown at
me in the system, I'm coming out to my family and to live a
better life for myself. So, yeah, I spent 12 months there
and that time was a very positive time in my life. Learnt
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a lot about myself. Had a lot of times where there was so
much programs, sporting programs and a lot of support.
I got an Aboriginal worker, connected back with my
culture, found some identity, and just talking about life,
what I was gonna do in the future, talking about footy,
talking about issues that was going on with me, and just
that connection was unbelievable in there; he's a fantastic
worker. Clay Nixon is his name and he helped me a lot in
there.
Just the structure of it all: there's programs,
there's people coming in to speak to us that have had lived
experience, we had Andrew Krakouer come in and talk about
his time, and just things like that are pivotal for young
people to make change in their life. We need to hear more
real life stories. I think the schooling system and the
youth system at the moment lack programs being run in
schools where people with lived experience are talking
about mental health issues, drug addiction, rather than
just having a psychologist on every school which, 99.99
per cent of the students don't access because, no one wants
to be seen in there anyway as a young person, but yeah,
everyone knows when they had, like, a program run at their
school that was really awesome, so yeah.
Q.
Can I just stop you there. You've talked about, I
think you said you ended up spending 12 months in
Malmsbury?
A.
Correct.
Q.
Can you just describe the time straight after you left
there and how things were for you?
A.
So, with good behaviour I was out, I was actually
doing a prerelease work program and, yeah, I started
playing football at the Dingley Football Club, and the
community there, yeah, they really gave me a second chance,
felt accepted, started enjoying my life outside of
Malmsbury, started working full-time, hanging around with
good people, not using drugs and alcohol and things were
really good.
Q.
What about towards the end of 2014 and then -A.
Towards the end of 2014 and 2015 was a different thing
for my mental health. I started to experience real bad
depression.
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I remember 2014 at the end, it was a Sunday, I was
just sitting there on my couch and I just started crying
for ten minutes. Then I looked on my phone and I rang up
Beyond Blue and they said you're going through some form of
depression, speak to someone about it, and I just clamped
up instantly and gave them a fake name and everything and
just said, nah, like, I didn't cry once when I was in
custody, this can't be right, something's happening to my
body or something.
Because again, I was ashamed, I didn't want to seek
help about it. I had all these people saying how good I
was doing, working, behaving well and everything, and I
just felt like I was letting people down, and that was
something I had to deal with in 2015.
There was a handful of times where I got really close
to ending my own life. It started off once a month I'd
have these episodes, once every fortnight, once a week and
every day I just battled through depression, 2014/2015.
I worked full-time in Aboriginal health, which is
something I wanted to do when I left Malmsbury but, yeah, I
just really battled. Like, going into the toilet for
15 minutes and just crying, pulling over in my car and
balling my eyes out, having these nervous breakdowns,
having anxieties, I just would want to get out of social
situations. There were times where I couldn't - didn't
want to leave my bed, I was just so flat and had no energy.
That was a living hell, that was the worst stage of my
life, 2015, and this went on for the whole year.
Went into 2016, January, where I had definitely the
worst - like, it was just the whole time, the year leading
up to that event. And my dad went out for the day and more
or less I decided that was the day I was going to take my
own life. As I said, a handful of times I really
considered it but I called Lifeline and got out of it but
with this one I just said, nah, today's the day, I just
can't, this has been going on for 16 months, this is
torture, and I just swallowed a cocktail of prescription
medication and messaged my two mates who were playing
cricket that day, so I thought, it was a Saturday. Said,
thanks for your support, a bit of a goodbye note, and by
the time it sort of sent, the drugs were kicking in,
medication.
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My mate rang me, rang me, I didn't answer. I finally
picked up, he said, "Where are you?" Knew something was
wrong straight away. I said, "It's too late." He said,
"Are you at your dad's?" I said, "Yep". He just drove,
sped there the whole time. The front door was locked,
snuck around the back door, opened the back door. I was in
my bed vomiting. He just came in and rolled me over to my
side and called the ambulance when he was on the way there,
so the ambulance rocked up five or ten minutes later. I
just can't remember much then.
Then I woke up in the hospital with my dad and him at
the end of the bed and I just started crying and, like,
that's how close I got to ending my own life and the pain
it would have left my family and friends and just, yeah, it
was a sense of regret instantly. I thought, geez, this is
next level, just the pain I was going through. So, from
there I was -Q.
How long did you stay there?
A.
I was overnight at the hospital for one night and then
I spent another night at the psychiatric ward and then the
next day I saw the psychiatrist, psychologist, and they
said, you've got - no, I said, I work in Aboriginal health,
I'm studying a diploma of counselling, like, I've got
mental health issues, but I'm not using drugs or anything,
so pretty much just let me go then and there.
From there I seeked my own help, went to my own family
doctor, got a referral into a - I had private health
insurance at the time. I got referred to a private mental
health facility where I was there for two weeks, but I'll
take it back a little bit.
In that time, the five days from when I left the psych
ward to the private hospital, I remember being in the same
bed where I attempted my life and I just had an immense
panic attack, and same thing, and I called my mate, I said,
"Man, this is like, I've spent two weeks here and even
though things have improved in that place, I got - no
sorry, take it back. I got a bit confused there.
So I spent the two weeks in the private facility, I
was then diagnosed as having slight bipolar disorder, put
on a mood stabiliser, started doing talking therapy there,
we had structured programs, the food was better, the staff
were a lot nicer, there was so many more options,
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activities to do, you had freedom to walk around if you
wanted to and go for nature walks and all sorts of stuff
and my mental health improved there.
If the public health sector, public mental health
sector could mimic the private mental health sector, the
mental health facilities would be so much better off.
From there I got discharged on my own accord, the
psychiatrist said it was fine and everything. Went back to
my dad's house, and more or less the day of my release or
whatever, I was in the same bed, had a panic attack, and
called my mate and said, "Look, even though I've been here
for two weeks, this is the real world again", and I felt
bad, real bad.
He said to call my ex-coach, Shane Morwood and he
picked me up from the house, we went to the beach and we
were sitting in the carpark at the beach and I will never
forget that night. We sat there for hours and hours and
hours and I just expressed everything I'd never said to
anyone. He just said, you can't undo the past, there's no
point living in shame and guilt. There's your friends,
your family and the community around know you're a good
person, like, the future is now, sort of thing. He said,
"I'm with you every step of the way, call me whenever you
want and we're doing this together."
From there, my life slowly but surely - I had a lot of
hiccups still, but my life improved dramatically. I
completed my diploma of counselling and wanted to work in
the field. I got a job at Bunjilwarra Youth Centre where I
was there for six months and managed to get my working with
children check and from there my life took a really good
positive turn.
It was in 2016, the Beyond Blue round at the footy,
the footy league that I was playing with at the time well, I wasn't playing that year but I'd played two years
previously - a bunch of guys around the club in that
12-month span took their own life and I just thought, I'm
gonna share my own story with it, so I told the Football
Record, they wrote an article and I presented my story in
front of the guys on a Thursday night, and just having that
open discussion, it got the guys and it got really
emotional and my coach there, Shane, was talking about it,
it was just the most powerful thing, had guys in there
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talking about their own mental health and what they've
faced and it ignited something I really wanted to do.
So I spoke at a lunch that weekend and another footy
club, and I started doing footy clubs, talking to footy
clubs, particularly males, because of how men have the
highest rates of suicide with six a day, and I believe
there's a big gap in the mental health system with men,
since we're more prone to suicide, I believe that there's a
big gap.
If a man calls Beyond Blue and has issues and is
struggling, he will not take it into his own hands to seek
help because, as men, we're not taught that. So, he'll
brush it aside, so the next day he'll feel better, maybe
the next day he might feel better, maybe the next day he
might feel better, and then all of a sudden he comes
crashing down again. The cycle continues hence why guys
take their own life.
There should be support structures set in place for
men to access male workers that can come to their
workplace, they can help them get mental health plans to
take them physically with them to the doctor, take them to
psychologists and just offer support because, yeah, we're
losing too many males around Australia each day, yeah, it's
real bad.
Q.
Daniel, you felt that as a young man being able to
talk to another man could have helped you?
A.
Exactly, yeah. I feel like, yeah, when I was younger
and also, with that support I got from my ex-coach, like,
having that support of someone you can relate to is
pivotal. If I had workers coming in when I was at school
working with me, it could have been something that really
changed my life.
And yeah, from there I just started moving into
schools, youth groups, I've been to prisons, I've been to
psychiatric wards, community groups doing programs,
presentations, workshops, on mental health, drugs and
alcohol, and all sorts of things, identity and wellbeing,
to young people. Because again, I felt a big lack and I
just thought, if I was young, I would have wanted someone
like myself to talk about the dangers of drugs and alcohol
because maybe I would have listened.
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I did a talk two weeks ago and after the talk had
eight, ten young men coming up to me in a circle discussing
their mental health and drugs and alcohol, and like, the
issues they face being young guys and it was just, like,
it's very powerful and even they said, you know, they just
don't access services because of that and -Q.
That's part of the business that you're now doing,
that you will go and tell people about your story?
A.
Yeah, I run programs in schools and everything. So
yeah, just to cap it off, yeah, I had Julia Gillard come
listen to one of my presentations because of the work, she
heard about the work that I was doing and got a reference
and everything, and been able to travel around the world
for 12 months, seen many cool things, do volunteering in
South America as well, and now this, and happily married to
my wife and I couldn't have done this without all those
people I mentioned but especially my mum and dad who
supported me every step of the way and my friends that I
developed later in life, and all the support I've done now.
But it's not so much like I've done all this stuff
when I was younger and went through the mental health and
that's how I end my conversation with these young people
and these men, I use it as a way of showing that, you can
actually come out and you can live a good life. Like, when
I was younger I never would have thought I'd be able to do
counselling and do these talks and have these
opportunities, but that's the sort of things you can sort
of achieve.
So, yeah, I guess I am a success story, I could have
easily not been here today, and yeah, it's something that I
take great pride about, is just encouraging anyone out
there that is struggling to put their hand up and seek
help. It's nothing to be ashamed of.
I'm covered in tattoos, I'm a young guy, I use my
story as a way for people to relate and people not to feel
embarrassed or shamed about seeking help. That is my
mission to do that, to help as much people as possible to
seek help and not feel ashamed about it, and they can live
a good life even if they're not feeling well at the moment.
So, that's my mission and I'll continue doing that and
opportunities like this are fantastic to talk about my
thing.
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So the three things I wanted to address was the more
programs being run in schools and youth groups that are
relatable, not just a psychologist's office, but programs
with people with lived experience that are engaging, that
are fun, that make people talk about what's going on and
listened and engaged.
Second, is more support for men, but third as well,
being a proud Aboriginal man, working in Aboriginal health
to this day is something that there should be more
culturally appropriate services for Aboriginal people to
access, with Aboriginal people having some of the highest
rates of mental health issues and suicide than anywhere
else in the world. They're the three things that I'm
really passionate about and I'll keep pursuing them
forever.
Yeah, that's pretty much my story in a nutshell.
MS COGHLAN:
Thank you, Daniel. Chair, are there any
questions from the Commissioners?
CHAIR:
No questions. Thank you very much, Daniel, for
your presentation today.
A.
It's all good. Thanks for your time. I appreciate
you listening to my story.
MS COGHLAN:
CHAIR:

Can Daniel be excused?

Yes.

<THE WITNESS WITHDREW
MS NICHOLS:
Commissioners, that concludes the evidence
for today, and we'll start tomorrow with a further
consideration of the question of stigma.
CHAIR:

Thank you, we're adjourned.

AT 2.42PM THE COMMISSION WAS ADJOURNED TO
WEDNESDAY, 3 JULY 2019 AT 10.00AM
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MS NICHOLS:
Good morning, Commissioners. Yesterday we
heard some very powerful and eloquent evidence from four
witnesses who spoke, among other things, about the impact
of stigma on their lives and, although they came from very
different walks of life, it was remarkable how they spoke
with one voice about the persistence of stigma and on its
lasting impact.
Today, we will hear from two more consumers, one of
whom is Janet Meagher, who will share her experience living
with schizophrenia and talk about how she became an
international advocate for consumers and has done some very
important work in the development of mental health literacy
and advocacy.
We will also hear from another consumer, Teresa, who
will share the challenges she has faced getting the help
she needed and describing her experiences of stigma.
As you know, Commissioners, the question of stigma in
relation to mental health and discrimination in relation to
mental illness is the subject of academic study in
Australia.
We will ask some experts in the field questions about
how stigma is understood structurally in society, what the
significant studies have been about stigma in Australian
society, what are the trends, what are the differences
between stigmatising attitudes in relation to depression on
the one hand and schizophrenia on the other; whether there
are signs that these things can be improved, and what are
the likely measures that are likely to be effective to
improve the position in relation to stigma.
We'll hear from Associate Professor Nicola Reavley,
who is head of the Population Mental Health Unit and deputy
director of the Centre For Mental Health at the University
of Melbourne.
We'll also hear from Dr Chris Groot who is a
psychologist who lectures at the Melbourne School of
Psychological Sciences, and directs the Mental Illness
Stigma Research Lab at that school.
Finally, we'll hear from Dr Michelle Blanchard who is
the deputy CEO at SANE Australia. Dr Blanchard will give
evidence in relation to stigma and structural
.03/07/2019 (2)
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discrimination for people affected by severe and complex
mental illnesses. Dr Blanchard will explain what
structural discrimination is, how it manifests, the
attitudes of employers towards people with mental illness,
the consequences of structural discrimination, and what is
known so far about what can be done to overcome structural
discrimination.
The first witness this morning is Janet Meagher, and I
call her to give evidence now.
<JANET MEAGHER, sworn:

MS NICHOLS:
Q.
Ms Meagher, have you, with the
assistance of the Royal Commission, prepared a statement
about your lived experience and your work as an advocate?
A.
Yes, I have.
Q.
I tender the statement. [WIT.0001.0015.0001]
Ms Meagher, are you currently a member of the Independent
Advisory Council of the National Disability Insurance
Agency?
A.
Yes.
Q.
Have you been a Mental Health Commissioner on the
National Mental Health Commission?
A.
Yes.
Q.
Have you been, and are you, a member of numerous
ministerial and advisory bodies in relation to mental
health?
A.
Yes.
Q.
Have you been instrumental in developing numerous
bodies that both nationally and internationally work for
advocacy in mental health?
A.
Yes.
Q.
With that short introduction to your auspicious
career, can I take you back to your earlier life. Did you
grow up in Newcastle and then move to Sydney, where you
studied at Teachers College?
A.
Yes.
Q.
A.

Did you work for a while as a teacher?
Yes, I did.
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After that, did you become a nun?
Yes. I know who I am.

Q.
But these people don't yet know who you are,
Ms Meagher, I'm sure that they will very shortly. There
are many things we could ask you about in your life, but
I'm going to go directly to your first experience with
mental illness; can you describe that, please?
A.
I had what was in those days called - I don't think we
have them any more - nervous breakdown; in fact, I had
several, multiple, and many - many, many - nervous
breakdowns. So, I suspect I'm not nervous any more.
The result of that was multiple hospitalisations,
multiple cures tried on me, and multiple everything else
tried on me as well. And, after utilising most of the
private hospital systems to the last point of possibility,
I was then moved in to become a guest of Her Majesty at one
of the large institutions in Sydney.
Q.
Over what period of time did you remain a guest of Her
Majesty at that institution?
A.
Well, my initial breakdown was around about 1969, and
I was officially discharged, with question marks over it,
in 1979; so pretty well, a decade of my life.
Q.
Did you receive a diagnosis?
A.
Multiple. The most persistent one was paranoid
schizophrenia, which I suspect is probably what I still
have, yeah.
Q.
Did you stay mostly in a single institution while you
were involuntarily cared for?
A.
Yes, yeah, I was institution - became
institutionalised.
Q.
Yes, institutionalised. Can you describe the
hallmarks of your experience at that place?
A.
Well, I'll preface it by saying that, there were
wonderful, committed and marvellous, humane staff there.
There were, parallel to that, monsters who were in the
guise of nursing professionals and care professionals.
After I left I did a quick survey of people I knew who'd
been through, and I only ever met one who said they hadn't
been sexually abused, and that pretty well confirms to
anyone else I speak to on a person-to-person basis who were
in these care situations.
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I think you could sum up the experience - apart from
the wonderful staff who were horrendously marvellous in the
circumstances that they were placed - there were staff who,
you just had to know they were on duty to know that one of
you was going that night; so that was one aspect of it.
The other aspect is, the amount of emotional abuse,
the amount of physical abuse that went on, and I became
pretty good at that myself; I was a very excellent
responder to violence. In other words, I was extremely
violent myself. And, I understand that now to be a
reaction to the anger at the brazenness of people to claim
they were health professionals and at the same time turn
round and create the most inhumane system of "care" that
you could possibly imagine. And, because we were not
competent before the law, no-one would listen to what was
happening, and those staff who did tell would say to them,
"We can't do anything, we are helpless to help you."
Q.
Ms Meagher, was there anyone to advocate for you then?
A.
No, no. The staff were as much bullied and
intimidated as we were - the good staff.
Q.
You spoke about anger a moment ago; did that drive you
to become an advocate?
A.
Yes, I'm still angry.
Q.
Towards the end of your time at that institution, did
you find yourself working at the library of the Sydney
TAFE?
A.
Yes.
Q.
How did that come about?
A.
Oh, it's a bit of a hilarious story, if you laugh at
these things - I do. One of the long-term patients used to
have an idea in his head that he was in charge of all of
us, and he ran - you'd have to know institutions to
understand this - but he ran what was called the watch
making service. Anyone who had a faulty watch or clock,
anybody, staff, community, patients, you know, if your
watch gave up you'd take it along and he would fix it for
you. He had all this equipment in this little garagey
thing in the grounds of the hospital.
Anyway, he decided that it was time I got out of there
to see what the other world was like, and so, he saw a job
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in the Sydney Morning Herald and he applied for it in my
name. I got the job. No interviews, no nothing, just,
this one will do. My address was of course Gladesville
Hospital; Victoria Avenue, Gladesville, you know, obvious.
And, I got this job and I had to go to work every day and
that was extraordinary for me.
To control my behaviour, which as I said was not very
good, I was given heaps of tranquillisers, you know, to
moderate me, and of course, I'd get to work, which was a
major achievement just to turn up, for me to get the bus
and to know where to get off, and to actually walk to the
workplace, and I was exhausted; so I used to curl up on the
staff locker room floor and go to sleep for the day.
Three months later - and I quite liked getting paid,
like, it was amazing, and I had money and it was pretty
good. I wasn't causing trouble in the hospital any more,
so it was even better. The time for the interview
regarding your retention of job and increase in pay came
up, and I was looking forward to it. I had to wake myself
up to make sure I got to Mrs Crisp's office. Mrs Crisp was
the head librarian, and Mrs Crisp is exactly what that
tells you in the name, and she says, "Sit down please
Janet", and Janet sat down. "I'm afraid we can't give you
your increment." I was shocked and dismayed, shattered
actually, because I'd been to work every single day I was
supposed to come, you know. How dare they. Here's another
person who was knocking me around, you know. It never
occurred to me that I should have actually been physically
working.
Q.
A.

So, after that, Ms Meagher, I gather you -Physically worked.

Q.
-- went to work, and is that a significant thing, that
you had a job and you were getting independence?
A.
Yes.
Q.
Did you form part of what was then called an
experimental rehabilitation program in about 1980?
A.
Yes.
Q.
Where you were moved out into small group
accommodation?
A.
That started around the time my job was applied for.
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Q.
A.

Yes.
And it continued on.

Q.
Yes.
A.
And we were - I was chosen basically to come from the
back wards to prove that the program wouldn't work; you
know, these new fangled ideas in mental health were always
coming up and it was never going to work.
So they had us training to use the new - bank cards
had just been introduced, we weren't used to using money,
we weren't used to washing our own clothes or looking after
ourselves, we didn't know about changing beds or all of
that stuff; we really had to learn. It was called domestic
retraining, and it was life retraining really to
deinstitutionalise us and to get us used to not sleeping in
a ward at night. We were allowed to sleep in the domestic
retraining unit eventually, and I was the one that was
supposed to fail.
Q.
A.

And you didn't?
I didn't.

Q.
A.

No.
And I was the one who stayed in the community.

Q.
We spoke about you being angry before, but did you
find within you something of a vision to start to become an
advocate so things could change for other people?
A.
Yes. Around the time I had to come off the major
tranquillisers to work at work, my psychiatrist had decided
that, if I could stay off the major tranquillisers and
behave myself, be less violent, and if I could do that at
work, why couldn't I do it at the hospital, and we talked
about it.
And, when we talked about the causes of my anger, I
could still articulate for you every single instance when I
got violent, and I can tell you why; I could tell you today
why and it's the same things that set me on fire now.
Because my doctor said to me, "I can't do anything to
change this system, I'm part of the system that's let you
down, but you can do something. You've got a brain you
should use and you've got the intelligence and you've got
the capacity, and you need a reason to keep going, and the
reason you need to keep going is because things need to
change", and she said, "Tell me next week what your vision
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is and I said, "I can tell you now, my vision is that
services will never ever again, in the name of treatment
and care, cause harm." And that's my motto.
Q.
And, did you do a few things starting with picking up
a copy of the then Mental Health Act, New South Wales.
A.
Yes.
Q.
And read it and become familiar with it?
A.
Yes. Well, she put a challenge out to me and, anyone
who knows me, knows I hate challenges because I'll try and
meet them, and I got a copy of the Mental Health Act, you
know, as mad as I was supposedly at the time, and I read
through it and read through it and read through it, and
then started talking to other people who were advocating
for change and I realised, here was a weapon, this was a
weapon.
And then I looked at other weapons, like Codes of
Practice and expectations of health services, et cetera,
and so, my anger became targeted into, if you like, at
first an intellectual exercise in creating the weaponry
that I would need in the future to change mental health
services, and here I am, what, 40 years later.
Q.
Did you try and make your way into different groups
that were doing advocacy?
A.
I did, and some didn't want a thing to do with a mad
person, because they already had mad people at home and
they didn't need reminding of them, especially when they
went to meetings and things.
So, some pretty well just said, get out of our lives,
we don't need another one in our life, and others opened
their arms and mentored me and gave me the skills and the
balance I needed in my advocacy and promoted me beyond just
being an advocate, to being a board member, to being a
representative, through to wider and wider realms, yeah.
Q.
In 1993 the Human Rights and Equal Opportunity
Commission released the report, Human Rights and Mental
Illness. Was that a turning point for you in your work?
A.
Well, the announcement of it was definitely, because
we'd been working on advocacy around human rights for a
number of years. Around that time - you know, leading up
to the final report there were a number of sessions of
interviews from the Royal Commission - not Royal
.03/07/2019 (2)

83

J MEAGHER (Ms Nichols)

Transcript produced by Epiq

115

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

Commission, the Human Rights Commission, and Brian Burdekin
was very interested in speaking to people with lived
experience particularly, and this was the first time people
who'd been through a service, through an experience,
actually got to articulate it and have it heard. You know,
many had articulated, but nobody had had it heard
previously, that things were happening that were not right.
So, it helped empower the consumer and was the start
of the consumer movement in Australia; to have that report
produced and mental health service reform commenced on the
back of that. We now have the National Mental Health
Strategy, for instance, which came out of that process, and
our lived experience voices started to be, not only valued
and heard, but there was a demand that we could now have
that there couldn't be nothing about us without us.
Q.
Did the National Mental Health Commission ask you to
become involved in developing a framework for integrating
care and support into a person's whole-life trajectory?
A.
Well, all of us on the National Mental Health
Commission had a workshop sort of thing to figure, what
frame were we going to place around the report cards that
we had to make and were committed to making to the
Australian people about mental health in this country.
On that day that we were discussing it, I recalled
something I'd heard in some of the literature - who knows
where - I think in disability literature, that were stating
that all people ever wanted was a contributing life, and
that concept did appeal to all of us around that table.
And I'd done a lot of thinking about a contributing
life and what it meant to people and, if I may, I'll copy
something that the Commission wrote at the time?
Q.
Yes.
A.
And I'll explain the concept because I think it's
really important, because I think it is a great frame
around which we can place a lot of reforms in our mental
health sector and it means it focuses on the individual as
well as the type of service is:
"A contributing life means a fulfilling
life enriched with close connections to
family and friends and experiencing good
health and wellbeing to allow those
.03/07/2019 (2)
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connections to be enjoyed. It means having
something to do each day that provides
meaning and purpose, whether this is a job,
supporting others, or volunteering. It
means having a home and being free from
financial stress and uncertainty. It means
opportunity for education and good
healthcare, all without experiencing
discrimination due to having a mental
health difficulty."
That's what I wanted for Australia. That's what we
agreed to, and that, I think, is the nexus of all mental
health service delivery and the point of all service
delivery should be around that. If you're not helping me
have a contributing life, you're not helping me.
Q.
In that framework, what's the difference between
thriving and just surviving?
A.
Currently, we are just surviving. We are having
sustenance for our bodies and no sustenance for our spirit
and soul and humanity. We are often depersonalised and
humiliated and denigrated by the very fact we have a mental
illness and, secondly, by the nature of the services that
are offered to us. And I think we really need now to turn
that.
We need health professionals who encourage and support
and enable, not just people who make us conform to
medication regimes.
Q.
You've used the expression in your statement with the
Commission, that "a person is not just a mental illness
walking about." Can you say more about that?
A.
Um, there's so much to say I don't know where to
start. The trouble in mental health services is that you
are the mood disordered person in room 8, you are the
bipolar one, you're the schizophrenic one, you're the
depressed one, and "what's your name?" And so, it becomes,
"Oh, you're the one on clozapine, or we have to make sure
we check your clozapine. Not, "Hi Janet, how are you, and
are things going alright for you, do you think you need a
blood test in the next few weeks?" No, it's "oh, the
clozapine, we have to check your clozapine level. It's,
you know, you're on lithium, we have to make sure. You
must conform, you must conform, and so, it becomes a
depersonalisation, and I could rant on about that for a
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long, long time, and I'll try and control myself.
Depersonalisation is such a common mechanism to just
get things done according to policy, and we saw the Nazis
do it, we see us doing it now with immigration and things
like that: we call something a name and then we don't have
to face the humanity of it. And I'm begging mental health
services to come back to person-to-person, to help people
who can't sit up here and talk to you. Help them to find a
way to re-contribute in society.
Human beings are givers and sharers. If you've got a
mental illness, you're probably not giving a great deal you're giving someone a job. You're probably sitting on
what I call Days of Our Life therapy and taking pills;
you're not contributing. You're dehumanising and the
services don't stereotypes at the present time.
Look, I say this as a sweeping statement, there
probably are a handful, and I mean one handful, of services
in Australia that humanising and thoughtful and
person-centred. We hear all this language in mental
health. If I ask everyone in the audience, they could all
rattle off a number of service modes: you know,
person-centred, community based X or Y or Z, and this first
or that second. We can rattle them off: the trouble is, it
doesn't get to the core.
Q.
What's at the core?
A.
Well, the heart is protected from us. You know, the
heart of services is protected from us. Chances are, we
might actually cause change if we got to the heart of
services. We can't seem to get there, I'm sorry.
Q.
A.

Do you have views about why it's hard to get there?
Oh, yeah.

Q.
What are they?
A.
Oh, the paperwork, the policy doesn't allow this, or
we're building walls in services to protect either the
people in it or the fear of us, or the - I mean, there are
better people than me to talk about what causes problems.
But, we were chatting earlier, some of us, about a
report that was written in the late 90s as part of the
national mental health strategies which was called, the
Attitudes of Health Professionals Project, a very scathing
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and damning report which was shelved due to industrial
issues very early in its life. That's where we have to
start.
If we can't start where the face-to-face services are
happening - yes, we need a framework and a policy around
it, but if you're putting another framework, another
policy, another something out there - I once listed for a
speech I gave over 700 reports and reviews and so on that
had been written in Australia since the day colonisation
began, and what we end up with is another report, and I'm
begging you not for another report.
I beg you for a change that's going to move people
from a place of behaviour modification to having a
contributing life, and that has to start with the
professionals who deal with this; whether it be in the
non-government sector, the health sector or the community
sector, but along the way change has to happen within.
Q.

Ms Meagher, you said this in your statement, that:
"A new service framework and strategy must
overtly move beyond focusing on beds, acute
care and clinical services and move on to
include non-government community services
across all sectors, including peer and
family workers."

Now, there are a number of concepts tied up in that
and I'd like to ask you, on the basis of your experience,
the importance of linking clinical and non-clinical
services.
A.
Well, the importancy is that, none of us spend our
entire life under clinical governance. Most of us are
living a life, albeit not always a contributing life, we
are living a life in a community of our choice - and
sometimes without our choice - and that is where life
happens. It doesn't happen in a hospital. Life happens in
our friends, in our family, in our community and if we're
solely tied up in purely clinical interventions, then you
have a very limited and very puerile life and, from my
point of view, we need a contributing life, every single
one of us, every one of you sitting up there, everyone in
this room needs a contributing life; whatever way we want
it.
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You know, if I want to be a dog trainer or if I want
to be a guard at the door of this Town Hall, it doesn't
matter, I want to have a place in life where I feel I'm
contributing something, and if I'm a health professional,
if the only thing I ever do with a person living with
mental illness is dish out pills, what am I contributing to
that person's life? Is that what you're trained for, for
God knows how many years? To dish out a pill?
Q.

Ms Meagher, you said in your statement that:
"The effort, control, guts and sheer
willpower it takes for a person with mental
health issues to participate fully in
society, it's extraordinary."

A.

Yes.

Q.
Can you tell the Commission about what you've seen
about that guts, determination and sheer willpower along
your journey?
A.
I don't think anyone has any idea how hard it is to
play at being normal. There are people in this audience
that know, they know it very deeply.
A lot of us live a job and a life and have families
and friends and whatever, and for me, and for them I'm
sure, just the drive and energy it takes to plan for each
day: if this happens, what am I going to do? If that
happens, what am I going to do? I still do it. You know,
40 years since I left services, I have to do it to support
the fact that I have to keep going, I have to maintain this
level of participation because, if I don't, I've failed.
And, if any of you here could say the same: they get up
each morning and have a plan for that day, and they cannot
fail. Failure means you're going backwards.
Sometimes we have episodes and you go backwards
without wanting to, but we do our best to come back quickly
and to get help early, and most of us have techniques
whereby we can get ourselves back on track fairly quickly,
but it is like a Ten Tonne Tessie hanging over your head
all the time that, if you just lose track or if you just
let go too much, things may not look too good.
It's a struggle and it's a struggle that takes a lot
of energy, a lot of ethical decisions based behind the way
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you want to behave today or tomorrow or the next day, and
in the impact that in my instance I want to have, it's
critical that I maintain a very balanced way forward, so
it's not a simple decision to get up and to go to the
hearing and to tell you how wonderful everything is; it's a
very critical, moral and ethical process I have to go
through every time some of these things happen.
I might get up at home - if you were ringing me to
talk to me about X or Y, I might have to get up an hour
earlier just to go in my head through, oh, what does this
person want? What am I likely to think about that? I
don't think average people do that. I do and I think it's
part of my professionalism that I do that, and I'm pretty
sure anyone with a mental health issue out there who wants
to contribute is doing the same sorts of things.
Q.
In your journey with mental health services, have you
met people along the way who have, by their kindness and
their service, given you cause for optimism about the
service?
A.
Oh, yeah, there's amazing people, there are amazing
people in this sector: my peers, other people with mental
health issues, some family members of other people - not
me. And some of the bureaucrats along the way and health
providers, they've all given us a leg up, and I think any
of us who have moved in advisory circles or advocacy
circles will tell you that the issues get better hearing
when there's friends on the other side; when there's
support coming from higher places.
We can't advocate if no-one's prepared to listen;
that's the state we were in in the late 70s, early 80s:
no-one was prepared to listen. We're not in that situation
now. There are people who do listen, who do think there's
a wisdom in knowledge and who do believe that there is an
expertise that's borne of experience, and I think now's the
time.
MS NICHOLS:
Thank you very much, Ms Meagher.
the Commissioners have any questions?

Chair, do

COMMISSIONER FELS:
Yes, thank you for your excellent
evidence, I have a couple of questions. Would you be able
to say something about your views on the role of people
with lived experience and families and carers in helping or
participating in policy making, in also service delivery
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operations: what is their role? For example, are they just
passive recipients of whatever services are given to them?
A.
We are not passive. We will no longer receive. We
participate, and you can't take us back 40 years to when we
were passive. There is no passivity any more or into the
future, and I think this is where the problem with mental
health services lies at the present, that they expect us to
be passive, they expect us to have a docile view when
offered service that might not suit. They do not expect us
to be intelligent participants in their own service or
planning for service, and I think that has to change and it
has to change from the first instance when we arrive for
service.
We are frequently, if not more often than not,
rejected for service, because you're not yet sick enough
for a service. How dare they.
If you turned up with chest pains - let's hope we
don't - to a hospital today, they will at least do some
exploratory tests and some investigations. I can bet your
socks that if all of us went and turned up at the nearest
emergency department saying, "My thought processes are not
able to be contained right now and I know, if I leave this
much longer, I'm going to go into a full psychotic
episode", I know what's going to happen to me. "Go home
and have a cup of tea, you'll be alright." Well, guess
what? We're not, and that's what happens. Then you have
to go into fully-fledged psychotic episode before anyone
will even try to do anything to help you.
The trouble is we've been trained now, and those of us
who are now activists and active as lived experience
people, we've been trained to recognise our symptoms and to
know how our mental health is at the present time. I can
pick up, and most of my colleagues, can pick up when things
are going a little bit off track and we like to do things
then to prevent a further escalation.
There is no service, no early intervention for us you'll hear early intervention all the way through this
hearing or these hearings, but there's no early
intervention for us. There's no process, there's no place
you can go, there's no intervention you can seek that will
help you in that early onset stage: prevention, ha, ha, ha,
what a farce.
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And then, we've now developed ways of service
provision that includes people whose lived experience is an
important and integral part of their role, and I've been
very proud to be part of the blooming of that type of
service provision, and I say that peer work is probably the
most revolutionary thing that's happening in mental health
at the present time.
And I add the proviso that, the type of peer work I'm
talking about is well trained and well experienced peers,
not just a consumer you know or someone really nice that
lives up the street that needs a job; it's about someone
who's got the skill and experience and the qualifications
to be able to support someone alongside other allied health
professionals.
Trouble is, in mental health we've been cutting back
on services and the use of ancillary health professionals.
If you're treating the whole person you really to treat the
entire person and their circumstances if we're having a
contributing life. So, I say, hey, hey, bring back the
broad service delivery we used to have once upon a time and
treat the contributing life potential of people.
Q.
Would you be able to say something about the role of
families and carers?
A.
Yeah. Well, alongside the person with lived
experience, the families and carers have a significant role
not to allow imperfect systems to damage the person they
love. And they have a role in helping alongside us to
advise and support services around what is best for the
person they love and care about.
Too often the systems and the reaction to systems
burns out families and carers, and their attitudes to us
get soured by their constant rejection and disrespect given
by services. So, I think, if we're seeking respect and
humanity from service delivery, we also need to expect that
families are consulted and given the respect that's due to
them.
There's still a pervasive thread that's not publically
spoken about, about toxic parents. Now, that thread of
toxic parenting still is pervasive when you rub the gloss
off the top of mental health. Parents are still treated as
if, "Well, we understand why Janet's like that, look at
mum. Look at dad, is there any wonder", and we do this and
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that's again the disrespect I referred to earlier.
I'm sort of angry about, I suppose, the amount of
disrespect in the system, and that goes particularly to
families who often feel helpless and hopeless.
CHAIR:
Q. Ms Meagher, you talked earlier about the fact
that there are a handful of services that you've come
across, you've obviously travelled widely around Australia
and internationally and now have this wealth of experience
that you bring to bear. Is there anything, other than the
peer workforce that you've talked about, that's common to
those models that you think are really important?
A.
Well, that's fairly easy to answer. Yes, it's the
open door policies, it's the welcoming that you receive in
these sorts of service. You can tell - it's like a nursing
home: you know, they say, if you go into a nursing home and
you can smell something nasty, that's not a great nursing
home.
Well, in a Mental Health Unit, you go in - if you can
get in - and, if you're not welcomed and given what you
would get if you went into any other type of service, you
can pretty well guarantee it's going to be a stinker. The
things that go with that are assertive, supportive: this is
the language, we could write a whole dictionary.
Service providers who are there. I remember one I
visited way back in the dark ages, and they told me that
the staff in that service were employed by a lived
experience committee, a board. And so, if you were the
service provider and I'd missed an appointment, if you
hadn't followed up within X number of hours and documented
that, you run the risk of losing your job. If you didn't
make efforts to connect to lower the medication regimes, a
whole heap of other things, to create social advantage for
that person, you could be eliminated from that service.
Now, that might seem extreme to you, but I've never been in
a more friendly service environment.
In fact, I was there when I saw a police car pull up
the front, and the police car brought in a person who was
clearly living on the streets, but - I'll call him Joe Joe had missed his appointment. The police knew Joe had an
appointment, so they brought him up there, police taxi
service. There was no animosity. It was just like, if we
help Joe, Joe stays well, we have no work to do, so they
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help him.

So, that's an extreme, it's my ideal service.

But the real mental health services that I've seen
that really help not only look at my state of mind, but my
state of body, my social environment, the things around me
that are causing issues; they look at me as a whole person:
what is preventing my contributing life moving forward?
Those places have very, very good physical health checks.
And the reverse of that of course is, any number of us
could tell you experiences of going to a doctor with a
health issue. You know, I might go to the GP with a
migraine headache. You can bet yourself a million dollars
it will be something to do with my mental health issue.
Guaranteed: you're too stressed, so how about we up the
minor tranquilliser for you. So, yeah, those - you get so
sick of having to say, "No, I'm sick, this is the flu, this
is", so it just becomes too hard sometimes, you just give
up, and we don't want people giving up, we want people to
have healthy bodies, healthy minds and a healthy life, and
I don't think we can have that under the present
circumstances
CHAIR:

Thank you.

MS NICHOLS:
CHAIR:

Thank you very much, Ms Meagher.

Thank you very much for your time today.

THE WITNESS:
Can I add a thing because I've been stewing
on something overnight?
MS NICHOLS:
Yes.
A.
Since this is about stigma - I know I'm sick of
hearing my own voice but anyway you're going to have to
listen for a few minutes. Today's about stigma and I got
churned up overnight, so here you go.
The word "stigma" I hate with a vengeance, I hate it,
and I hate it because it's soft and deflective. It allows
for forgiveness. I've reached the stage, I don't allow
forgiveness. It's a weasel word. I use "discrimination",
and unapologetically, whether it's legal or illegal, I
don't care; if you don't like me and you've done something
nasty, or you're thinking of doing something nasty, or you
have nasty thoughts about me because of my mental health
issue or because of my sexual orientation, or because of
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whatever, religion or whatever, you're discriminating in
mind or in act. So, to me, there is no way I will
countenance the word "stigma".
And, I think it's intolerable to permit or excuse
verbal or social exclusion or vilification for those of us
who experience mental health issues, but we do.
Twenty years ago we frequently heard people described as
"spaz", "spastic" was a term in frequent use - we all
remember.
And, that was not used to describe people with
cerebral palsy. It was used as a common expression to talk
about excitement or incompetence. Because of cultural and
humane pressures within our community, that is now
understood as being a denigrating term and was eliminated
in a very short time. Not so in our field.
"Have you been to the crazy mad party?" I can go to
"a mad March sale", or "get crazy prices" and even "go
psycho" if my team doesn't do what I want it to do.
Melbourne can be described by pundits as being
"schizophrenic city" if they are two aspects in contrast in
its demography.
This stuff is possibly funny and it's probably clever
to an advertising exec or publisher, but it's awful and
humiliating and above all disrespectful for those who have
to wear the terms, "crazy", "mad", "psycho".
And, if you think of it as disrespectful, think about
the depths of isolation, despair and hopelessness that's
represented in the real meaning of those words.
"Mad" is a condemnation, a summation, of all that has
happened to you. "Crazy" is about loss. The loss of
rationality, credibility and a normal life. Nothing is
harder. "Psycho" is psychotic, loss of control. Loss of
control of your thoughts, memories, reality. Not to be
laughed at.
"Skitzo", schizophrenic. Nothing to do with two
contrasts or aspects. A completely - a fallacy, and
everything to do with further vilifying and trivialising
those whose lives are shattered by experiencing what a
persistent mental health issue can do to your life
potential and purpose.
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One other aspect of stigma, if I can discriminate
further: health services. No other part of health deals
with patients as health does, and mental health. Ask any
mental health consumer who's been treated for coronary
oncology services; they will tell you the contrast is
shocking, shameful and confronting.
In mental health services, generally speaking with few
exceptions, the tone is one of containment, is punitive in
nature, and is requiring compliance. It is even likely
that we could describe that modality and compare it to
gentle service, caring, support, anticipatory and in-home
interventions that happen with the other types of health
service.
In mental health, we talk of behaviour, not personal
guidance; compliance. Why don't we talk about adding help
to create positive self-help activities? We talk of words
like "absconding", "non-compliance", "tribunal", "audits",
et cetera, et cetera.
All are related military terms and
legal in their context. Not humane and effective
terminology.
Now, I'm not here to change terminology in mental
health, I'm just here to explain what underpins all these
negativities that constantly arise in relation to mental
health treatment and care.
I think we have to look at terminology to explain why
we want humane, effective and supportive services that help
us live a contributing life.
So, I think I'll shut up now and hope that some
message of your understanding of what it's like to live
through advocacy in this area and to find constantly that
we need to reform, not just ourselves, but attitudes as
well. Thank you.
MS NICHOLS:

Thank you very much.

<THE WITNESS WITHDREW
MS NICHOLS:
Commissioners, the next witness is Associate
Professor Nicola Reavley. We'll call her before we have a
break, if that's alright. I call Associate Professor
Nicola Reavley.
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<NICOLA REAVLEY, affirmed and examined:

MS NICHOLS:
Q. Professor Reavley, have you prepared a
statement about your work in the area of stigma and
discrimination concerning mental health?
A.
Yes, I have.
Q.
You have. I tender the statement.[WIT.0001.0022.0001]
Can I ask you a little bit about your background and your
research interests first. Are you the head of the
Population Mental Health Unit and deputy director of the
Centre For Mental Health at the University of Melbourne?
A.
Yes, that's right.
Q.
Have you undertaken considerable research on mental
health literacy and stigma?
A.
Yes.
Q.
Have you authored and co-authored a number of research
papers in this area?
A.
Yes.
Q.
I'll ask you firstly, how does the World Health
Organisation define "stigma"?
A.
So, there's a number of different definitions of
"stigma", but the WHO, the World Health Organisation,
defines it as a mark of disgrace or shame that results in
someone being rejected, discriminated against or excluded
from participation in social and economic activities.
Q.
In this field of learning, do studies look separately
at attitudes and behaviour ?
A.
So, people do use these terms a bit differently, but
for the purposes of what I'm going to talk about today, we
do make a distinction between stigmatising attitudes and
discrimination which is more about the actual behaviours or
perceived behaviours, yeah.
Q.
Why is it necessary, for the purposes of this academic
study, to distinguish between those two things?
A.
So, obviously attitudes lead to behaviours or dictate
behaviours to a degree but not perfectly, and a lot of the
earlier research in this area asked people about their
attitudes towards people with mental illness because it's
relatively easy to do it; it's much harder to get to people
and ask about their experiences, but that is more
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cutting-edge research and that's only really been done more
recently.
Q.
Why is it much harder to actually ask about behaviours
as opposed to attitudes?
A.
So, because you have to actually find those people,
and the nature of the research we do is population health
research, and so, we're interested in doing research as
rigorously as possible to quantify the proportion of the
population that have these experiences, so you need to
sample people in a - you know, get people into your study
in a rigorous way to be able to make reasonable statements
about the number of people that have these experiences.
So, you need to effectively kind of screen them and only
get to the people who have mental health problems if you
want to ask about that - ask about those things.
Q.
Essentially, is it more onerous to enquire about
behaviours?
A.
Definitely more onerous and therefore more expensive,
yes.
Q.
In this context, what's the distinction between public
stigma, perceived stigma and self stigma?
A.
So, in our research we use the term personal stigma,
and we mean the attitudes that people themselves hold:
sometimes you see that described as public stigma.
Perceived stigma is about what you as a person think
about what other people's attitudes are. And, you know,
that can - I think, has been quite eloquently described by
people, that can deter help seeking for example because
they think that other people are going to view them
negatively.
Self stigma is the attitudes. Effectively, you're
kind of internalising the attitudes of others and holding
them about yourself, which again can be inhibiting people's
participation in many activities in society or seeking help
when they need to.
Q.
Thank you. Just by way of background, have you
investigated at least the following kinds of stigma:
beliefs that people living with mental illness are
dangerous and unpredictable?
A.
Yes.
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Q.
And beliefs that a mental illness is a sign of
personal weakness?
A.
Yep.
Q.
That mental illness is not a real medical illness or
that the person could snap out of the problem?
A.
So that's really the idea - yes, that's really the
idea, that it's not a real illness and they just need to
get out more or something, yes.
Q.
And unwillingness to interact socially or
professionally with people with mental illness or
willingness to avoid people with mental illness?
A.
Yeah, so that's sometimes referred to as the desire
for social distance.
Q.
Could I ask you just to speak a little bit closer to
the microphone so that I can at least hear you better. Can
I ask you next about the National Survey of Mental Health
Literacy and Stigma. Is that a survey that was and is
Australia-wide and was conducted amongst adults in 1995,
2003 to 2004 and 2011?
A.
Yes, that's right. So, the first one was done in
1995, and that was a household survey. The subsequent
ones, 2003-04 and 2011 were telephone surveys. So, they're
computer-assisted telephone interviews, they're random
digit dialling of, in the most recent one anyway, landlines
and mobile phones, and that's important because, if you
only use landlines you tend to under-sample younger people
who only have mobiles, so you're more able to say that
you're getting a sample that's more representative of the
general population.
Q.
Were there two surveys of young people in 2006 and
2011?
A.
There were, yes, done in a similar way, yeah.
Q.
What does "young people" mean for the purposes of
those surveys?
A.
Aged 12-25 for the most recent survey.
Q.
Thank you. Is that work being updated, in effect, by
the National Stigma Report Card?
A.
That, I'm not - I'm not directly doing that work.
I believe that will be using somewhat a different
methodology, but you should ask them about that.
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Q.
Yes, we will ask your colleague, Chris Groot, about
that later today.
A.
Yes.
Q.
But as far as you're concerned, the national survey is
as - it's dated back to 2011?
A.
The most recent one was 2011, yeah.
Q.
I think you've covered how it was that it was
conducted. What sorts of questions were people asked?
A.
So, in terms of stigma, we - as you've just described,
we asked them about their beliefs about whether it's - and
we looked at a range of mental health problems in that: so,
depression, psychosis, chronic schizophrenia, PTSD and
social phobia in the most recent one.
And we asked them about their beliefs about whether a
person could snap out of it, whether it's not a real
illness. We ask about whether they believe a person with
the problem is dangerous or unpredictable, whether they
would avoid the person or whether they would tell someone
if they had the problem. Also some things about how
willing they would be to vote for a politician or have a
person with the problem marry into their family. And the
desire for social distance questions which are around maybe
having someone living in the neighbourhood, socialising
with the person, having the person marry into your family.
Q.
Can I ask you about what the survey reveals about
trends in relation to depression in the period between 1995
and 2011?
A.
Yeah, so overall between those years there was a small
decrease in desire for social distance.
Q.
Yes.
A.
Probably for depression, kind of a decrease in beliefs
about depression being a personal weakness.
Q.
Yes.
A.
Also, the thing we also found was that, between
those years there were increases in beliefs about
dangerousness of the person, even for depression.
Q.
A.

Even for depression?
M'mm.

Q.

Alright.
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of people to disclose their mental health status in
relation to depression?
A.
So, that has increased quite a bit.
Q.
Sorry, does that mean people are more willing to
disclose?
A.
They're more willing to disclose. So, up from around,
I think about 20 per cent in 2003, to about 30 per cent in
2011. They are also more likely to know someone with the
problem, so really up from 45 per cent to 71 per cent.
Q.
A.

Are those figures confined to depression?
Yes, largely, yes.

Q.
What did the survey tell you about the state of mental
health literacy? Sorry, before - I've asked the question
badly. Can I ask you firstly to tell us what is mental
health literacy?
A.
So mental health literacy I believe is attitudes about
mental health problems that aid in their recognition
management and prevention; that's how it's been defined.
Q.
What does that lead to?
A.
The stigma questions weren't included in the 1995
survey. They weren't included in the 1995 survey. The
questions in that survey were mostly around whether you
could recognise and label the mental health problem. So,
people were given a little vignette written to satisfy the
DSM criteria for a disorder, the Diagnostic and Statistical
Manual criteria, and then you ask those people what, if
anything, is wrong with the person and see what they say in
response to that. And then a range of questions about what
they believe about treatments.
So, between 1995 and 2011, which is a reasonably
long - well, reasonably lengthy time period, we can see
that people are much better at recognising depression, so
around 39 per cent in 1995, up to about 74 per cent in
2011, and also beliefs about treatments move closer to
health professionals, so they're much more likely to
believe that, for example, antidepressants are helpful or
cognitive behavioural therapy is helpful. So, we've seen
attitudinal change in that time.
Q.
What are the major predictors of poor mental health
literacy?
A.
So, in general, if you're female you tend to have
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better mental health literacy. Younger people, so people
aged younger than 60, tend to have better mental health
literacy. Having a higher level of education tends to be
associated with higher mental health literacy.
Q.
Can I ask you now, what does the 2011 survey reveal
about differences in stigmatising attitudes about
depression on the one hand and schizophrenia on the other?
A.
So, probably not surprisingly, stigmatising attitudes
tend to be higher for people with chronic schizophrenia
than depression.
Q.
When you say tend to be higher, what did the survey
actually reveal?
A.
So they do reveal that they're higher. So, it varies
according to the type of attitude that you're talking
about. So, certainly views about dangerousness are higher
for people with schizophrenia than depression. But if
you're talking about, for example, believing that
something's not a real illness, then those beliefs tend to
be higher for a social anxiety disorder for example than
schizophrenia. I think that's an important point to make,
people tend to talk about stigma as if it's this
uni-dimensional thing but actually it's not, it encompasses
different types of attitudes.
Q.
Yes, I see. Did the survey find the following: that
beliefs in dangerousness and unpredictability are notably
higher for schizophrenia than other illnesses; in fact,
37 per cent of respondents believe that a person with
chronic schizophrenia is dangerous, whereas 22 per cent of
respondents held the same believe with respect to a person
with depression?
A.
Yes.
Q.
Has the survey been able to detect gradations of
belief within certain parts of the Australian community?
A.
So, these are general population surveys. So, if you
want to, for example, look at beliefs in part - you know,
people in Australia who relatively make up a very small
proportion of the percentage of the population, so that
might be people from culturally and linguistically diverse
backgrounds or Aboriginal and Torres Strait Islander
people. There are very small numbers in the survey, so
really this is not kind of the best way to fully explore
beliefs in those people, those groups of people.
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Q.
Is it correct to say that it's an Australia-wide
survey that's generalised across the population?
A.
Yes.
Q.
Is it generalisable to Victoria?
A.
Yes, there's no reason to think that it would be any
different; it's reasonable to assume that, yeah.
Q.
In summary, what have been the hardest attitudes to
shift?
A.
So, I think the interesting thing - one of the
interesting things we've seen is the increase in beliefs
about dangerousness over time. And, you know, thinking
about this, one possibility is that in order to, you know,
destigmatise and encourage people to seek help for common
mental disorders like depression, the idea that it's a
disease like any other, that it's a chemical imbalance, has
been promoted and this has probably reduced blame of
people, so reduced that idea that, you know, they can snap
out of it.
But it's absolutely possible that what that's done is,
if you've given the message that it's really not that
person's fault, it's not in their control, possibly the
corollary of that has been that people might be seen as out
of control and therefore more dangerous.
And I think for us this highlights the need to be
really careful about the messages that these types of
campaigns and interventions send so you're not unwittingly
doing harm and increasing the negative attitudes in some
ways.
Q.
Can you expand on that a little bit? What do you mean
by campaigns' capacity to unwittingly cause harm?
A.
Well, I think, you know, obviously a lot of effort has
been put in to improving mental health literacy and stigma
and it's done - you know, it's really changed attitudes in,
we would say, positive ways: people are more willing to
disclose, people are more willing to seek help, and that
has definitely been positive.
But, if you're then, you know - I think possibly
another thing that may well have happened, and we can see
that from evidence from some other campaigns, is that, when
people hear the term "mental illness" we've got evidence
that they tend to think about more severe illness. And
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possibly what some of the campaigns are doing is broadening
the idea of mental illness out to include depression as
well and, therefore, that's possibly why we can see that
some of the attitudes about dangerousness even for people
with depression, for which really there is no evidence that
this is the case, is possibly you know has that unintended
consequence.
So, I think we just need to be really careful about
the messages that we send.
Q.
Am I right in thinking that there is not a lot known
as to the basis on which the attitudes about dangerousness
and more severe mental illness have increased?
A.
Not a lot is known?
Q.
About why?
A.
About why. So, because we haven't directly asked
people if that is what they're thinking. Looking at the
data in other countries as well, so other people for
example in Germany have looked at this, and there it's a
hypothesis that it's a reasonable conclusion to draw. Can
we be definitive about it? Not definitely, but rarely in
this type of research are there definitive conclusions.
Q.
Can I ask you about your work with the National Survey
of Discrimination and Positive Treatment. Was that work
that you and your colleagues conducted in 2014?
A.
Yes.
Q.
A.

Was it the first of its kind in the world?
Yes.

Q.
Can you tell the Commissioners about what that survey
was?
A.
Yes, I can. So, because I said before, you know, it
is relatively easy to do work just asking people about
their attitudes, it is more difficult to capture their
experiences, but we thought this was an important direction
that research should take to kind of inform interventions
to reduce the problem.
So, in 2014 we did a similar survey; it was, again, a
computer-assisted telephone interview with a random
sampling of the population, and in that survey we screened
people on a symptom questionnaire and we also asked them if
they'd had a diagnosis, and the people that met a certain
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cut off for symptoms or said they had a diagnosis, we then
asked them a range of questions about the experiences
they'd had. This was, as you mentioned, a world-first
survey, in that we asked about their experiences of
discrimination and also positive treatment in a really
broad range of domains: so it was friends and family,
workplace and education, health services, other aspects
like in the neighbourhood, insurance, legal situations,
things like that.
Q.
Can I just ask you to run through the contexts that
you address? So, you started with friends?
A.
So, we did spouse, family, friends, in the workplace,
looking for work, education, health services, and then we
talked about other people, so that might be landlords or
neighbours and then some other situations like insurance
and legal, Centrelink for example.
Q.
We'll get to those in a moment. Can I just ask you
about the key findings of the survey, and is it correct
that the survey reported that in most domains the
respondents said there were more positive treatment
experiences than avoidance or discrimination?
A.
Yes. So, people were more likely to say yes or no
with the answers we asked them at first, were more likely
to say that they had been treated positively than avoided
or discriminated against.
So, in friends I think it was around 50 per cent of
people said they had been treated more positively. I think
maybe around 14 or 15 discrimination and about 20 per cent
been avoided, as an example.
Q.
And so, that question asked people to compare the
extent to which they were treated positively to the extent
to which they were treated negatively?
A.
Yes. So, it really - the percentages I've just given
you there are the percentages of people who said, yes, to
the question. And we then asked them to flesh that out a
little bit and give us a bit of detail, but yes, that's
right.
Q.
Was there any significant exception to that trend?
A.
So, the exception to that was when we asked people how
they'd been treated looking for work, so the negative
experiences for people looking for work tended to outweigh
the positive.
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Q.
Do you know by how much?
A.
I think it was around 15 per cent, as opposed to
10 per cent.
Q.
Can we just focus for a moment on the circumstance of
looking for work. What was the most common type of
discrimination in that context?
A.
So, about half of the people - among those who said
they'd been discriminated against looking for work, about
half of them said they'd been denied job opportunities.
They also reported not disclosing their problem and being
quite concerned about that and keen not to tell; so, it's a
kind of anticipated discrimination.
Q.
Did people report that they had not been hired because
of their mental health problems?
A.
They did, about 15 per cent of people.
Q.
Can you say on what basis that conclusion was reached?
A.
Well, it is difficult because of course you are going
by what people themselves perceived, and of course it is
possible that they may perceive things differently to how
the person intends; it's very difficult to kind of tease
that out.
But one of the things we did do in that survey with
another group of people who actually did not report having
a problem or symptoms, we asked them whether they'd
observed - what they'd observed in others they knew with
mental health problems and the patterns were quite similar.
Q.
What did the survey report about people's treatment
within the health system?
A.
We again did - you know, people were more likely to
report positive experiences but certainly some of the
things they talked about were, being treated dismissively,
not being listened to, and I think - and you know, what
Janet talked about this morning very eloquently highlights
it, and I think one of the things we think about
discrimination in health services, people being seen just
in the context of their mental illness and having the other
aspects of their health and life more broadly, like their
physical health, just being completely ignored.
Q.
Did the survey also reveal that people had positive
experiences in the health system?
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A.

Yes, certainly, yes.

Q.
Was the survey able to provide a proper basis on which
to draw any conclusions about the behaviour of insurers
offering or refusing to offer health coverage?
A.
So, the numbers of people who had - because of course,
you know, a lot of people in the population, that situation
simply doesn't arise for them, so this is not probably the
best method to really draw conclusions about that, so the
numbers of people that reported were very small, so I
wouldn't say that this is the best way to get at that,
yeah.
Q.
Can I ask you about your research on what it is that
drives stigma?
A.
So, we have looked at this. As part of that survey
also, we asked people about their views about the
dangerousness of somebody with a mental health problem and
we asked also about their exposure to media reports,
whether they knew someone with a mental health problem or
whether they'd had experiences of being afraid of or being
harmed by someone with a mental health problem.
Other literature - and this really did confirm that that people are much less likely to have stigmatising
attitudes if they know someone with a mental health
problem. And that's because people are obviously - you
know again what Janet was talking about today, talking
about the depersonalisation. If you know someone with a
problem, which of course is more likely to be depression
because it's a more common problem, you're more likely to
think about that in terms of the whole person in a more
complex way. Whereas if you don't know someone you might
be more likely to go just by stereotypes.
So that was one finding, that if you know someone it
confirmed that, you're less likely to have stigmatising
attitudes.
For the influence of media it seemed not particularly
strong for depression and I think that's because of what I
just said before, people don't just think about the
stereotypes.
But for schizophrenia, the media does probably play a
greater role, because if you're only thinking about someone
in a stereotypical way, the media is definitely one of the
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influences on that.
Q.
In terms of the positive factors that can ameliorate
against or prevent stigma, has the research indicated that
the most powerful factor is having knowledge of or a
personal relationship with someone with a mental health
condition?
A.
Yes, that certainly seems to predict lower
stigmatising attitudes. So, interventions to reduce stigma
tend to obviously have that as a component, so they're
known as contact interventions, so they usually involve
someone with a lived experience talking about their
experience, so that could be in person; it could be on a
video, sometimes it's also imagined contact. The other
probable main -Q.
Can I just stop you there. What do you mean by
imagined contact?
A.
Well, there are some studies that ask people to
imagine having contact with a person with a mental illness
and then trying to create a more kind of empathetic
response to that person, some studies do do that, not so
many. It's more common to have an actual, hear an actual
story from a person. Video is - using video testimonies is
quite common because it's relatively easy to do.
Q.
You say this is common, but if we can put things in
the context of public health campaigns or interventions
from a policy perspective -A.
Yep.
Q.
-- when you speak about contact interventions having
efficacy, what sorts of contact interventions, according to
the evidence, actually work?
A.
So it might be useful to maybe make a distinction
between a campaign which could be more like a media
campaign aimed at the general population or an intervention
which might be, for example, people going into a classroom
at a school and talking about their experience. So, maybe
I'll make that distinction for the purposes of this.
Q.
Yes, so if you were to construct a hierarchy of
things, leaving to one side close personal relationships
which are hard to regulate from a policy perspective -A.
Yes.
Q.

-- if you were to identify the kinds of things from a
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policy perspective that work as contact interventions, what
are they?
A.
So, there have been a number of campaigns which
involve people talking about their experiences, education
around myths and how to combat stereotypes. Those are
probably the kind of whole-of-population campaigns.
There are, in terms of more small-scale interventions,
so going into schools as I just described, or with health
and medical students, sometimes with employers, so they
operate both on a kind of broad scale and on a smaller
scale.
Q.
So, is the common thread in those sorts of programs,
having a person with lived experience speak about their own
lived experience?
A.
That's a common thread in what we call contact
interventions. There's also what's called
psycho-education, which might not - which is more around
dispelling myths and giving correct information, and a lot
of interventions combine those two components.
Q.
Is psycho-education effective without contact
intervention?
A.
Yes, sometimes. Yes, they both - they both seem to
have small-to-medium effects so far as we can tell. We've
done a systematic review and meta-analysis looking at the
effects of these interventions for severe mental illness.
Q.
Just on that analysis, focusing on severe to mental
illness, you've said that the research shows
small-to-medium effects. What do you mean by
small-to-medium in that context?
A.
You can get - so we talk about effect sizes, and when
they're small-to-medium it's a kind of - yeah, we can get
small changes in attitudes. In the short term what we
don't really know is the extent to which things are
sustained; often because we don't measure it and, sometimes
when you do measure it slightly longer term, the changes
seem to drop off. So, one of the things we need to know
more about is how to sustain those attitudinal changes in
the longer term, what might be needed for that.
Q.
When you say "drop off", do you mean that the changes
don't remain after the interventional program (indistinct)?
A.
For a long-term, we're not - so, one of those things,
it's like it's not often measured, so can I say that it
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definitely doesn't sustain? No, I can't, but we've got
some reason to suspect that it might not. So, you might
need ongoing or top up type of interventions.
Q.
Alright. Can I now turn to asking you some questions
about other jurisdictions. Was there a significant
campaign in the UK called Time to Change?
A.
Yes.
Q.
Can you tell the Commissioners what that campaign was?
A.
So that's probably been the best funded and best
evaluated anti stigma campaign anywhere. It's mainly
involving - so there was a media campaign, social media,
TV, various things, and also kind of mass contact
interventions which are often sporting events, so
encouraging contact between people with mental illness and
members of the community.
Q.
Can I just ask you to slow down for a minute. I would
like to get from you the elements of that campaign. So,
can we start with television?
A.
So, they would involve people with lived experience
talking about that, talking about obviously again you know
the idea about dispelling myths and giving accurate
information about mental illness.
Q.
Alright. So, television, social media?
A.
Yes, also, similar, similar elements in the campaigns.
Just, I guess, delivered in a different way. So, similar
elements and messages but delivered in a different way.
Q.
You mentioned sporting events, I think?
A.
Yes, they had mass sporting events in local
communities.
Q.
Do you mean sporting events with sponsorship related
to mental illness, or something different?
A.
Sponsorship: so, well, I guess the campaign was in a
sense the sponsor, but it was in order to promote contact
between people with mental health problems and the local
communities in a - you know, as a mechanism for doing that
really.
Q.
So, did the sporting events involve people with mental
health issues playing games?
A.
Participating.
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Q.
A.

Participating?
Yes.

Q.
A.

With people who did not?
Yes.

Q.
I see. Was there any other significant element of
that campaign?
A.
Those were the main elements. They also did some more
tailored interventions, for example with medical students.
Q.
Yes.
A.
And some work with employer - employers as well,
businesses.
Q.
Were these different aspects of the campaign
coordinated?
A.
Yes, to some degree, yes.
Q.
Over what length of time did they run?
A.
So that's been going since about 2008, a bit more
intensive in the earlier years, and they evaluated it with
an annual viewpoint survey.
Q.
Do you know whether it was run by a coordinating
agency?
A.
So, it's - yes, there was a campaign set up and it's it was funded by the UK National Lottery, so yes, there is
a coordinating agency, Rethink Mental Illness, yes.
Q.
Is one of the significant things about this campaign,
that it has involved evaluation of the results?
A.
Probably been the best evaluated, so because they did
an annual survey, and it's hard to evaluate these kind of
campaigns because you can never be sure. You know, they're
usually done with surveys at one time point and then later,
and of course you're never really sure if you haven't got a
comparison community that hasn't had the intervention, it's
difficult to be sure, but within those you know restraint constraints, yes, it's had a - it's quite well evaluated.
Q.
And what did the evaluation show?
A.
So the most recent evaluation has shown that there
have been changes in attitudes which - so, I think that's
most recently published in 2017, and that, given the
difficulties, that is a positive finding and most of those
changes were in the target group, which I think was people
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aged about 24-44, so that's a positive finding for them.
Q.
What were the attitudes that had changed?
A.
They have questions about beliefs about people and
also they do look at the desire for social distance there.
So, more willing to have interaction, yeah.
Q.
Did the attitudes concern people living with more
severe mental illnesses?
A.
So, I think that this is probably one of the sort of
caveats of this: their questionnaires that they use in that
campaign just ask about mental illness. And, as I sort of
mentioned before, possibly what some of these campaigns do
is broaden the definition of mental illness to include
depression and, therefore, are you really capturing changes
in attitudes to people with severe illness, or are you
broadening the definition of mental illness and people view
people with depression in a less stigmatising way anyway?
Everything has its limitations in that regard.
Q.
Yes, but can anything be learned from the evaluation
of that survey and the way the questions were asked about
whether the attitudes towards schizophrenia for example
were able to be shifted?
A.
I think we can say that it's possible that the
attitudes have been shifted a bit with those kind of
caveats around it, yes.
Q.
A.

And, why is that, on the basis of that survey?
On the basis of - yes, yeah, so --

Q.
What did that survey reveal that allowed researchers
to conclude that there may have been a shift in attitudes
towards schizophrenia?
A.
Well, because they do use the term "mental illness" in
their questionnaires, and when most people hear that term
they think of more severe mental illness. Much less likely
to think of depression, although that's possibly shifting a
bit.
Q.
Insofar as that survey showed a positive shifting in
attitudes, did it descend to working out what elements of
the campaign were particularly important in that?
A.
That is more difficult.
Q.
A.

Yes.
Because it is hard to tell.
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people - people don't always recall what they heard or saw.
So, you can make some assumptions, but it's very difficult
to be definitive about that.
Q.
I see. Can I ask you about the World Psychiatric
Association's campaign called Open the Doors and the
rolling out and evaluation of that in Austria and Germany?
A.
So, most campaigns either specifically have targeted
depression or they have targeted mental illness broadly,
but the WPA's Open the Doors campaign specifically targeted
schizophrenia. And again, these were sort of more contact
interventions, people with lived experience talking about
their experience, and they had public events and some media
as well. And in both those places, they did, like, a
before and after survey.
So, in Germany, the campaign reach was very small.
So, when they asked people in those surveys - you know,
less than 10 per cent of people in both those surveys had
even heard of the campaigns, so already the reach is small,
so you've got to kind of think about it with that
limitation. In Germany it seemed that there were some
small changes in positive attitudes, but in Austria it
looked like actually some of the negative attitudes,
including about dangerousness, actually increased.
And, the researchers working on that evaluation
thought that possibly that was because not long before the
follow-up survey there was a case that had quite a lot of
high profile in the media, someone with schizophrenia shot
someone, and they think that this impacted on the
attitudes.
And I think this highlights a really difficult
point in this area that, with all the work that people do
in campaigns, one very high profile media event involving
someone with schizophrenia is a very difficult thing to
kind of mitigate against.
Q.
Has your research showed that one of the things that
is likely to be needed is to have more positive messages?
A.
I think there is an argument for that. So, when we
did our discrimination survey, what you often find is that
friends and family in particular are more likely to avoid
the person, and I think we know from this and other pieces
of work that we've done that most people I think want to
help, want to, but they often are stopped doing that
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because they don't want to do the wrong thing and make the
situation worse and say the wrong thing.
And I think a lot of stigma campaigns are about what
not to do, and helping people know a bit more about what to
do and have confidence about what to do is something that
we should try and do and test and evaluate. So, certainly
an intervention like mental health first aid, which is
analogous to physical first aid but how to help someone
developing a mental health problem in a crisis, that's been
really well evaluated and that's what that does; it gives
you guidance on how to help someone and that has
anti-stigma effects, that's pretty well-established.
Q.
Can you say a little bit more about that concept,
mental health first aid?
A.
Yep. So, I think most people are familiar with the
concept of physical first aid which is about that really
short-term help to get someone into professional help; it's
a similar idea. And, it's a training course, usually two
days, and it's designed for members of the public and it is
that: it's how to give someone that early help until they
get professional help.
Q.
Do you know where that's being trialled?
A.
Yes. So, that is run by an organisation, Mental
Health First Aid, and that's quite widespread into
Australia. Actually I think it's now up to about
3 per cent of the population's been trained in that and
it's spread to about 25 mainly high income countries.
Q.
Is it the case that that program's been evaluated for
anti-stigma effects?
A.
Yes, in high quality studies, in randomised control
trials, yes, several now. Not just in Australia, in other
countries too.
Q.
What did those studies show?
A.
They do show reductions in stigmatising attitudes:
beliefs about dangerousness, beliefs about not being a real
illness, and desire for social distance.
Q.
Is it relevant that participants in that had very
personal high contact experience with that educational
event?
A.
Well, it's a two-day course so, you know, certainly if
you think about exposure, you know, some media campaign,
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someone might just see one TV ad or two TV ads or a clip on
YouTube. I mean, that's obviously really different to
doing a two-day course specifically about mental health.
Q.
Thank you. Finally, in your statement with the
Commission, you say that:
"Reducing stigma is a process of bringing
about long-term cultural change."
If you were asked to recommend one thing, what would
that be?
A.
I think we should do those interventions at, I think
it needs to be whole-of-system. So, of course the media
campaigns are very important, I think we need to know a
little bit more about the active ingredients in that.
Tailoring to different groups. So, there's of course the
general population but you know, as has been again amply
described this morning, people in health services, people
in other services, to know a bit more about the active
ingredients in those. How not to do harm, how not to
increase attitudes, because there is some evidence with
contact interventions that, if you can't relate to the
person or if their story's not positive, you're actually
doing harm and increasing stigma.
And we need to know a bit more about how to use social
media. It's obviously in our world really important, can
be very polarising and negative, but it's also definitely
opportunities for intervention.
We need to probably know a bit more about the effects
on social and economic participation, health service use,
and we should evaluate it and we should evaluate what we do
so we don't waste money. And, the survey we did, the
national survey, kind of offers the opportunity of that for
a baseline, that we could then repeat that survey in
future years to see if there's been changes.
Q.
Sorry, one more question on social media: am I right
that there has not been much, if any, research on the power
of social media to prevent and mitigate against stigma?
A.
Certainly we need more. I've done a small project
where we looked at the stigmatising language that people
used on social media, and also the extent to which it was
being used to promote more positive attitudes, but we
definitely need to know much more about how that impacts on
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people.
MS NICHOLS:
Thank you very much.
Commissioners have any questions?
CHAIR:

No.

MS NICHOLS:
CHAIR:

Chair, do the

Thank you very much.
May Professor Reavley be excused, please?

Yes, thank you.

<THE WITNESS WITHDREW
MS NICHOLS:
Commissioners, would it be convenient to take
a 15 minute break now?
CHAIR:

Yes, adjourn.

SHORT ADJOURNMENT
MS BATTEN:
Chair, I understand there's a restricted
publication order in relation to the next witness.
CHAIR:
Thank you. The Royal Commission has made an order
pursuant to the Inquiries Act 2014 prohibiting the
publication of the surname of the next witness who is about
to give oral evidence to the Commission.
I'd like to remind all persons present or watching the
live stream, including the media, that any material which
would enable the identification of the surname of this
witness cannot be published.
It is a criminal offence under the Inquiries Act for
any person to breach this order. A copy of the order has
been placed on the door of the hearing room. Counsel, you
may call the next witness
MS BATTEN:
Thank you, Chair.
I call Teresa.

The next witness is Teresa.

<TERESA, affirmed and examined:

[11.59am]

MS BATTEN:
Thank you, Teresa. If you can just sit so
that you can speak into the microphone, just adjust it to
make yourself comfortable.
A.
Sure. Is that okay?
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Q.
Thank you. Have you, with the assistance of the Royal
Commission team, prepared a statement that outlines your
experience with the mental health system?
A.
Yes.
Q.
I tender that statement. [WIT.0001.0009.0001] Teresa,
you grew up in a country town with your family, and you
went to the local school, and you had a normal family
upbringing with your mum, your dad, your younger brother
and your older sister?
A.
Yes.
Q.
And your parents provided a safe environment for you
where you could explore your interests which were primarily
reading and music; is that right?
A.
Yes, that's correct.
Q.
From when you were about 12, can you tell the
Commissioners a bit about how you started to feel?
A.
I think, when I reflect back on my childhood, my
earliest memories are memories of feeling uncomfortable and
feeling uncertain; they're not positive memories, despite
my family's upbringing.
And, I'd been living with these memories as a child
for a very long time, and I had this - I had a distrust of
my peers, I didn't know how to connect in. And, by the
time I got to about the age of 12, I think, I explored
these thoughts and reached the conclusion that my life just
wasn't worth living. The thoughts that I just kept having
were just so scary and I didn't know what to do with them,
that I just, I felt like I'd reached a point where there
was no other choice, that this would be the best option, to
end my life.
At that time, I didn't have means to do anything like
that, and it was one of the things that was always really
important to me, was thinking about the impact that that
decision would have on my family. So, obviously, I didn't
enact that plan and I just kind of kept on going and living
with that, but I had no idea what was going on or how to
talk to anyone about that.
Q.
When you say "about that", was it easy to tell other
people what you were experiencing? Was it easy to
describe?
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A.
It was incredibly difficult to describe. Like, I
didn't understand, I didn't have any language to share it
with people, and I felt so much shame that I had this
wonderful family and all of these opportunities, that this
is what was going on in my brain. I just didn't feel like
I could talk to anyone, and there was no-one to talk to
about it.
Q.
When you were about 15, did you try and talk to a
school friend about it?
A.
Yeah. When I was 15, I happened to be in the school
bathroom, doing something I probably shouldn't have been
doing, and this friend explained that she had recently
reached out to the school counsellor about how she'd been
feeling and that that had been a positive experience for
her, and I thought, okay, well maybe that's something that
would be worthwhile to do.
So, I got in contact with the school counsellor and
she arranged for my mother to take me to the local GP. The
GP prescribed me a packet of antidepressants and, in short,
two days later I took the whole packet of antidepressants
because I didn't see that anyone was going to be able to
help me with what I was going through and I thought, well,
I've got this available to me, I've gotta just give it a
go.
I ended up in hospital. My parents found me the next
day and I was conscious enough to describe what I had done,
so they took me into the local hospital. I remember just
feeling such deep shame about what I had done. I remember
hospital staff making me feel like - telling me that I'd
done something silly, and I just - I felt so, so alone and
so stuck that I just honestly had no idea what to do.
It was offered that I could go and spend some time in
an inpatient facility down in Melbourne, it was an
inpatient facility designed for young people, and I knew I
couldn't go home and face my family, I couldn't go to
school and face friends at school, so I went down and spent
two weeks down at that inpatient facility.
Q.
Can you tell the Commissioners what the inpatient
facility was like?
A.
I think the first thing is, it's incredibly
disempowering. Anything - everything that you have is
searched and even the most basic things are taken away from
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you. It was - I learnt, in some ways it was like a school
for teaching you how to do things that are harmful for
yourself, because it had never occurred to me that spray-on
deodorant could be used in a harmful way until they took my
spray-on deodorant away from me, and I was like, okay,
that's something new.
And, you know, the staff were kind, but I don't recall
anyone being able to help me understand why my brain was
like the way it was. I could see that I didn't feel
connected to the other people who were in there. I felt,
again, that shame of having a very supportive family and
home and I came away with the sense that I really need to
pick this up myself and keep pretending that everything's
okay.
Q.
Just before we move on to that, can you describe how
you feel you were treated while you were an inpatient?
A.
I think at that time, being an inpatient - like,
you're - you're not treated as a human, as a person, you're
treated as a, kind of someone whose behaviour needs to be
managed and controlled, and everything that you do has to
be - you have to seek someone else's permission to do it,
and yeah, there was no kind of - I think my voice just
wasn't heard.
I remember being in a group therapy session and being
challenged because I wasn't doing enough to explain what
was going on for me, and it was assumed that I wasn't being
compliant and that was the conversation; there was no
understanding that it was incredibly difficult for me to
talk about.
Q.
You've said that you didn't feel that the inpatient
facility could help you at that time; is that right?
A.
Yeah, there wasn't - I didn't get any kind of insight
into why I was like I was, and I didn't really get any
insight into what I would need to do to improve my health.
Like, I didn't come out of it with an understanding of
a condition, or a story that was presented as a, well,
here's a respite from your life; great, you've had your
respite, now move on.
Q.
Were you offered any follow-up treatment after you'd
been in the facility?
A.
I must have been, because I remember when I returned
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to my hometown I remember going to see a psychologist in a
neighbouring town; there wasn't any services in the town
that I was living in.
Q.
So, how far away was that?
A.
It was about an hour's drive, or maybe just under an
hour's drive. So, in order for me to get there my parents,
one of my parents, had to drive me there, and that was just
an incredibly difficult experience, because I'd spend more
time sitting in a car with a parent who I felt so guilty
for feeling the way that I did, more time with that
experience than perhaps getting the help that I needed from
the psychologist. I don't - yeah, I don't really remember
how that psychologist was able to help.
Q.
So, did you continue seeing the psychologist, or did
you stop seeing them?
A.
I don't remember entirely, but it didn't - I don't
remember seeing them that often. I think I must have been
able - I was - the incentive to see the psychologist just
wasn't there because it was too challenging to get to it
and, yeah, I just - I wanted to move on with my life and do
things to try and see if there was a different way I could
get better.
Q.
So, how did you manage your mental health from that
point?
A.
I think, I mean, over a long period of time I
developed a whole lot of different strategies. I'd set
goals for myself so that, you know, we'll just focus on
this thing that's going to happen and then, you know, don't
think about what's going on in your brain; you can make
that decision after you've done that.
Self-harming was always a big way for me to cope. I'd
started self-harming at probably about 12 or at the age of
12 or 13 when I first was trying to think through options
to end my life. The self-harming was always about testing
out how far I could go, but also was a really effective
mechanism for helping me feel calmer and in control. And,
yeah, I managed it that way and I managed to complete
Year 12. I did really well in Year 12.
Q.
You did really well and got into medicine at a
university?
A.
Yep.
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Q.
You tried to use the mental health system again at
that point?
A.
Yeah.
Q.
Can you tell us about that?
A.
Yeah, I mean, I was really conscious that the thoughts
and the feelings that were going on in my brain hadn't gone
away, and I knew that studying medicine was going to be an
incredibly stressful thing.
And I also had this need that, if I was going to be a
good doctor and be able to help patients, I needed to be as
well as I possibly could be, so I reached out for support
through the - there was a GP associated with the medical
school that I was in and she was really kind and really
supportive and referred me to a psychiatrist, and I saw
that psychiatrist a few times.
But it was - it was just so hard to explain what was
going on in my head, and I was so fearful that, if I
started exploring that, I'd lose everything that I'd worked
so hard to achieve. So, I just - I didn't know how, and
there wasn't anyone who could help me kind of find that
safe space to actually talk about what was going on.
And I think that kind of, from that point on I kind of
entered into this cycle of reaching out for help.
Generally you go to a GP and you get referred, and it just
became my life as an adult, became this cycle of things
getting bad, or something happening that meant that I'd go,
okay, I've got to be a bit more proactive about this. I'd
reach out for help, get referred, and yeah, none of those
really helped me get to the bottom of what was going on.
Q.
You went to the emergency department a few times in
this period.
A.
Yeah.
Q.
Can you tell the Commissioners about what it was like
going to the emergency department and trying to get help
that way?
A.
Yep. So, there was a couple of times where things
would become so distressing that I would use whatever I had
available to try and end my life, and I ended up in the
emergency department, probably about four or five times.
The emergency departments are not designed to support
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and understand what's going on for someone who's incredibly
vulnerable and distressed. I think they're incredibly
public environments, everyone's got too much - there's too
many things going on, no-one's got time to really explore.
And generally what would happen is, I'd get into the
emergency ward, eventually I'd see a psych registrar, and
the message that I heard consistently was that, you don't
want to enter the public mental health system, it's not a
system for people like you, go to your GP, go get a
referral, that's your best option of getting the treatment
that's going to help you.
Q.
You mentioned that in the emergency ward there's no
opportunity for privacy and you have to speak to someone in
front of everyone else. Can you tell the Commissioners a
bit about what that feels like?
A.
So, you're in a bed and they'll come into your bed and
they'll draw a curtain, a very flimsy curtain to separate
you from the person next door, and most of the time you can
hear what's going on for the person next door, and they'll
say, "Oh, so tell me what brought you in today." And
you'll explain that you tried to overdose, or you - however
the mechanism you use. And they'll say, "So, why did you
do it?" And you hear between you and this flimsy curtain
the person next door, and there's just no - no place. You
don't know the person that you're talking to, you don't
know the answer as to why you've ended up here; it's just,
this impossible situation.
And it's the same experience: like, I remember at one
point I got moved up to a ward and it was the same
experience. The doctor comes in, draws the curtain, you've
got the person next door to you and you're expected to open
up about something that's so painful, and so scary to you,
that it's forced you into thinking that the best option is
to end your life. Yeah, I don't know how else to, it's
just -Q.
I think you've done really well. Teresa, can we talk
about diagnosis. In the early 2000s, did you get a
diagnosis?
A.
Yeah. So, I don't really remember how the diagnoses
came up, but I think I recall that it was within the someone at the emergency department said to me, oh, I think
that you've probably got this, and that diagnosis that I
was given was borderline personality disorder, and that was
.03/07/2019 (2)
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amazing on one level because now I had something that I
could research, that I could look into and try to
understand what - how I could get better and how I could
recover.
And, I was very proactive about it. I flew up - I
recruited my friend and we flew up and went to maybe - I
think it might have been the first Australian conference on
borderline personality disorder. I, you know, purchased
textbooks, I did all of the research that I could do to try
and find something that would be a suitable program.
At that time, in the early 2000s, there wasn't many
programs available. I think even in the private health
system there wasn't that many programs available, and when
I'd ring up or when someone would ring up on my behalf,
because it's really hard to - when you're feeling really
vulnerable it's really hard to ring up and talk to people
about what you're experiencing, I would just get told, oh,
I didn't fit the categories, yeah.
Q.
What were some of the categories, what were some of
the reasons why you didn't fit?
A.
Some of it was about location, some of it was about
earning capacity, and some of it was about the severity of
the symptoms. Yeah, I've always been fortunate that I've
been able to keep myself going and stay well enough so that
I can be educated. I have a masters degree and I have a
relatively successful career - not as a doctor - but still,
a relatively successful career. So, I've just - I've never
been - it's that thing of, I've never been bad enough to
meet the criteria. Another time I was too old, just missed
the cut-off for Headspace at that particular time.
Q.
Can we move to 2015.
time.
A.
Yep.

Q.
And you said, you knew becoming a parent would be
challenging for you to maintain your mental health, and at
that point you reached out for support. Can you tell the
Commission a little bit about what you did to try and get
support at that point?
A.
Yeah. So, I'd fallen pregnant and, as you said, I
realised that that was likely to be quite a stressful
environment. So, I was receiving some amazing care through
my pregnancy at one of our public hospitals. I also have
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type 1 diabetes, so I was considered a high risk pregnancy
for that reason, and I was able to access just phenomenal
care to support me with my diabetes through my pregnancy.
And, it occurred to me as I was going through that
process, that possibly it would be worthwhile linking in to
the services available at that hospital, so I spoke to
someone and reached out, but by the time I got the call to
organise an appointment, it just felt like the risk of
going back into the system was too high and I had created
all of this - I had created this fear that, because of the
condition that I had and the diagnosis that I had, that I
might be considered by the medical community as someone who
wouldn't be fit to be a mother and I hadn't had an
experience of being able to get help; the thing that had
helped me the most was whatever strategies I could put in
place to manage it. So, when that support was offered, I
declined it.
Q.
What about once your baby was born with the maternal
child health nurse; did you feel you could talk about how
you were feeling in your condition with that nurse?
A.
No. I think, again, I think because of the
associations around something like a diagnosis of
borderline personality disorder, I was so fearful that my
child could be taken away, or that they would say that I
was a bad mother, that I didn't feel like I could share it
with the nurses.
The nurses have a very kind of standard approach. I
think my perception - and some of the nurses that - I've
had experience with a range of different nurses, and some
of them have been quite supportive, but some of the nurses
are very, this is how you do it; if you don't do this then
you're not doing what's right for your child.
Some of the conversations that I had with nurses
really cemented for me this idea I had in my head that
maybe I wasn't going to be a good mother for my son,
because I wasn't making - they made me feel like I wasn't
capable of making good decisions for my son, so I would
just - yeah, I'd - despite the fact that being a mother was
incredibly stressful and my brain was flying out with all
sorts of terrifying and scary thoughts, I didn't talk to
anyone about it.
Q.

Last year, Teresa, things became really challenging
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for you; can you describe what happened when things became
challenging?
A.
Yeah, so I think - I mean, I'd had this incredibly becoming a mother is one of the most challenging
experiences, and I think it is for everyone, but I think
for me it brought up all sorts of thoughts about whether or
not what I could do to protect my son from ending up like
me, and whether or not I was doing enough, and it was just
an incredibly stressful time.
And, for whatever reason, I became just incredibly
distressed by it and consumed by thoughts of harming myself
and harming my child. It was one of the most scary things
for me, and I knew at that point that I had to act to
ensure the safety of my son.
So I again reached out to a GP and he took me
seriously enough that he - I didn't share a whole lot with
him, but he took me seriously enough that he gave me - told
me to come back in a day or so and gave me the number of
the local CAT Team and just said, look, if things get
worse, this is what you do, you call this number.
So, things did get pretty bad later that night, so I
called the Cat Team, and again, the person I spoke to on
the Cat Team took me seriously and said, "Look, I think you
should come in so we can talk to each other face-to-face",
so he organised for an ambulance to come and pick me up and
he met me at the emergency department, or at least that's
how I recall it.
And, this emergency department was different. It's
like, if you were suffering from mental health, you got
separated into a different space. I'm not sure if it was
actually the case, but I recall it being like I had my own
room, so when people would come and talk to me and ask me
what was going on, I had that sense of privacy.
So, it was a different experience to what had happened
in the past, and it was quiet. There was another patient
in, but it was quiet and there was somewhere where I
could - there was a couch where you could play a game, or
there was something to do, you weren't just confined to a
bed.
After they assessed me, they suggested that I get
admitted, and knowing - like, at that stage my ability to
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make any decision was completely gone, so I said, yes, and
agreed, so I was admitted as a voluntary patient.
Entering a psych ward as an adult is an incredibly
confronting experience. When a bed was made available for
me, I was put in a wheelchair - and I'm used to being put
in a wheelchair in hospitals, I've been there, done that,
that's fine - but when you're getting admitted to a psych
ward you're followed by two security guards who walk behind
you, I assume to make sure you're not going to do anything
dangerous - I don't know. I've never been in an
environment where I've been followed by security guards
before; it was incredibly confronting.
And then, when you enter the psych ward, they take
everything, they search everything. You're warned about
other patients and having any kind of belongings with you
that you wouldn't want to lose. You're encouraged to lock
everything up for safety, which means that you don't have
access to anything without getting permission.
And, yeah, it couldn't be a different environment to
the world that I had been the week before, where I was a
senior leader and manager in a large government
organisation, to now being - having to go and ask
permission to access things that I needed to keep me
healthy, so things like things for my diabetes. They took
away my insulin pump, which is what I use, because they
were concerned about my safety, of having that much insulin
available, which meant that I had to compromise the care
that I have for my diabetes.
I don't - I've always used an insulin pump, to go back
on needles is incredibly different and, you know, in
order to test my blood sugar and to get insulin I'd have to
talk to the nurses. So, I remember the first night having
an incredibly high sugar level and just not being able to
do anything about it because, in order to get access to
insulin I'd have to get a doctor to come and sign off that
it was okay for me to take my insulin, so it was incredibly
scary.
Q.
Ultimately, you've said that the hospital experience
overall was very positive?
A.
Yes.
Q.

What was positive about it, what was the outcome of
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being in hospital at that time that was positive?
A.
So, after I got over the first shock and, I guess,
proved myself to be somewhat able to maintain my own
safety, I was able to access doctors, and in particular a
psychologist who seemed to really understand where I was
coming from.
I felt really heard and understood, and it was a
process of being able to - yeah, for the first time I felt
like they were interested in me and they could see my value
as a human being and were interested in supporting me.
And so when, like at one point they talked to me about
discharging me, and I didn't feel like I was ready for that
because I was really worried about what I was going back
to, and they listened to me and they let me stay for longer
and connected me in with a service that would help me
transition out of hospital.
And that service that I was able to access post the well, during my hospital stay and post hospital stay was
absolutely incredible and has - I credit it with being able
to get me to the point where I am able to sit here, I'm
back at work full-time, and able to share my story.
Q.
What did the service offer that enabled you to get to
this point?
A.
So, the first thing the service did was that they
would - when I was in hospital they said that, we're going
to turn up at this time, and they turned up at that time.
And that just - it sounds like such a little thing, but
that was the first thing that they - I guess, the first
time I was able to have some control over my time and where
I was at any other point.
And the service that I was offered was a - I don't
know how they describe it themselves and how they describe
it to get funding, but for me the service was having people
who would check that I was okay and help me navigate
through the process of getting access to support that would
help me in the long term.
One of the things that I learnt through my hospital
stay, is that, this condition that I've got is not gonna go
away, and I will get better and I've got lots of strengths
that have helped me be here today, but that I do need to
invest in quality therapy with someone who I can connect in
.03/07/2019 (2)

158

126

TERESA (Ms Batton)

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

2019 public hearings

with. So this service in the hospital helped me find a
private psychologist where I'm able to do that therapeutic
work that I need to do.
The service did these incredibly basic things: like,
they drove me to the appointments and helped me introduce
myself when I didn't know how to do that for myself. When
I got out of hospital, I felt so much shame for where I had
been and felt like I had lost so much because I had gone
from, you know, doing this great job of pretending I was
this successful working mother, to having to face up to all
of the struggles that I've had over my life, and I was
terrified of seeing people that I knew, that I worked with,
because I just didn't know how - and I was, my brain was so
confused at that time, I had no idea how to explain it.
Q.
And so, what's brought you to this point? Why have
you decided to be open about your mental health after that
hospital admission?
A.
So I think it's been an overall kind of - like, it's
been an iterative process from me and I'm slowly testing it
out. This is one of the biggest things, this is the most
open that I have been.
I think when I recognised that - when I was in
hospital I recognised that it was my fear and shame about
what I had been going through that had really prevented me
from being able to access support, and I didn't - it just
didn't make sense and I didn't want someone else to feel
that way.
I also felt like, I think we need to hear stories of
people who have had a positive interaction with the mental
health service, I think it's really important, because I
think you need to know that things can be - that you can
help and I'm so grateful for all of the people who have
been part of my life and who have helped me.
And I think, because in my work I'm in a leadership
position, and I think that puts a responsibility on me to
stand up and say, this is what my experience has been and
I'm still a worthwhile person, I've still been able to
achieve so much despite struggling with something that
no-one wants to talk about.
Q.
So, what did you say when you went back to work?
did you tell your colleagues?
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A.
So, when I went back to work - I think the other thing
that, just a little kind of contextual thing I think,
because I was able to connect my hospital stay with having
a child, I was able to kind of grab on to one of the least,
stigma-free mental health illnesses, so I was able to tell
people I had postnatal depression which is one of the ones
that kind of is a bit more acceptable.
I didn't necessarily use those words with my
colleagues, because I still feel a bit like a fraud saying
I had postnatal depression. But when I went back I
deliberately explained that, yep, I've been in a psych ward
and it was really hard, and that I had, you know, through
that process been able to see all of the things that had
contributed to me getting to that level of distress and
that I knew that I needed to take responsibility for my own
health and that's what I was doing, and I continue to have
those conversations at work where I feel safe to do so.
Q.
What are some of the problems that you see with the
mental health system?
A.
I think it's got a bad reputation, hasn't it? I think
that there's a bit of a thing of not - it comes from a
place of treating people as, like they're lacking, and it
forgets that we're talking about humans, and humans are
complicated, and there's so many things that can
contribute.
I think it's hard, it's based on a medical model that
says that you can be fixed within a certain time period. I
mean, I've accessed the Medicare ten sessions numerous
times and then stopped after ten sessions because I've
gone, well, I must have failed, I didn't get myself fixed
in those ten sessions and no-one's gonna offer me more ten
sessions, so I must be fixed if I've done what those ten
sessions, that they're allocated to.
I'm lucky that I can have the financial resources now
that I can fund and that I understand that the brain that
I've got needs lots of care and attention, and so, I'm able
to put my resources into weekly therapy sessions. But it's
been hard for me to kind of think that through and go, ah,
is that where my money should be going? Should I be - am I
doing enough? Am I getting enough out of those sessions?
And that's been something that I've had to kind of work
through and go, okay, that's just where your money's going
to go at this point and that's the best thing that you can
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do for you and your family.
Yeah, I think there are good things in the system,
there's some people who really deeply care, but you've
always got to remember that you've got, the people who you
are treating are incredibly vulnerable and the problem is
generally with their thinking and their brain, so you've
just got to be so sensitive to what might be going on for
them, and I think it's really hard to advocate for yourself
when your brain - when you can't even trust what's going on
in your brain.
Q.
Just finally, Teresa, you said at the end of your
written statement why you've made a public statement.
Would you like to either read that or paraphrase why you've
made the decision to make a public statement?
A.
Yeah. I mean, the thing for me is, I reflect back on
my life as a teenager and I think about my son and the
world that he's growing up in, and I think about all the
stories that we hear of people who are struggling, and I
wanted to make this statement to say that, you are actually
worthwhile and you are okay, and you deserve to get help,
and you deserve a system that actually works for you.
And, every time it's hard, you've just got to keep on
going and reach out because you matter and your voice
matters and, for us to hear your voice, it needs to be
here.
MS BATTEN:
Thank you very much, Teresa.
any questions from the Commissioners?

Chair, are there

CHAIR:
Q. I've got one I'd like to ask. I think you
talked, Teresa, about the impact of you when you sought
help and were told you were either too old to access that
service, not sick enough to access that service, I can't
remember exactly the other words you used. But can you
just help us to appreciate what that meant for you at that
time?
A.
It meant that I was alone, that there wasn't anything
there, and I had to work out my way by myself. And it also
meant that, I guess, it made me feel like I was so
difficult, that there was something wrong with me; or on
other the side it was, well, maybe I'm not difficult enough
because I'm not worth helping, and it made me feel like my
life didn't really matter and my experience didn't really
matter.
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CHAIR: I think you've shown us very much about how it does
matter, so thank you.
MS BATTEN:
excused?
CHAIR:

May this witness please be

Yes.

<THE WITNESS WITHDREW
MS BATTEN:
If this is a convenient time, I think we might
break for lunch.
CHAIR:

Thank you.

LUNCHEON ADJOURNMENT
UPON RESUMING:
MS BATTEN:
Thank you, Chair. The next witness is
Dr Chris Groot. I call Dr Groot.
<CHRISTOPHER JOHN GROOT, affirmed and examined:

[2.01pm]

MS BATTEN:
Q.
Thank you, Dr Groot, would you please
make yourself comfortable and make sure the microphone is
in the right place.
A.
Yes, can you hear me okay there?
Q.
I can, thank you. Can you please tell the
Commissioners what your current roles are?
A.
Certainly. I am a lecturer in the Melbourne School of
Psychological Sciences at the University of Melbourne,
where I co-ordinate the undergraduate clinical psychology
teaching, direct the Mental Illness Stigma Research Lab,
and I'm also the research lead on the National Stigma
Report Card Project, which is a project led by SANE
Australia in collaboration with the School of Psychological
Sciences and with the support of the Paul Ramsay
Foundation.
Q.
I will ask you some questions about the National
Stigma Report Card Project, but I wanted to ask you some
questions first about some of the other research projects
you're working on. Could you tell the Commissioners
briefly about the work you're doing in the Hearing Voices
.03/07/2019 (2)
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Project?
A.
The Hearing Voices Project is a very exciting
teaching, curriculum development and research initiative
that is, again, being delivered in partnership with SANE
Australia, Dr Michelle Blanchard, and the Dax Centre, which
is a centre comprising a gallery that has a repository of
art produced by people with lived experience of mental
illness.
In a recent review of the undergraduate clinical
psychology curriculum at the University of Melbourne, I
observed that there was nowhere in the curriculum where the
voice of people with lived experience was valued or present
in that curriculum.
So, the Hearing Voices Project aims to address this.
Last year, we trialled taking our first year students, of
whom we have roughly 2,000 each semester, to the Dax Centre
where they received a guided tour of the art produced by
people of lived experience and where they got to hear from
a SANE Australia lived experience ambassador directly about
that experience and have a question and answer session.
This all came together very quickly and we did a quick
evaluation which was very positive in terms of the outcomes
both pedagogically, in terms of students enriched
understanding of mental illnesses and mental health issues,
but also in terms of stigma and stigma reduction; we had
students reporting across the board that they were less
fearful of people with psychotic illness, for example, now
that they had actually met somebody with that experience
and heard from them directly.
We heard that students were more willing to seek help
in theory in the future should they experience mental
health issues themselves. So, building on this pilot and
our evaluation, we were lucky to secure grant funding from
the Melbourne Engagement Grant Scheme and we are now,
this year, semester 2, coming up very shortly, rolling out
the program for the entire 2,000 first year students.
So, the aim here, again, is to enrich and
contextualise the information that I provide in lectures
and to give people of lived experience an opportunity to
tell their stories, and to let students know what they
think they should know about what their experience is like,
and indeed, that has been our process throughout.
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As we have filmed videos - so we're doing this via
videos and live streams rather than having someone do many,
many talks. I have worked with SANE lived experience
ambassadors at their direction essentially and posed them
the question, what would you like students to know? So
it's really about valuing lived experience, destigmatising
experiences of mental health issues and mental illness
through an education program which, we hope in turn,
translates into an emerging workforce that is more
compassionate, has better insight into the reality of lived
experience, and a more socially responsible and
compassionate graduate cohort, essentially.
Q.
I'll come back to some of your other research projects
in a minute, but can you tell the Commissioners about your
background in large-scale mental health service delivery,
specifically what telephone and online services have you
been involved with?
A.
Sure. So, I've been involved in the telephone and
online mental health service sector at numerous levels.
Originally at the very start as the person on the phones
working on services like the Suicide Call Back Service and
the Beyond Blue Info Line back in the day.
Subsequently, I directed the Clinical Services and
Research Department for a range of these services,
including the Suicide Call Back Service, Suicide
Line Victoria, the Defence Force Mental Health Services,
the Vietnam Veterans Counselling Service after hours line,
Beyond Blue. There was quite a few of them, yes.
Generally all very high risk services and very relevant to
what we're talking about today. Certainly in our
evaluation and research data a very consistent theme was
that people who were affected by stigma and reluctant to
seek help face-to-face would commonly go to a telephone or
an online counselling service as a first step because of
this.
Q.
Just briefly, and at a higher level, what did the
research involve for those telephone and online services?
A.
These services were either state-based or national in
terms of their scope and their reach, and the research and
evaluation fulfilled a number of roles including regular
analysis of service data, detection of emerging themes,
particularly around risk and at risk groups. The majority
of the services were high risk services.
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In addition, we developed a range of new service
paradigms, trialed new service paradigms and disseminated
those findings to government, to the scientific and
clinical sector both in Australia and internationally.
Q.
Can I turn to the issue of mental illness stigma.
Associate Professor Reavley gave some definitions of how
she defines the term for her research, but for the purposes
of your evidence it would be helpful to understand your
definition. So, could you tell us how you would define
mental illness stigma for the purposes of your research?
A.
So, that's a really interesting question. There are a
range of descriptions and taxonomies of stigma that have
been provided over the last 70 years essentially. They are
generally variations on a theme, and certainly my take is
very similar to Professor Reavley's take, in that I
consider mental illness stigma to be a multi-dimensional,
very complex construct, but for the purposes of today's
evidence, I think it's useful to draw on a taxonomy
provided by Pryor and Reeder, which breaks the construct
into four elements, which are: structural stigma; public
stigma; self stigma; and stigma by association.
Q.
Can we just take each of those in turn and can we
start with public stigma. Can you explain to us what you
mean when you say public stigma?
A.
So, public stigma, according to Pryor and Reeder,
involves the - and we heard this this morning as well public attitudes and behaviours, but also, I do a lot of
work including emotions as well. So, public stereotyped
attitudes, prejudicial emotions and discriminatory
behaviours towards people with lived experience of mental
illness; that's what we talk about when we talk about
public stigma.
Q.
Can you give an example of public stigma?
A.
Yeah, so in this morning's discussion the stereotype
of violence and dangerousness about schizophrenia came up,
and that is because this is one of the core and enduring
and arguably worsening attributions about schizophrenia and
severe mental illness.
So, if I was a member of the public and I held the
stereotyped attitude that people with schizophrenia are
dangerous and unpredictable and potentially violent, then
my emotional response will be one of fear, and my
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behavioural response would be one of avoidance. And again,
this might be in terms of social distancing, limiting the
amount to which somebody with schizophrenia could be in my
life as a colleague or a friend or an intimate partner and
so forth.
Q.
I think it's important to clarify: you said that
that's a stereotype. Is that stereotype accurate, of the
dangerousness?
A.
The dangerousness, no. Well, let me say no with a
caveat. So, no, the majority of the research that we have
highlights that people with schizophrenia are far more
likely to be victims of violence than perpetrators of
violence, and indeed there's literature indexing that
people with schizophrenia report being victims 14 times
more often than there is an instance of perpetration.
And I think anybody is capable of violence given the
correct circumstances, and I think today we heard a lot
about how lacking system resources could maybe set the
scene for isolated instances of violence.
But the link between schizophrenia and violence is
really yet to be fleshed out well in the literature. There
is a lot of literature addressing this, and in fact in the
empirical literature itself there is a systematic bias in
terms of the proportion of the literature that's looked at
schizophrenia and violence; the majority of it looks at
people with lived experience of schizophrenia as
perpetrators rather than examining the issue of being a
victim.
Q.
So, we were going through the four elements of stigma,
and you discussed public stigma for us. Can you explain
what you mean when you say structural stigma?
A.
So, structural stigma is stigma that's manifested at
an institutional or a societal level and powerful bodies
within society, and it's often manifested via
discriminatory laws and practices and ideologies that
restrict opportunities for people with lived experience of
mental illness.
Q.
Are there two aspects to that: is there unintentional
and intentional structural stigma?
A.
Yeah, that's right. So, Pat Corrigan, one of the
world's leading stigma researchers, would say that there's
unintentional stigma - sorry, unintentional structural
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stigma which comes about, as the name would suggest,
without the intention to discriminate.
We've heard today a lot of discourse around mental
health system resourcing; arguably, this could be said to
be an example of unintentional structural discrimination,
where there is a pot of funds, if we even zoom out to the
health system generally, there is a pot of funds to be
distributed across medical and mental health, and maybe
mental health does not get the resources that it actually
requires as a system to adequately serve the need.
And within that system itself, Pat McGorry talks, for
example, about the missing middle and this idea that - so
many of the system resources are targeting high prevalence
disorders such as mild to moderate anxiety and depression,
however there is a vast proportion of people who experience
other disorders more complex and severe, and persistent and
severe and episodic conditions that require more resources
that are not currently on the radar really in terms of the
amount of funds they receive.
Q.
Just to clarify there, why is that unintentional
structural stigma, why is that?
A.
That's a really good question. So, it's
unintentional, Patrick Corrigan would say, because those
who would be, in plain terms, sitting around the table and
carving up that pot of money, did not have the intention to
explicitly discriminate against people with schizophrenia;
it's an inadvertent outcome of limited system resources.
Q.
I have some more questions about that, but we'll move
on. Does structural stigma exist in relation to agents of
the mental health system?
A.
Agents of the mental health system, yeah, that's
absolutely right. So, this can manifest in various ways.
The classic example is for people who live with borderline
personality disorder. This is historically a very
stigmatised disorder within the mental health system and
people who work in the mental health system, and I'm
obviously speaking in very broad brush strokes right now,
and this is well-established in the face-to-face
literature, so face-to-face mental health service delivery
in an emergency department, mental health service delivery
and so forth for example. We know that the label of
borderline personality disorder elicits stigmatised, again
cognitive, emotional and behavioural responses from a range
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of mental health workers, from nurses through to
psychiatrists, and there's a range of moderating and
mediating factors here.
And this is actually a perfect example of how
structural discrimination at the level of an agent, who is
really responsible for delivering clinical support and
care, can disintegrate that care, in that, one of the
common hallmarks of borderline personality disorder can be
a fear of abandonment.
Now, if I am a clinician who holds stigmatised
attitudes towards people with borderline personality
disorder and my attitude when I meet a new client is that
this person is going to be difficult to work with, I'm
going to distance myself in that therapeutic alliance, and
my client will have insight into this, and no doubt that
will trigger that fear of abandonment and from that
point the process disintegrates.
Q.
Still moving through the elements of stigma, you've
said that self-stigma has multiple components. Can you
briefly explain what the elements of self-stigma are?
A.
Yes, so within Pryor and Reeder's taxonomy,
self-stigma would refer to the direct negative outcomes and
experiences of discrimination, whether it's as a result of
public or structural discrimination, so the direct negative
experience of being denied employment, for example, as a
result of one's experience of mental health issues.
They would go on to say that self-stigma also involves
anxious anticipation of future instances of such
discrimination, and also, you could extend that to the
phenomenon of withdrawal from opportunity. If I've had
this negative experience and tried to access employment,
for example, before then I'm going to anticipate that this
will happen again and I would be less likely to try if my
expectation was negative.
The last, but very important aspect, is
internalisation of, for example, public stigma. So we've
all grown up in a society and a culture that does
stigmatise mental illness, and if one starts to develop
signs of mental illness or mental health issues, then
that's very difficult to grapple with.
If one is aware of public attitudes, agrees with those
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attitudes, and applies those attitudes to the self, then we
see damage to self-esteem, exacerbation of depressive
symptomatology and so forth.
Q.
Finally, just very briefly, what is stigma by
association?
A.
Stigma by association is very similar in Pryor and
Reeder's taxonomy of self-stigma, but it's experienced by
family, carers, people who are supporting people with lived
experience, experiencing stigma vicariously because of that
association.
Q.
I think you started to elaborate on this, but why is
public stigma considered the driver of the three other
forms of stigma?
A.
Yeah, so public stigma is certainly considered to be
the driving force, it's the touchstone, I suppose the
reference point, for self-stigma. It is the attitudes and
emotions that policymakers inevitably bring to the table in
some way, even implicitly, when they draft or contribute to
the drafting of policy, for example, that might
discriminate against people with a lived experience.
And actually, that's a really interesting point that I
sort of skipped over before: there's another layer of
stigma that we do think about beyond attitude and that's
actually the subconscious, we think about implicit biases
as well, although the link between that in particular and
behaviour is particularly tenuous and complicated.
Q.
Can we move on to the current knowledge on stigma and
discrimination. You've stated:
"A fundamental tenet of modern
psychological practice is the notion that
thoughts often drives emotion and
behaviour."
Can you explain how this concept applies to public
stigma?
A.
Yeah. So, I think with public stigma again, when we
think about behaviour as the observable component of public
stigma, we think about discrimination, and that
discrimination around public stigma is very often something
like avoidance or social distancing, but it can be much
more subtle than that.
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There's literature that's examined, for example,
public stigma and discrimination manifested in terms of
reduced eye contact during interaction with somebody with
lived experience. And it is very important to examine
behaviour and discrimination, but always I think it's
equally important to examine the problem as holistically as
you can and consider how cognition and emotion also feed
that behaviour.
And so, all of the research that we've done to date in
the Mental Illness Stigma Lab at the School of
Psychological Sciences includes, in any given study,
measures of cognition, emotion and behaviour so that we can
really understand these causal pathways that ultimately
result in what we're interested in, the discrimination, the
manifestation of stigma.
Q.
Can I ask you about your research into diagnostic
labels. The lab has undertaken work examining the role of
psychiatric labels and how they elicit stigma. Can you
explain to the Commission what that work's involved?
A.
Absolutely. This is actually what first caught my eye
in the world of stigma. Stigma was not my background, my
background was in the cognitive neuropsychiatry of
hallucinations with Henry Jackson and Susan Russell.
There was a wonderful review of the literature on
re-labelling schizophrenia by Antonio Lasalvia a few years
ago and this weighed in on all the literature surrounding
this idea that re-labelling schizophrenia would reduce
stigma about the disorder, and there are a range of labels
that have been produced, essentially either eponymous
labels, which are labels named after somebody that are
thought to be effectively neutral and carry no stigmatising
connotations, and there's also informative labels that are
thought to be destigmatising through the provision of some
psychoeducation such as attention deficit hyperactivity
disorder that tells you about what's going on with that
experience and is a little bit demystifying, which is
thought to help with stigma reduction.
So, we embarked on a program of experimental research
looking to see if alternative labels would reduce stigma in
terms of cognition, emotion and behaviour about
schizophrenia, and the answer was, no, we did not observe
any meaningful reductions in stereotyped attitudes,
prejudicial emotions or discriminatory behaviours.
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But we did also attempt to operationalise the
heterogeneity of schizophrenia which of course presents in
many different ways for many different people. Some people
might experience hallucinations for example, and others may
not, and so, we have looked at replacing the label of
schizophrenia with another label as a function of illness
phase, looking at active and remitted illness phases; we've
looked at positive and negative symptoms, and we've since
embarked on a program of research that's drilled down to
responses - again across attitudes, emotion and behaviour to individual symptoms and symptom subtypes, and we've
found wildly different responses to different elements of
schizophrenia and of psychosis more broadly, but the label
itself, changing the label had no meaningful effect.
Q.
Can you give us an example of your findings in terms
of the positive findings and the stigma, and then the
negative symptoms on the stigma?
A.
Yeah, and I think this is so important to understand
because we've been talking - we do, for the sake of time talk about stigma and mental illness in quite parsimonious
and simple ways, but these are actually really complicated
processes, complicated on the part of the experience of
mental health issues and what comprises it and its many
facets and how they each elicit stigma differentially.
For example, we've found that positive symptoms such
as hallucinations and delusions elicit perceptions of
fearfulness - perceptions of dangerousness and those
prejudicial emotions of fear and again leading to social
distance.
In contrast, we've found that negative symptoms such
as anhedonia and alogia and so forth -Q.
Sorry, what are those things?
A.
We're talking about impairments in speech for example,
or the ability to experience pleasure, or maybe being
avolitional, having difficulties with motivation and
volition for example. These elicit different types of
attitudes that are stigmatised, such as the perception that
one is lazy, they're seen through the lens of not mental
illness but of behaviour that's more relatable to many
people. So, if somebody's having problems with motivation,
they're just lazy, they just need to - as Nicky said this
morning - snap out of it. And, in turn, we see emotional
.03/07/2019 (2)

139

C J GROOT (Ms Batten)

Transcript produced by Epiq

171

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

responses of anger and frustration, and again, social
distancing.
Q.
Can I turn to the National Stigma Report Card. This
project hasn't started as yet, it's going to start in,
well -A.
The data collection phase hasn't started yet, but
we're certainly well into the development phase.
Q.
First of all, can you tell us what the National Stigma
Report Card Project is?
A.
So, the National Stigma Report Card Project, again, is
delivered by SANE Australia in partnership with the
Melbourne School of Psychological Sciences, and of course,
the SANE Australia and Deveson Research Centre of which
Dr Michelle Blanchard is the director and also has the
support of the Paul Ramsay Foundation. It is both a
research and an advocacy project.
Our ultimate aim is to effect positive systems change
for people living with severe and complex mental illnesses,
and specifically I'm talking about severe and persistent,
severe and episodic, and severe mental illnesses that have
complex multi-agency need such as schizophrenia spectrum
disorders, bipolar and related disorders, personality
disorders, hoarding disorders, eating disorders and so
forth.
So, we have I suppose a few key elements to the
project. First, we are gathering the evidence - well,
preparing to gather the evidence. We're developing a
survey of the experience of discrimination and stigma in 14
life domains, and we are building on previous work such as
the Time to Change program that we heard about this
morning.
We are looking to really drill down a little bit more
than has been done before in this area and gather some
really rich data. Our, I should say, point of difference
to Time to Change for example would be our focus in terms
of severe and persistent mental illness, and also in terms
of our aim to not evaluate an awareness raising campaign,
but to gather evidence to support an advocacy campaign and
a policy development campaign.
Q.
A.

How many people are you hoping to survey?
That's a really good question. So, we have an
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ambitious but, I believe pragmatically, feasible target
sample of 7,000 people. We're looking to recruit 7,000
Australians with experience of severe mental illness across
Victoria, across every state in Australia because we are
acknowledging, as a central assumption, that people - some
people do not access treatment and support because of
stigma, we are needing to be creative with our sampling
strategy to reach people who do not access treatment or
support.
So, this means that some types of standard
epidemiological sampling strategies aren't necessarily
useful in this instance and we're having to be a little bit
creative but nonetheless build in a range of quotas to
ensure that our sample is representative of our accessible
population, in that, we've got good, valid, reliable data
that will support a very targeted and meaningful advocacy
piece to agitate system change.
Q.
Just one final question on the report card. You
mentioned that, I think, it was across 14 domains?
A.
Yes.
Q.
Could you tell us about at least some of the domains?
A.
Yes, sure. So, these domains are areas like
education, employment, housing, justice, finances, public
spaces, relationships, the mental health system, health
systems and so forth.
Q.
I did say one final question, sorry, but one more
question on that. When are you hoping to have the results
from that investigation?
A.
The results from the first round of the National
Stigma Report Card will be released in - where are we?
2019 - 2020, and we will actually have a second round of
the survey which will drill down into intersectional stigma
for particular groups, including LGBTI, Aboriginal and
Torres Strait Islanders and so forth to understand
intersectional stigma between, for example, the experience
of mental illness and living as a gay person in Melbourne,
for example.
Q.
You touched on this briefly before, but can you tell
the Commissioners about the trends in mental health stigma?
A.
The trends on mental health stigma, we did touch on
this a little bit before, didn't we? So, I suppose, some
of the - if we really zoomed out and went all the way back
.03/07/2019 (2)
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to the 1950s, there was a very famous study done back then
with what were called the Starving Yets(?), which
essentially indexed the public's responses in the
United States to descriptions of people living with
schizophrenia, or depression, or alcohol dependency and so
forth, and again, was indexing those responses to that in
the general public.
Another noteworthy stigma researcher, Bruce Link,
followed up in 1996 and then again in 2006 on this, and
some of the most important trends I would say were that, in
the period from the 1950s through to 1996 there was
evidence that suggested the stereotype of schizophrenia as
being a violent condition actually got worse over this time
- far worse, which is a really interesting phenomenon, and
so, there's a range of theory around this tapping into pop
culture and into mass media, and news reporting of violent
crime and schizophrenia and pairing of that in news
reporting. And we do know there is, through content
analyses and so forth, certainly a systematic bias towards
pairing schizophrenia and violent crime in a very
decontextualised and sensationalist way in news reports.
But in terms of actually demonstrating that causal
link, there's not a lot of literature out there; in fact,
there's a smattering of recent studies, and in fact one of
my PhD students, Kelton Hardingham, is currently doing a
randomised experimental design, which is the type of design
you really need to draw out those legitimate inferences of
cause and effect to demonstrate if, and how, TV news and
internet news reporting elicits those attitudes of
dangerousness; this idea of violence and fear responses and
social distance and so forth.
Q.
And so, does that feed into the issue of why
stigmatising attitudes remain?
A.
Yes, arguably so. So, arguably yes, we would look at
media and, not only news reporting, but also creative works
as well. Back in the 1950s, we hadn't then had Alfred
Hitchcock's Psycho. We had an associated psycho,
psychotic, that stem, with a butcher knife behind the
shower curtain, and there has been a plethora of creative
works that have demonised and dehumanised and stigmatised
schizophrenia since.
A perfect example is, Me, Myself and Irene, which was
a movie that portrayed a person living with psychosis in a
.03/07/2019 (2)
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very demonising way and actually highlights the importance
of initiatives like SANE Australia's StigmaWatch initiative
which was able to respond to that and modify the way in
which that film was promoted in Australia.
Q.
In terms of the news reporting linking violence and
mental illnesses, what's the impact of that kind of
reporting?
A.
The impact is that it precipitates and it perpetuates
stigma about schizophrenia, and you can counteract that to
a point with positive messages and with stigma reduction
intervention. However, once that link is conditioned
initially, and then you address it with some sort of
intervention, because of just fundamental conditioning
paradigms like reacquisition, it's much easily - it's much
easier to reacquire that link the second time; you maintain
that link very easily with every problematic news report or
media piece of pop culture work that you would encounter.
Q.
You've also referred to the fact that another
challenge for combatting stigma is getting support for the
cause when the cause itself is stigmatised.
A.
Yes, okay.
Q.
Can you explain what you mean by that?
A.
So, that's a bit circular, isn't it, this idea of
getting support to destigmatise mental illness is
problematic when that cause, in terms of servicing
clinically and therapeutically the need for - people's need
for help around mental illness is lacking.
We know, we just know fundamentally that the
proportion of the health budget that's dedicated to mental
illness has not shifted nationally significantly in a very,
very long time, and therefore is it feasible to be able to
leverage additional funds to reduce stigma about that
mental illness when you can't even get the services, the
resources to fuel services to service that? I'm not
sure that that's - it's a very difficult thing to do.
I think there's a connection here, I think that - and
I think all too often we sort of think about stigma
reduction and mental health service delivery in a
duplicitous way, but actually it goes hand-in-hand: you
need to reduce that stigma to open up the doors and promote
help seeking and then, if people are going to seek help,
then you really need to have those resources there to
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provide that help when it's needed
MS BATTEN:
Thank you very much, Dr Groot.
there any questions from the Commissioners?

COMMISSIONER McSHERRY:
Q. Yes, I just have one question
and I think you touched on it when you talked about looking
at perhaps intersectional stigma. I think we are
understanding that this is very complex, that there are
lots of layers to how stigma is defined in the literature.
But I was just wondering whether you've done any work on, I
think it's a concept of double-stigma, in that, I believe
there's some literature about ageist attitudes as well as
what some people have called saneist attitudes and
combining the two.
I'm thinking in particular about aged care mental
health services. Is there a double-stigma for those who
use those services and for staff working in those services
as well?
A.
I'm not up on this literature, to be honest. My
supposition is that there certainly would be. Generally,
we stigmatise anything that lends itself to a dichotomous
conceptualisation; anywhere where we can draw a perceivable
distinction between myself and them - this is the problem,
and I think this is the problem with - and you can relate
this to aged care and could be a discrimination based on
some type of categorical perception of age. And we know
that people tend to vary in their propensity to think
either dichotomously or dimensionally about things.
And I think this is a problem for mental illness
stigma, that we historically have conceptualised mental
illness in a very categorical way, and it ties into the
utility of the diagnostic system itself, in that a
diagnosis really embodies a decision to treat it and you
know what's going to help, but it does carry a double-edged
sword in that it creates this categorical perception of,
you are ill or you are not, which we know is not the case.
Of course, people are generally not mentally ill or
not. We know, and even the DSM 5 has moved in a
dimensional way in terms of chapter organisation and
severity rating of symptoms and so forth, but we know that
we are all more or less mentally healthy or unwell over
time and that vacillates, just like our physical health
vacillates more or less, not all or none.
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COMMISSIONER McSHERRY:

Thank you.

CHAIR:
I'd just like to ask one other point. We've heard
a lot today about the importance of a contributing life and
the importance of pathways to employment and people being
able to access employment opportunities without
discrimination.
I note in your survey that you're planning to
undertake, you are going to ask people with lived
experience of their experiences of stigma and
discrimination.
A.
Yes.
Q.
It was put earlier I think about perception, that it
might be a perception that they were discriminated against,
for example in securing a job. Is there evidence that
supports also the evidence from the, let's say, an
employer's perspective, where we can look to see that there
is discrimination occurring, for example?
A.
From the employer's perspective? That's a really
interesting question. So, in terms of evidence around this
problem of employment discrimination for people with mental
illness, certainly the Time to Change program, and Graham
Thornicroft and colleagues who work there have identified
this problem. I believe, however, that this is going to be
the central topic of what Michelle is testifying on next,
and Dr Blanchard might have some specialist insights into
this. I probably don't want to step on your toes too much,
Michelle, at this point.
CHAIR:

Thank you.

MS BATTEN:
excused.
CHAIR:

Thank you, Chair.

May this witness please be

Yes, thank you.

<THE WITNESS WITHDREW
MS BATTEN:
May we have a short break before the next
witness, please?
CHAIR:

Thank you.

SHORT ADJOURNMENT
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MS BATTEN:
Thank you, Chair, thank you for the
indulgence, I think the microphone's back on. The final
witness for today is Dr Michelle Blanchard. I call
Dr Blanchard.
<MICHELLE ELIZABETH BLANCHARD, affirmed and examined:
[2.59pm]
MS BATTEN:
Q.
Thank you, Dr Blanchard.
statement to this Royal Commission?
A.
I have.
Q.
A.

Are the contents of that statement true and correct?
They are.

Q.
I tender that statement, Chair. [WIT.0001.0007.0001]
Dr Blanchard, could you please briefly describe your
background and experience for the Commission?
A.
So, I've been involved in the Australian mental health
sector for about the last 19 years. I am currently the
Deputy CEO at SANE Australia, which is a national charity
that aims to make a real difference in the lives of people
affected by severe and complex mental illness.
Previously, I've worked at a number of other national
mental health organisations, including ReachOUT Australia,
the Young and Well CRC, and also the Butterfly Foundation
for eating disorders. Also the Non-Executive Director of a
youth mental health charity called batyr.
Q.
You've told the Commission what SANE Australia is.
Can you explain the work that SANE does in the area of
stigma reduction?
A.
So, stigma reduction has been part of the DNA of SANE
Australia for over 30 years. So, our organisation really
came from the lived experience of families and friends of
people affected by schizophrenia. It started as the
Schizophrenia Australia Foundation back in 1986, and our
co-founder, and Anne Deveson, was a broadcaster and
journalist, and was one of the first Australians of a high
profile nature to tell her family's story of caring for a
loved one affected by schizophrenia.
So SANE was responsible, or the Schizophrenia
Australia Foundation was responsible for some of the first
stigma reduction campaigns around schizophrenia towards the
.03/07/2019 (2)
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end of the 1980s, and in 1998 we commenced the StigmaWatch
initiative, which is about working really closely with the
media to respond to community concerns about the way in
which mental illness and suicide are represented in the
media.
We also do a lot of work to take the stories of those
of us who have lived experience of mental health
difficulties out into the community to educate, to inform,
and really to break down some of the stigma and
discrimination that people affected by severe and complex
mental illness might face.
Q.
In relation to the work you do with StigmaWatch, is it
possible to give an example without rebroadcasting the
material that you're concerned about? If it's not
possible, we'll leave it?
A.
Of course. So, we heard earlier today about some of
the stereotypes of people affected by mental illness and
schizophrenia in particular. So, some of the types of
media reporting that we're concerned about are articles
that incorrectly attribute a person's behaviour to their
experience of mental illness. So, stereotypes of people
who - drawing on kind of senses of violence, for example,
would be one of the pieces that we would respond to.
Q.
When you say "respond to", what do you do exactly?
A.
So, we receive complaints from the community about
articles or pieces of media that might breach what are
called the Mindframe guidelines. We then investigate
whether or not that piece of journalism constitutes a
breach, and then our team will actually write to the media
outlet to educate them about the way in which that piece
might be perceived and the impact that it might have on
people with a lived experience of mental illness or
suicide.
Sometimes that results in that article or that piece
of content being altered to discuss the issues in a more
respectful and inclusive way, or sometimes it may be
withdrawn from publication altogether.
Q.
Okay, thank you. You've made a statement to the
Commission as you've said. Can you briefly outline the
evidence base for the views contained in your statement?
A.
So, the evidence that I'm presenting today is based on
my own professional experience in the mental health sector,
but particularly SANE Australia's experience of working
.03/07/2019 (2)
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with our Peer Ambassadors. We have 91 people with
experience of complex mental illness or of caring for
someone who form part of our Peer Ambassador cohort and
work with us to tell their stories of living with mental
illness.
It's also based on our experience of taking calls,
emails and web chats through our help centre. We receive
about 12 to 15,000 contacts each year, and also from
conversations that come from the SANE online community
forum, which is an online peer to peer support community
for both people with a lived experience of mental illness
and their families, friends and supporters.
Q.
We've heard a lot today about stigma and the different
elements of stigma. Can I ask you about structural
discrimination. So, what's structural discrimination?
A.
So, the definition that I use around structural stigma
or structural discrimination is very similar to the ones
that you've heard today, but in particular, it's about the
societal level conditions, cultural norms and institutional
practices that constrain the opportunities, the resources
and the wellbeing for the community that may be
stigmatised. So, in this situation, it's particularly for
people who have a lived experience of mental illness.
Q.
There are different elements of structural
discrimination as I understand it. Can you explain to us
what environmental barriers are?
A.
So, for me that's really around the kind of cultural
norms that might exist in relation to a person's experience
of mental illness. So, it might be the way that a
workforce views mental illness and the kinds of practices
that are in place. So, if you work in a profession where
it's considered important to have a stiff upper lip and to
just get things done, those environmental factors certainly
shape how people view mental illness.
Q.
Are there institutional barriers as well, are they
separate from environmental barriers?
A.
So, institutional barriers might be more around the
systems and processes that may make it difficult for
someone with a lived experience of mental illness to really
flourish or thrive in those kinds of environments.
We see these kinds of practices in a whole range of
domains, whether it's in employment or education, in
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housing, access to financial services, things like
insurance.
Q.
Can you give us a brief example of attitudinal
barriers?
A.
So, attitudinal barriers might be the kinds of
attitudes that people hold towards people with mental
illness, so assumptions, but it may also be the attitudes
that the person themselves experiences. So, we've heard a
little bit today about self-stigma, and certainly
self-stigma has a role to play in these kinds of issues as
well.
Q.
I want to ask you some questions about the workplace
in particular. For people affected by severe and complex
mental illness, how does structural discrimination manifest
in the workplace?
A.
So, it manifests in a couple of different ways. We
know that people who are affected by severe and complex
mental illness can be less likely to have completed post
secondary education. It may be that their education has
been interrupted and they've been unable to continue, so
that certainly has an impact on whether or not people may
hold the qualifications required to be able to take up
employment positions in the community.
It may also manifest in the attitudes that employers
hold towards employing someone who discloses that they have
a lived experience of a mental illness, and it also
manifests in the kinds of adjustments that employers might
be willing or unwilling to make so that someone with a
lived experience of mental illness can really thrive in any
workplace.
Sometimes those barriers can prevent someone from
disclosing their experience of mental ill-health
altogether, but other times when someone has made that
disclosure they can find that some of those barriers play
out in a very overt way.
Q.
You referred to assumptions that employers hold. In
your experience, do employers hold assumptions and what's
your kind of evidence base for making that assertion?
A.
They do. It's certainly something that a number of
our Peer Ambassadors have spoken directly to us about, but
is also seen in the research evidence, and there's a report
by the Collaborative For Work Participation that I
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referenced in my statement, where they surveyed Australian
employers about their attitudes towards people with mental
illness.
There was a sense that employers were more likely to
employ someone with a physical disability rather than a
mental illness, and some of the attitudes that they held
were around people being unreliable, unpredictable, perhaps
difficult to work with; so really, quite stigmatising and
negative attitudes towards people with mental illness.
Q.
What are some of the consequences of structural
discrimination in the workplace for individuals?
A.
So, I think there's lots of implications of this
structural stigma and discrimination for people in the
workplace. I think there are challenges for people in
actually entering the workforce and finding suitable
employment, but I think once people are there, if the
structural stigma and discrimination is playing out in a
way where people feel that they can't disclose their
experience of mental ill-health, it can make people feel
very isolated and alone in the workplace.
It can mean that sometimes some of the additional
supports that they might require to really be able to make
a contribution and feel valued aren't available. So,
perhaps, if someone requires a little bit of flexibility to
be able to attend medical appointments, or requires the
ability to take additional unpaid leave to take care of
their wellbeing: if they feel that they're not able to be
open about those experiences, sometimes those supports
simply aren't available for them.
Sometimes it plays out in much more overt ways, and
certainly, in doing this work, I've spoken to a number of
individuals with lived experience who have said that they
feel like they haven't had opportunities for promotion or
opportunities to take on additional responsibility because
they've been quite open about their mental illness, and
they've felt like their employer has doubted whether they
would have the capacity to be able to take on something
more ambitious.
Q.
So, that's obviously their perception of the
situation. Is it a bit of a difficult area to establish
what exactly the causes were and whether it was the mental
illness and the perception and whether that is in fact the
.03/07/2019 (2)
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reason? Is there research to support that, basically, is
my question?
A.
Yeah. So, the report of the Collaboration For Work
Participation certainly asked employers about the views
that they hold, and that research reinforced that some of
those attitudes around, you know, unpredictability or
unreliability were certainly attitudes that were held by
employers.
You're right that we don't necessarily have the data
to correlate the two, and one of the challenges of doing
research in this space is that, you know, if we go and we
ask people openly in the community, "Would you discriminate
against someone on the basis of them having a mental
illness?" More often than not people are gonna say, "No,
of course not, I wouldn't do that."
But stigma and discrimination in this space play out
in a much more insidious way, and there are lots of
different factors that contribute, but it certainly seems
to be something that comes through, not only in the
literature, but in people's lived experience of engaging in
the workplace.
Q.
Just taking you back to the Collaborative Partnership
report, was that across all mental illnesses, or which
mental illnesses was that focused on?
A.
So, my understanding is, it looked at mental illness
in general, and one of the real challenges of work in this
space is that we often do use mental illness as an umbrella
term to describe a range of experiences people might have
around mental ill-health.
My sense is that, there is a very real difference
between the way in which people respond to experiences like
depression and anxiety, particularly if it's mild to
moderate, compared to some of the more severe and complex
experiences people might have, whether it's around
schizophrenia or other psychotic disorders, personality
disorder, eating disorders and bipolar disorder, and so, we
certainly hear very strongly from the community that we
serve that they feel that those with severe and complex
experiences are often marginalised.
And certainly, when we sort of see large-scale public
surveys that look at these issues, some of those types of
illnesses are often not included in the data at all.
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Q.
You've talked about what some of the consequences of
structural discrimination in the workplace are for the
individual who's experiencing the mental illness. What
about for the family and friends of that person? Can you
talk about some of the implications for them?
A.
I think family and friends experience these issues
really acutely as well. So, there is a phenomenon around
stigma by association, and that can mean that people who
are family, friends or supporters of people with mental
illness can find that they experience some of the same
forms of stigma and discrimination that other people with a
lived experience might face and that can make it difficult
for them to engage in the workforce as well.
You know, certainly people describe experiences of
coming back to work after caring for someone who's had an
episode of mental ill-health, and describing that as being
very different from the experience of caring for someone
who's had an accident or a physical health problem. That,
you know, often the sort of workforce will band together to
support that individual and their family, and people often
report it being very difficult to have that same level of
support in the workforce.
The episodic nature of severe and complex mental
illness can also mean it's quite difficult for people who
are carers to access the reasonable adjustments that they
might need to be able to continue to flourish and thrive in
the workplace. So, access to things like unpaid leave or
more flexible working conditions can be difficult.
There's also been research that has looked at economic
security for family, friends and supporters of people with
mental illness, and that, people who have taken on caring
responsibilities might find themselves in precarious
financial situations and tend to even have a lower
superannuation balance, for example, compared to other
people in the community. They're issues that are very
acutely felt by the person with a lived experience of
mental illness, but they're equally felt by family, friends
and other supporters.
Q.
Do we know to what extent structural discrimination
exists in the workplace in Victoria?
A.
So, we don't have any good data that quantifies the
scale of the problem. Certainly, we would think that some
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of the things that have been found in reports, like the one
that I spoke to before, would certainly be representative
of the experience of people here in Victoria, that those
attitudes certainly seem to be quite persistent, and
people's lived experience here in Victoria would suggest
that they certainly do experience a variety of different
forms of stigma and discrimination in the workplace.
Q.
If we don't have that data, I assume we don't have
data across different workplaces in terms of how stigma
manifests in different environments?
A.
Not necessarily, but we do have a bit of a sense that
there are particular types of workplaces where stigma might
be more prevalent, and they tend to be in industries where
they're very high-pressured environments, they tend to be
in environments where people are expected to just tough it
up and sort of deal with various issues.
Q.
Can you give us an example, which type of environments
are you talking about?
A.
Yeah. So, the experience of people who are first
responders, for example. So, in environments where people
are often exposed to quite challenging information but sort
of expected to just kind of get on with it and face the
next job. Certainly, those attitudes are changing and
there are some really good initiatives to really highlight
the need for better support for people in industries like
first responders.
But I think one interesting observation that I've made
in engaging with the workplace in promoting mental health
and wellbeing has been that there can be an assumption that
people with severe and complex mental illness don't exist
in particular types of workplaces. So, people are much
more open about acknowledging issues like depression and
anxiety, and even to a certain extent post-traumatic stress
disorder if there's sort of a clear sense that perhaps that
was a direct response to the workplace.
So, you know, we hear public narratives of people who
have taken time out from the police force, for example,
having been exposed to quite traumatic content. When we're
in environments like professional services or financial
services and talking to people about schizophrenia or
personality disorder, we do still hear from employers an
assumption that people with those experiences aren't in
those environments.
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But we certainly know that there are people with
experiences of severe and complex mental illness in all
walks of life, at all levels of organisations, in public
life, people who hold roles in a whole range of different
areas, but we don't have this open narrative about what it
looks like to live a contributing life with a severe and
complex mental illness.
Q.
And, why do you think that is?
A.
So, I think a really key barrier has been the stigma
that is associated with a severe and complex mental
illness, and the lack of public role models of people that
have taken on various roles in the community who have the
more severe and complex experiences around mental illness.
And we see this across a whole range of sectors:
whether it's in the health sector, people who might be
working as medical professionals or working as helping
professionals, and people in financial services. It seems
to be much more acceptable to be able to share those
stories around mild to moderate experiences and it just
perpetuates the same cycle of, we hear those same stories
and it doesn't necessarily open up the space for people
with experiences that are more severe and complex to be
able to be part of that conversation as well.
Q.
It's also a lot to ask, though, of someone with a
severe and complex mental illness, isn't it, in this
current environment?
A.
It is, yeah.
Q.
To put their hand up to basically say that they have
those conditions -A.
It is.
Q.
-- in the current stigmatised framework. How do you
see that changing, or do you see it changing?
A.
So, I see it changing incrementally at the moment, and
I see it changing through leaders in organisations and
people in the community who are starting to become more
open about their own experience of mental ill-health.
It's certainly something that I've experienced as a
leader in an organisation needing to get more comfortable
talking about my own lived experiences and the experiences
that I bring alongside my professional training.
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And, you know, I think for me it was always the sense
that you couldn't have an identity both as someone who had
their own lived experience as well as be someone who was an
expert or a professional. But, the more I see people
around me who are role models for both: people who are
leaders in their organisation, or are doing really, really
amazing things, but also are quite open and honest and
authentic, I think that certainly has helped a lot.
And I think it's important that, when we do encourage
people to speak and to share their experiences, we do that
in a way where they feel absolutely supported. I guess I'm
incredibly lucky to work in an environment where that's
okay, but I acknowledge that for a large number of people
that's not necessarily the case.
Q.
Returning to the issue of structural discrimination in
the workplace, if no action is taken, what are the likely
future impacts of structural discrimination and stigma in
the workplace in relation to mental illness? So, if we
don't do anything, how do you see the future?
A.
Yeah, so I think there are impacts in a whole variety
of different ways. I think a really important one is
around the economic security of people who live with a
mental illness.
So, you know, people then find it difficult to be able
to support themselves and their families and to access the
kind of care and support that they need if they're unable
to generate income to be able to do that. So, there are
certainly those economic impacts.
We know also that there are impacts - economic impacts
on businesses themselves if they don't seek to support the
mental health and wellbeing of their workforces.
But I actually think, on a more human level, we lose
the opportunity to learn from people with experiences of
mental illness; that people with mental illness have so
much to bring to the table and to bring to our workforces.
I have been incredibly lucky to work alongside a
number of people who have their own lived experience of
mental ill-health or of trauma, and what they bring to the
workplace in terms of their sense of empathy, their
commitment to supporting others, is incredibly beneficial
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for us as an organisation, and I think, if we don't act to
create workplaces and environments where people feel valued
and respected and that they can bring their whole selves to
work, we as a workforce and as a community really lose out.
Q.
Finally, Dr Blanchard, can you tell the Commission
some positive steps that you think can be taken to counter
structural discrimination and stigma in the workplace,
specifically in relation to mental illness?
A.
So, I think one of the really important things we can
do is create work environments where people feel like they
can be open about their mental ill-health so that they can
access appropriate help and support to be able to thrive in
the workplace.
A really great way to do that is through encouraging
people to share their stories of living with mental illness
and to do that in a really safe and a really supported way.
I think though, it's also really important for there
to be training in workplaces for managers, for HR leads and
others, to be able to create these environments where
people do feel supported and where there are also supports
available if someone's mental health and wellbeing is not
tracking well.
There's work that we can do in terms of designing
people's roles so that they are able to contribute in a
meaningful way, but also to reduce stressors or other
factors that might negatively impact their mental health
and wellbeing.
So, SANE is part of a group called the Mentally
Healthy Workplace Alliance, with a number of other mental
health organisations including the National Mental Health
Commission who are leading around that, and there is I
think a really important opportunity to create a framework
that can then be taken up and adopted by workplaces to
really create these environments where everyone's mental
health and wellbeing is important, so we're preventing the
onset of mental health problems for people who might
develop those while in the workforce, but really critically
that we're also supporting those who do have a mental
illness to enter, to remain in and feel supported as valued
members of our workforce.
MS BATTEN:
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questions for Dr Blanchard?
CHAIR:
Q. Yes, I just have one. I noted in your written
submission you said that people living with mental health
conditions are three times as likely to be unemployed as
the general population and that this was amongst the
highest ratio in the OECD. Are there any other countries
you would point us to where you think they are doing better
and have a lower ratio than we experience here in
Australia?
A.
Yeah, that's a really good question, and I'm part of a
group called the Global Anti-Stigma Alliance, where we get
together once a year with our colleagues from organisations
and campaigns, like Time to Change in the UK that you heard
about earlier today.
In some of the Scandinavian countries there are good
initiatives to support people to engage in the workforce,
but it really does seem to be a challenge that people
across jurisdictions are grappling with.
MS BATTEN:
CHAIR:

Yes.

MS BATTEN:
CHAIR:

Thank you, Chair, no further questions?

May this witness please be excused?

Yes.

<THE WITNESS WITHDREW
MS BATTEN:
for today.

Thank you, Chair, that concludes our evidence

AT 3.30PM THE COMMISSION WAS ADJOURNED TO
THURSDAY, 4 JULY 2019 AT 10.00AM
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MS NICHOLS:
Good morning, Commissioners. Today and
tomorrow we'll focus and hear from witnesses who will urge
the Commission to focus steadily on measures directed to
preventing mental illness and intervening early in mental
ill-health, both in age and in onset.
You will hear evidence that there is good and growing
evidence that certain interventions have the potential to
lessen incidents' severity and the impact of mental
illness. Understanding and examining the ways to fully
realise this potential is important to the Commission's
work because of the potential impacts of prevention and
early intervention.
As the Commission has already heard in its
consultations with the community, "If only I was able to
get help sooner." That's been a pretty constant refrain.
The views of Victorians who attended the community
consultations have been echoed thus far in quite a number
of written submissions to the Commission. These include
submissions from service providers and academics who have
written about lost opportunities associated with the lack
of evidence-based prevention and early intervention.
Most mental health resources are directed to treat
people with established mental illness. People have asked
the Commission to consider evidence-based campaigns to
promote good mental health and increase mental health
literacy.
For example, one person has suggested that we should
educate people about mental illness from a young age,
saying, just like we educate people about diabetes, MS,
cancer and so on, we should be educating young people early
on in ways to maintain their mental health and prevent
deterioration.
Submissions have also emphasised the need for
investment in prevention targeted to high risk groups, in
particular people experiencing significant social, physical
and economic challenges.
In this context, as you will hear, prevention focuses
on reducing risk factors for mental ill-health and
enhancing protective factors before the onset of illness.
`
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Early intervention responds to individuals who are
already showing signs of developing a mental illness or
relapse after an earlier episode. This includes
intervening early in life and targeting at risk children
and young people.
While prevention and early intervention are different
concepts, we have decided to cover them together in these
hearings because of the close relationship between the two.
Many prevention initiatives in mental health rely on
recognition of risk factors and early warning signs. The
evidence will suggest that early intervention, especially
early in life, may prevent the emergence of some severe
illnesses years down the track, and intervening early when
mental illness symptoms first occur can prevent or reduce
further episodes.
With all this in mind, a key challenge for the
Commission is to identify evidence-based prevention and
early intervention approaches and to consider how they
could be implemented in ways that are sustainable and
effective reaching those in greatest need.
Over the next two days we'll hear from a number of
very well qualified witnesses: the first is Georgina Harman
who is the CEO of Beyond Blue. She will give evidence
about the determinants of mental health, particularly
social determinants, such as trauma, poverty, homelessness
and things that are capable of being changed.
She'll give evidence about how prevention and early
intervention approaches have significant effects in
reducing behavioural issues, internalising symptoms and
disorders such as depression and anxiety.
Professor David Forbes is the director of Phoenix
Australia. He'll give evidence about psychological trauma
and the types of disorders to which it can lead. His
evidence will include a discussion about how much can be
done in early intervention to mitigate some risk factors,
including the implementation of trauma-informed care.
Melanie Hill is a mother of a 16-year-old daughter.
Her daughter has had many diagnoses over the years since
she was about 9 years old, the impacts of which have
touched on just about every aspect of her life. Her
.04/07/2019 (3)
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daughter's needs are complex.
Melanie will give evidence about a system that has
seemed to fail them at every turn despite their efforts to
get help. She'll say that early intervention, with the
whole family being involved, could have made a huge
difference for them.
She'll be giving evidence under a pseudonym and her
evidence will be the subject of a non-publication
order which prohibits identifying information from being
published.
Professor Helen Herrman is a very distinguished
academic and president of the World Psychiatric
Association. She will give evidence about mental health
promotion from a public health perspective.
Then, on Friday, you will hear from Amelia Morris.
Amelia is 21 years old and she will give evidence about her
difficulty accessing services in regional Victoria from
when she was about 15. She will say that, when she asked
for help as a young person, she felt like there was nothing
there.
Shaun McClare is the principal at Kalinda Primary
School. He will give evidence about his school and
initiatives called "Positive Education" which is the idea
that issues being experienced by young students, such as
anxiety and depression, can be curtailed or addressed
through initiatives built into the primary school system.
Dr Gaynor Blankley is the head of perinatal mental
health at Mercy Mental Health. She will give evidence
about mental health disorders that occurred during a period
of a woman's life, from preconception through to 12 months
post-partum. She will address the areas of community most
at risk of mental health problems in the perinatal period
and about the interdependence between maternal health and
infant mental health.
Dr Ric Haslam is the director of mental health at the
Royal Children's Hospital. He will give evidence about the
current infrastructure for youth mental health services
within the hospital context. He will also address the risk
factors for developing mental health issues in young
people, the importance of providing treatment, and the
.04/07/2019 (3)
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difficulties accessing child and adolescent services when
needed.
Finally, Professor Pat McGorry is the professor of
youth mental health at the University of Melbourne, and
executive director at Orygen, the National Centre of
Excellence in Youth Mental Health. He will give evidence
about the many issues facing the mental health system and
will opine about the elements he sees as critical to a well
functioning mental health system.
His evidence will address early intervention which,
for him, means intervening early in the course of mental
illness, and disorders in order to improve the prospects of
cure, recovery and better outcomes. His evidence will also
address the role of Headspace and Orygen within the mental
health system.
now.

The first witness is Georgina Harman, and I call her

<GEORGINA HARMAN, affirmed and examined:

[10.08am]

MS NICHOLS:
Q. Ms Harman, with the assistance of the
Royal Commission, have you prepared a witness statement in
relation to your experience in the mental health arena?
A.
Yes, I have.
Q.
I tender the statement.
Beyond Blue?
A.
Yes, I am.

Ms Harman, are you the CEO of

Q.
Before that, did you help establish the National
Mental Health Commission, of which you became the deputy
CEO?
A.
Yes, that's correct.
Q.
Before that, were you a senior executive in the
Commonwealth Department of Health and Ageing?
A.
For my sins, yes.
Q.
Did you have portfolio responsibilities including
mental health, suicide prevention, substance misuse, cancer
and chronic diseases?
A.
That's correct, yes.
Q.

Are you a director of Mental Health Australia and the
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Victorian Pride Centre?
A.
Yes, I am.
Q.
Can I start by asking you, on the basis of your
experience and on the basis of research of which you're
aware, what are the correlations between socio-economic
factors, including poverty, unemployment, housing and
education, and the development of mental illness?
A.
There's an incredibly strong correlation, we know, and
we call these things social determinants. I guess social
determinants are the conditions that we're born into, that
we live in, that we learn in, that we work in and that we
age in.
So, all of these factors really help determine how we
respond to life events, how we react to life circumstances,
the way we behave, the way we think, our psychological
health, as well as our physical health.
We know that the combination - or the presence or
combination of social determinants has a very strong link
to our psychological wellbeing. So, for example, if we are
born into poverty, if we are born into unstable housing, or
if we experience unstable housing throughout our life, if
we don't achieve our best education and we don't have the
opportunities to do that, if we experience childhood
adversity and trauma in particular, these are the things
that set us up for a life where we potentially don't have
the opportunities to achieve our best possible mental
health.
Q.
I see. Does the evidence in relation to the
significance of social determinants differ according to the
type of mental illness being considered?
A.
Look, we know that there's, for example, poverty,
homelessness, stable housing and education are very strong
determinants of how well we do in life and how well we do
psychologically.
So, for example, children who experience adversity in
childhood, and those experiences are linked to a higher
rate of psychological distress later in life. So, evidence
suggests that up to - people who experience childhood
adversity, up to a third of them, that direct experience is
linked to depression, anxiety and self-harming behaviours
later in life.
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Q.
Can I ask you, what is meant by the expression
"resilience" in the context of creating the best mental
health in society and in a person?
A.
Resilience is one of those words that's used a lot,
it's bandied around, and I guess the best and simplest way
to describe resilience is our ability to bounce back from
adversity, but also to cope well during adversity.
So, it's not an aid, it actually can be taught.
You're not born with resilience or not born with
resilience. You can actually, through the circumstances in
which you live, through the adults and the environments in
which you live, you can either survive or thrive. So, the
ability to bounce back, the ability to live well through
adversity.
Some adversity we can't prevent - death of a family
member for example, a natural disaster, the loss of a home.
But there are things that we can prevent. There are things
that are part of our makeup as human beings, our ability how we think and behave and cope through those life events
can actually be taught, incredibly, simply and powerfully
by parents, by families, by schools, by early learning
services and by communities.
Q.
When you say those things can be taught, do you mean
specifically through education in schools or something
else?
A.
Very practical simple things in our everyday lives.
So, the people that have regular contact with children:
parents, families, awesome aunties like me. There are
moments where you can actually - there are teachable
moments, I guess we refer to them as.
So, for example, if a child doesn't do well in a test
in school. It's okay to say it's actually, you know, you
did your best, it's okay to fail, let's talk about how that
makes you feel and let's talk about how we support you to
do better next time. Talking out loud as an adult, we all
face adversities as well, and if we talk out loud about,
you know, that didn't go so well for me but it's okay, I'm
going to think about how I can cope with that better next
time.
And also, those professionals who work with parents,
families and children themselves. We conducted some
research with the support of the Parenting Research Centre
.04/07/2019 (3)
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and ARACY, and not only to develop a consistent and common
definition and language around resilience, but also to
create advice for those professionals working with children
and families about how to not only do those - work with
families in those kind of teachable moments, but also to
design structured interventions themselves.
Q.
Reflecting on the opportunity to provide teachable
moments, what does the evidence suggest about the
effectiveness of those kinds of strategies when perhaps
more fundamental things like housing and poverty are in
play?
A.
Well, look, I think it's always better to prevent
adversity, but as I said earlier, often that is complex and
difficult; that is not an excuse for inertia, but if we can
protect the wellbeing and build the resilience of children
and families who are facing adversity, they are far more
likely to cope better with that adversity, to deal with the
stress of that adversity, and as we know, ongoing and
enduring stress is a major risk factor for developing a
mental health condition.
Q.
Is it meaningful to consider resilience from the
perspective of a whole community?
A.
Absolutely.
Q.
As opposed to simply on an individual basis?
A.
Absolutely. I did want to make the point that this
isn't about the person themselves and, you know, you have
to be resilient; you know, that puts I think an undue
emphasis and pressure on an individual and their
capacities.
The resilience of whole communities, the resilience of
communities to build through and bounce back from, for
example, bushfires or significant events in a school
community, suicides, the suicide cluster in a school
community, is incredibly important at an individual level
and at a population level.
Q.
What are the markers of resilience in a community?
A.
Things like the willingness and openness to talk about
this stuff and to do that confidently and openly; the
ability to identify and talk about what some of the signs
of stressors and emerging issues might be so that people
are aware of what they should be looking out for in
themselves and others; and obviously creating the pathways
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to services and supports in the community and in the
service system when they're needed.
Q.
You've spoken in your statement about the importance
of building resilience in the early years. What kind of
steps can promote resilience in children, from a practical
perspective?
A.
In a practical perspective, it is making sure that we
have an integrated system that actually supports at a
population level and at an individual and a family level
the kind of structures and interventions that actually do
support childhood wellbeing resilience and mental health
issues. At the moment that system actually just does not
exist.
So, for example, we need schools and early learning
services to be literate in the signs and emerging symptoms
of mental distress and psychological and behavioural
issues, and we need the professionals working in those
environments to have, not only the knowledge, but the
confidence to be able to know what to do, what to say, how
to work with families, when to work with families, but also
to have the pathways very clear to them about how to
support those young people, children and families towards
more specialist support when they need it.
Beyond Blue is working with Headspace and Early
Childhood Australia on a national initiative called Be You,
which is being rolled out to every school and early
learning service in Australia. That was launched
last November and there's been a really positive uptake
already, including in Victoria.
I'd also say that, you know, workplaces are incredibly
important.
Q.
Can I just stop you there, Ms Harman. Can we go back
to Be You and can we understand what it is?
A.
Yes, of course. So, Be You is a framework, it's not a
program. Programs start and stop. This is a continuous
improvement framework that is freely available to every
single early learning service, primary school and secondary
school in Australia. It is funded by the Commonwealth,
delivered by a - developed by Beyond Blue and delivered by
Beyond Blue in partnership with Headspace and Early
Childhood Australia.
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Essentially, the framework consists of very, very
simple to access, bite-size professional development for
educators that really gives them the dosage of knowledge
that they need - we're not trying to turn teachers into
counsellors or mental health professionals, but we know
that teachers are facing these issues in their classrooms
every single day, so we need to equip them with the
knowledge, skills and confidence and know how about how to
have - know what to look out for, know to have decent
conversations with children and families and know where to
connect them to get the help.
This is free online accredited professional learning,
so it links to the curriculum, it links to the national
standards for teachers.
Q.
Is the intention to equip teachers to detect the signs
of mental distress, psychological distress?
A.
Absolutely, and emotional and behavioural difficulties
in children as well. It's also supported by 70 real people
around the country, so it's not just in an online
environment.
Q.
How many schools have signed on to that program?
A.
As at 30 June, we've had over 4,600 schools around the
country, over 1,000 of which are in Victoria, and around
2,600 early learning services, so that's in five or
six months since launch.
Q.
How will the success or the effectiveness of that
program be evaluated?
A.
So we've started the evaluation already. The first
part of the evaluation was a formative evaluation: did we
build this thing, did we engage well, is it a product that
works for educators? Those findings have been very
positive. We're now in the middle of an implementation
evaluation which will start to measure not only is this
being taken up in the ways we want it to be taken up, but
engaging with the users of the framework, what's working
for them and what's not and how do we improve our
implementation of the product.
We're then also working with the Department of Health
in Canberra, they're designing and commissioning a longer
term outcomes-based evaluation which will look at the
markers of success. And, from my perspective, that needs
to look at things like attendance and engagement by
.04/07/2019 (3)

224

167

G K HARMAN (Ms Nichols)

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

2019 public hearings

children and young people with schools. Those are very
strong markers of, you know, the fact that they're able to
cope with adversity, even if they - with or without having
a mental health issue. And, it's strongly correlated to
their educational outcome.
So, if kids are present at school, engaged and
attending, then we know they're more likely to learn, and
mentally healthy kids learn better.
Q.
Thank you. Do you know the period of time over which
the longer term evaluation will be tested?
A.
Well, we have - the measure is funded for another the program is funded for another two years. That
evaluation commissioned by the department is sort of
underway in terms of its design and methodology. My hope
is that this is an initiative that is funded for the
long-term. This is the kind of long-term population
universal behaviour change program that actually needs
long-term investment.
And, whilst this is a Commonwealth funded initiative,
my urging to this Commission and to Victoria is to not
duplicate it. This is being funded by the Commonwealth,
but to plan complementary investments that actually deal
with and address some of the things that Be You uncovers.
So, for example, we know that educators are highly
stressed themselves, so psychological supports for
principals, teachers, early learning professionals, but
also additional and more accessible, more specialist
services for children and young people.
Q.
Yes, thank you. Has Mental Health Australia
commissioned work through KPMG about the cost savings that
would be achieved by reducing mental health issues in
childhood?
A.
That's correct, and that was a report that was
released last year, and from memory that report found that,
if we were to better address mental health issues in
childhood, we could potentially save $48 billion a year.
Q.
A.

And that was on a national level?
Yes, that's correct.

Q.
Can I just return you to the question of social
determinants. On the basis of your experience, including
.04/07/2019 (3)
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through Beyond Blue and your previous roles, what do you
say about whether there is sufficient emphasis in mental
health policy on dealing with social determinants of mental
health?
A.
I would say there is insufficient emphasis. I think,
where we go to automatically through policy, whether that's
at a state or a national level, is the health sphere, and
we carve people up into bits of their lives and bits of
their experiences and bits of their needs.
We forget about the fact that this needs an absolutely
joined up coordinated and integrated response, not only
just within a jurisdiction: through justice, housing,
education, health, but also between the Federal Government
and state and territory governments.
We need data that actually tells a picture and that is
linked so that we can measure how people are doing across
all parts of the system, and we need to re-engineer the
system so that it is actually about people. Quite often
the big investments in mental health are led and designed
around providers, so people have to go to where providers
are, and the major investments in Medicare through the
Better Access Scheme, the PBS, giving people access to
affordable medications, and then the state and territory
specialist mental health systems do not talk to each other.
Q.
We'll come back to that in a little while, Ms Harman.
One of the things you've raised in your statement in this
connection is the focus on short-term funding and the
propensity to invest in pilots and then not plan for their
scaling. Can you elaborate on that?
A.
Yeah, we had someone called a pilotitis yesterday. We
tend to - so, can you imagine any part of a supply chain in
which a supplier actually only receives 12 months worth of
funding? How can you possibly plan, from a workforce
perspective, but more importantly from a service continuity
perspective, to create evidence, to create efficiencies, to
create integration: you just can't do that as a business,
let alone as a service provider. I mean, that is the
experience of many, many NGOs and community-based mental
health providers in Victoria and across the country.
We also tend to throw money at good ideas, and that is
a good thing, but we pilot them and then we don't
systematically, from the beginning, plan for, if they do
show promise, to have them scaled up; whether that's across
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a state or more broadly.
So, we tend to start things, they show promise, and
then they either die a long strangulated death or they
disappear completely, or they limp on trying to patch
funding together. And we know that there are some really
fantastic emerging new models of care out there that really
need an injection of long-term funding certainty,
notwithstanding the fact that they need to prove themselves
as well.
But putting around them, again, a measurement and
evaluation framework from the beginning, and funding that
properly, a mixed method of evaluation. So, not just RCTs
which come up with a binary, did this work, yes or no, but
mixed method that includes the voices of people with lived
experience, so that we can not only answer the question,
did this work, yes or no, but why didn't it work or why did
that work so well and how can we do this better, how can we
continually improve?
Q.
What
make
A.

Thank you. Perhaps turning that question around.
in your experience are the key features that likely
resilience measures successful?
That likely make resilience measures successful?

Q.
Successful, yes.
A.
Again, it goes back to social determinants. It goes
back to the issues of a contributing life that Janet
Meagher was talking about yesterday. It's about the best
start in life, it's about having trust and comfort and
routine, and stability from the moment you're born, and
families, in particular those families who do face
adversity, having, you know, person-centred - that's one of
those phrases that we throw around a lot.
Q.
It is.
A.
But having a suite of services and supports, not just
medical services, but that actually are about saying to
that family, actually what do you need? What would make a
difference for you? What are the issues that are troubling
you the most? And how can we support you and do the hard
work around you to join up a package of supports that
actually help you as a family to overcome those
adversities?
A great example is, you know, Housing First model.
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Q.
Can you talk a bit about that?
A.
Of course. So, let's get people in stable homes, and
often that is the point at which, when you have an address
and when you can afford to pay the rent or you can afford
to pay the mortgage, you have an address and you can use
that address to put on a resume and apply for jobs, you can
give that to Centrelink, you can give that to your social
worker.
So, let's get people in stable affordable housing and
then start to work with that family or that person to
resolve and deal with the other issues in their life that
might be causing them vulnerability: whether that is access
to good work, whether that is a health issue, whether that
is a mental health issue.
And again, those responses don't always need to be
medical responses. They can be about creating social
supports for people, they can be about providing low
intensity interventions provided by a new workforce that we
call coaches through Beyond Blue's New Access program.
Q.
Can I just ask you what coaches are in that context?
A.
Of course. So, Beyond Blue, about seven or
eight years ago, took a model that was proving to be very
successful in the UK, the IAPT model, and we adapted it for
the Australian context. We then trialled it in the real
world in three locations, we did an independent evaluation
in a business case and now our job is to work with primary
health networks, because this thing does work, to actually
get it scaled up.
New Access basically uses a new workforce that we call
coaches. These are people who do not have clinical
qualifications, they are people who are employed locally.
So, for example, in a rural area we employ farmers, we
employ people who are - you know, have been receptionists,
we employ a whole range of people who understand the local
environment and who can connect and communicate really well
with people. We put them through a rigorous training
program and then the service is provided free. You don't
need a referral from a medical practitioner. It can be
delivered face-to-face, it can be delivered online or it
can be delivered over the phone.
Q.

Can I just ask you to explain, what is the service
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that's delivered and how is it delivered?
A.
Sure.
Q.
So, if you are a consumer, how do you find the service
and what happens when you engage with it?
A.
So, from the start, the marketing promotion is very
different. We do not talk about mental illness, we don't
talk about depression or anxiety. We talk about - we give
out messages like, are you struggling with your
relationship? Do you have money worries? Have you just
lost your job? Have you not had access to the kids for a
while? So that really draws people in because it doesn't
make them feel like they're different.
What then happens is, you can literally pick up the
phone and call one of the services and make an appointment
to see a coach. You come in, you have an initial
assessment with a coach, and that is a very safe, well
designed assessment. The coaches work with clinical
supervision, so everything a coach does is reviewed by a
clinician.
If you are assessed as being eligible, I guess, for
the program, and what I mean by that is, if someone is in
extreme or very severe psychological distress, they are
stepped up to a more appropriate service. If they are
experiencing mild to moderate anxiety or depression, they
then enter the program and they receive up to another five
free sessions with that coach.
The coach works with the person to identify what their
issues are, and then, in a very practical way, using
cognitive behavioural therapy techniques, works with that
person over those five sessions to teach them skills as to
how to deal with the issues going on in their lives.
A really important feature of New Access is that every
single point of contact between a person and their coach,
their psychological health and wellbeing is measured using
clinical scales, and that is recorded in real-time and
shown to the person and shared with the coach and shared
with the coach's supervisor, so that everybody can see how
that person is doing and then over time those measures are
recorded. So a person can actually see their improvement
and their recovery which is incredibly important.
During the trial period we saw recovery rates - so
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that's someone with a "clinical caseness", we call it, of
psychological distress, so they are actually experiencing
quite often - these are not the worried well - they're
actually experiencing real symptoms of clinical depression
and anxiety; by the time they exit the program they are in
recovery. So, we're seeing recovery rates of around
70 per cent now consistently.
Q.
So, where has this program been rolled out?
A.
This is part of the challenge and one of the points
that I wanted to make today. This is a new model of care.
It is proven, it works, clinical outcomes are being
demonstrated. It's now in 17 sites around the country. In
Gippsland, for example, a service provider is being
commissioned right now. It's generally funded now by the
primary health networks. Beyond Blue licences the model to
those primary health networks for free, so there's 17 sites
now around the country.
But the problem that we're facing is that people don't
know about this service. Again, this is an example of, you
know, pilotitis, we've piloted this thing, we know it
works, we know it's cost-effective, we know it's developing
a new workforce, but GPs are not necessarily referring to
it and people themselves don't know it's available.
So we don't have the national infrastructure, in terms
of the workforce, the training, the data systems, but
importantly it's not valued, I don't think, as much as it
should be.
Q.
Over what period of time has it been evaluated so far?
A.
Well, we piloted it for, I think, two and a
half years, back in 2015, 16, 17, I believe from memory,
and then we did a rigorous clinical and economic evaluation
that was independent, and that evaluation looked at all the
data and the outcomes over that pilot period, and we
presented that evaluation in, I believe, 2017/18.
Q.
Just one final question about that initiative. You've
talked about a new workforce. Is that a workforce that's
not the same as the peer workforce and it doesn't consist
of clinically trained practitioners?
A.
That's correct.
Q.
A.

It's something in between?
That's correct. I mean, I think it's really important
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to - it is not a peer workforce in the way that the peer
workforce is currently considered. Peer workers are people
with lived experience who model open recovery and ideally
work as part of a multidisciplinary team.
This coaching workforce is everybody, it can be
anyone. The kinds of skills and qualities we look for in
recruitment are great communication skills, life skills,
the ability to follow a program and not get too excited and
think you're better than you are and go off on a tangent.
But a lot of our coaches actually do have lived experience
as well.
Q.
Can I now turn to the question of early intervention,
but perhaps before I do that, can I ask you about some
terminology. Can you distinguish, please, between primary
prevention, secondary prevention and tertiary prevention,
which I think are expressions you use in your statement?
A.
Yes. And I'd like to acknowledge the work of
Everymind who developed a very good framework for
prevention called Prevention First.
So primary prevention are the things that prevent
onset or the development of mental health conditions,
they're the things that keep us well and thriving in our
communities.
Secondary prevention is the things that lower the
severity or the duration of an illness or a mental health
struggle, and generally through early intervention
techniques.
Then tertiary prevention are the things that reduce
the impact of mental ill-health, again ideally in the
community but also in more acute settings. Things that
help us to recover, things that prevent the relapse of a
mental health episode.
So, when we talk about early intervention and
prevention, we often talk about them early in life, early
in illness and early in episode, and that's a really
important concept because it's not just about keeping the
well, well; it's actually about equipping people to deal
effectively with signs and symptoms of distress or illness
when they develop, and that also goes to people who live
with severe and enduring mental illness.
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Q.
Can I take you to the question of early in life. What
do you mean by early and what types of conditions do you
mean to refer to when you talk about early in life?
A.
It starts in the womb and it starts in the family
environments in which children are born into, and then it
works - you know, there's some fantastic studies that track
how children thrive or otherwise in those critical first
three years of life and whether they start to show the
emerging signs of behavioural or emotional difficulties,
and the correlation that then plays out in terms of their
risk of incarceration, their risk of living a life of
poverty, their risk of unemployment or likelihood of
unemployment. And we know from fantastic research,
including by the Murdoch Children's Research Institute here
in Melbourne, that the first thousand days of life are
really where we start to set down the factors and the
conditions that actually set us up for the rest of our
lives.
Q.
What's significant about the first thousand days?
A.
You'd have to ask someone much smarter than me, but
that's what the Murdoch Children's Research - but again,
it's about those formative years. From the moment we open
our eyes and scream, there are things, there are factors,
there are relationships that actually start to determine
how we think about our life and our identity and whether
that's, you know - of course babies maybe don't have that
level of consciousness. But whether or not - how parents
cope with not only settling of children, good sleep
patterns for children, healthy diets for children, the
warmth and affection that we show to children, those are
really formative.
And also the relationships between parents, often
including those who have their first baby; that changes
relationships, so how do we help parents through that often
quite turbulent time of having a child for the first time.
Q.
Can I switch topics for a moment and ask you about
workplace. In your experience, on the basis of the work
you've been involved in, do workplaces have a role in
preventing mental illness and facilitating early
intervention in the development of mental illness?
A.
They absolutely do. What we need to keep remembering
is that mental health issues start well before someone
enters the mental health system. They start in families,
they start in early childhood services, they start in
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schools, they start in workplaces; that's where we really
need to, you know, continue to focus.
So workplaces: good work is really good for our mental
health. It not only pays the bills but it also gives us a
sense of meaning, a sense of purpose and a sense that we're
contributing something, and every day in workplaces around
Australia, there are people who are living and working
extremely effectively and productively with mental health
conditions as Dr Blanchard said yesterday.
There are some really positive things happening in
Victoria. The WorkWell program, $50 million program, is
really starting to roll out some really interesting
initiatives, giving grants to a range of workplace
settings, so Art Centre Melbourne for example, to help them
to design themselves the kind of workplace strategies that
are going to work for their employees and produce, not only
great places where people look forward to going to and
spending time, because goodness knows we spend enough time
at work these days, but also they're workplaces that are
highly productive and show a really positive return on
investment on very simple strategies that can be applied in
a workplace.
Q.
And, are you aware of any research about the
contribution of workplaces to the development or the
worsening of mental health conditions where they don't have
those sorts of strategies in place?
A.
Yes. We commissioned some research by PWC a few years
ago which found that the cost to business in Australia
through absenteeism, presenteeism and workers' compensation
claims, with worker's compensation claim expenses being, I
think, less than 1 per cent of that total cost, is
$11 billion in lost productivity. So, that's a big number.
We also know that, through strategies that build a
mentally healthy workplace environment, those same
businesses can see a return on average of $2.30 for every
$1 that they invest.
Q.
Can I take you back to the number you mentioned a
moment ago: was that specifically related to absenteeism
and the like in connection with mental health conditions?
A.
Yes, so untreated depression and anxiety mainly. I'd
also like to make the point that we are doing much better
in terms of anxiety and depression and I think that
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evidence came out yesterday, that where we really need
business and industry and workplaces more generally to step
up and get with the program is creating opportunities and
reducing discrimination against people who live with severe
and complex mental illness; because again, these are people
who are incredibly contributing to our workplaces.
Q.
Can I just take you back to the statement you made a
moment ago about "doing much better in the workplace in
relation to depression and anxiety. What are you
comparing? When we're doing better, compared with what?
A.
Look, I guess the best way I can describe that is in
my role. So, I've been at Beyond Blue for five years.
When I started at Beyond Blue, we had been working in
workplace mental health for a number of years but we just
launched a national initiative called Heads Up which gives
every business of any size access to a whole range of
tools, evidence strategies, with support from three people
in my team to actually implement individualised workplace
strategies for them.
When I first started at Beyond Blue, I literally had
to smash on doors to be allowed in to talk to CEOs and to
talk to boards and to talk to decision-makers within
business and industry. Now I have to beat them off with a
stick. You know, every week I'm speaking to these kinds of
groups, at least twice a week. We are inundated with
requests from business and industry for support, for
guidance about how they can develop their own strategies.
There's a burgeoning industry of conferences about
workplace mental health, so I think those are indicators
that we have, I guess, in a relatively short space of time,
I think we're starting to win the argument that the
responsibilities of employers are not just to provide a
physically safe workplace but also a psychologically safe
workplace, and business leaders are starting to understand
that that's not just the right thing to do from a human
perspective, it actually makes good business sense too; it
sets them up as an employer of choice.
Because, through our own studies we are as workers
looking for different things in our employers. We're not
just looking for pay packets. The second most important
factor that influences our choice as to who we want to work
for these days is actually the perception of whether or not
the workplace is mentally healthy.
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Q.
Can I ask you where that comes from?
A.
That's again our own Beyond Blue commissioned
research. So, we've done a lot of qualitative research
reaching out to both leaders and decision-makers in
business and industry, but also employees themselves. So,
that was a study we did, I think from memory, in about
2016.
Q.
And, what was the population that was studied in that
particular -A.
It was several thousand, yeah.
Q.
Can you just repeat that, did you say the second most
important factor is -A.
That's right.
Q.
-- is what?
A.
So, when we make a decision about who we want to work
for, the number one consideration for most of us is
remuneration and conditions. The second most important
factor in our decision-making - and this came out of our
study - is whether we believe that that workplace takes our
mental health seriously.
So, this is a really stark differentiator for
employers who actually want to show leadership, because not
only is it going to attract the best and brightest, it's
going to keep them too; and it's also going to reduce the
turnover of staff, it's going to enable those people in
those workplaces and in those jobs to be confident in
disclosing and speaking out when they are starting to
struggle or where they live with a mental health condition
and need some reasonable adjustments in order to maintain
their mental health or to recover from an episode of mental
illness. It also means that, you know, it has massive
productivity and participation flow-on effects.
Q.
Do you know who the population was that participated
in that study?
A.
Again from memory, I mean, I can confirm this with the
Commission after my evidence, it was pretty evenly split
between those in the workforce and those in leadership
positions in the workforce.
Q.
A.

I see.
We also found quite a stark difference between those
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two groups where, you know, people like me who think we
know everything thought we were doing a pretty good job,
but our employees actually agreed to disagree.
The other really important finding in that research
was that, when leaders step up and lead on this stuff and
do that authentically and in a sustained way, not just a
tick the box exercise, that has a massive impact on the
perceptions of their staff.
So, where a staff recognises or believes that their
CEO is genuine about this stuff, they are four times less
likely to take time off work for a depressive illness than
if they don't believe their CEO.
Q.
We might ask you to make that study available to the
Commission, if you would.
A.
Of course.
Q.
Just before we leave workplace, can I ask you about
the disparity you mentioned before about progress in
relation to depression and anxiety and more complex and
severe mental health issues.
A.
I think it goes back to some of the issues that were
talked about yesterday. Depression and anxiety are by far
the most prevalent mental health conditions in Australia:
about 3 million of us live with either one or both of those
conditions.
We tend to still as a society believe that people who
live with schizophrenia, bipolar disorder, are somehow
different to us, and I think we've still got a long way to
go to break down that stigma and discrimination just at a
population level.
When you take that into the workplace it becomes even
more acute because somehow, if on day 29 of a month - you
know, just say I live with schizophrenia - and then all of
a sudden on day 29 I disclose that; on day 30, somehow I'm
seen differently. I might have been doing a fantastic job,
I might be really valued and respected by my teammates and
the people I report to, but somehow after I've disclosed
that I might live with schizophrenia, now I'm unreliable,
I'm flakey, you know, I'm potentially dangerous. So, we
have a long way to go.
Q.

Has Beyond Blue commissioned research into that
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question?
A.
No, we haven't, we haven't. Our mandate is to really
focus on depression and anxiety and suicide prevention, but
we are cheering on our colleagues like SANE who are doing
fantastic work to try and measure this.
Q.
Alright, thank you. Can I ask you just one question
about Beyond Blue's work in connection with suicide
prevention?
A.
Yes.
Q.
This is a topic which we'll be considering in greater
detail later on in the Commission's work. You've said in
your statement that:
"Beyond Blue is advocating with many others
for a universal system for suicide
prevention so that all people at any time
at any place can get proper support they
need when they're feeling suicidal. Such a
system should take a social determinants
approach, recognising that suicidality is
influenced by communities, relationships
and a range of socio-economic factors."
There's a number of things rolled up in that. Can I
ask you, specifically in connection with what you've called
"a universal system for suicide prevention", what do you
mean by "a social determinants approach"?
A.
Again, it goes back to not just thinking about suicide
prevention in a mental illness paradigm. There is a
relationship between mental health issues and illnesses and
suicide risk and suicidal behaviour: absolutely
indisputable, but it's not linear and it's more complex
than that.
So we know, for example, that people who think about
suicide or attempt suicide, or indeed die by suicide, many
do live with mental health conditions; but some don't, and
it can be those tipping factors in life that actually cause
suicidal distress.
So, for example, homelessness, losing your job, living
in extreme poverty, or you're just not able to put food on
the table or pay the rent; relationship breakdowns, these
are the life stressors that can massively contribute to
suicidal behaviour and suicide attempts.
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Q.
And, when you say "universal system", what do you have
in mind specifically?
A.
So, there's a number of components to that and I think
the starting point is at a population health level.
Similar to what we have done with, you know, talking about
depression, for example, we need to change the conversation
about suicide prevention, and we need to do that with
confidence. Because we know that - and again I will refer
to a study commissioned by Beyond Blue and released in 2016
that was conducted by Melbourne University and Whereto
Research, that surveyed in a mixed method around 3,000
everyday Australians, and that included a few hundred
people who had had recent experience of suicide or suicidal
behaviour; so they'd either attempted, they'd been
bereaved, self-harmed in the previous 12 months.
What we found from the general community is a level of
concern that was really, really strong about suicide, so
the community's deeply concerned, but feeling quite
impotent in many ways about their role in playing a role in
suicide prevention.
They want to, that's what they told us: we want to do
the right thing, we want to be part of the solution, but
there's still some real myths that exist which are
preventing people from playing an active role.
So, for example, 50 per cent of people who
participated in that study believe that you need to be a
health professional to have a conversation with someone
about suicide, someone that you might be concerned about.
That is not true.
About 30 per cent believe that, if you talked directly
to someone about you being concerned about them being at
risk of suicide, you would make things worse or you would
somehow put the idea in their head. That is not true.
And importantly, the people with lived experience of
suicide and suicidality told us, in no uncertain terms,
they want people to be talking to them about this, but they
don't want - they want people to ask the questions and then
they want them to shut up and listen with empathy, but
knowing that someone cares is really important to help
someone through a suicidal crisis.
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So armed with this research evidence we have been
collaborating with six other national mental health and
suicide prevention organisations to create a - I guess a
campaign called #YouCanTalk which uses social media as its
channel. Really what we're saying to the community is you
can talk about suicide, you can talk safely about suicide,
you don't need to be a professional, these are the
questions you can ask, and this is what you do when you get
a response. This is what to say, this is helpful, this is
unhelpful things to say.
So, we actually are helping people to grow in
confidence and to know what to do, but importantly what to
say; that's the level of literacy we're dealing with, so
that is one thing that we need to do, we need to encourage
those conversations because quite often that can be a
turning point for people.
We also need a system that supports people in
pre-suicidal distress. What we know from lived experience
but also research is that, quite often there is an
escalation path to when people reach suicidal crisis, and
there are flags that actually are in existence. So, how do
we actually support people early, to teach them about the
signs and symptoms?
But also create, for example, low intensity
interventions, these kind of New Access coaching type
things, which again help people to, in very practical ways,
to deal with their suicidal - potential suicidal
behaviours.
How do we keep people safe by using safety plans? And
those can be done on your smartphone now with Beyond Now
safety plan app, which is a personalised plan that you can
make and share with your health professions and your
friends and your family.
Q.
How widely spread is that and has it been actively
rolled out?
A.
Yes. We launched that, again, I think about three
years ago: about 25,500 suicide plans have been made by
Australians.
Q.
And what is a suicide plan?
A.
So, it's a very simple step-by-step process that you
use - it's an app that you download for free and it
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basically takes you through about four or five steps which
firstly identify what your suicidal triggers are. Then it
asks you questions about, and what are the things that help
you to - remind you to keep living? Who are the people
that you trust that you can call on and you can empower to
be part of your solution to keep you safe? And
importantly, what are the crisis numbers that are
hard-wired into this app for you to deal with?
So, really it's just a process that you can work
through step-by-step when you are in suicidal crisis that
hopefully draw you back into living. Because we know that,
for many people, these feelings do pass.
Q.
How have you evaluated how that's working?
A.
Well, predominantly through user feedback. It was
built on very, very solid evidence, including the support
of Barbara Stanley, Professor Barbara Stanley from the US
who's been working in evidence-based suicide planning for
Veterans, in particular in Defence personnel in the states,
and those are often paper-based approaches. So, we've
taken all of those evidence and those pathways and put them
into an app.
The other thing about the app, we've just enhanced it
so that you can actually put photos in, so you can actually
save a photo of someone that - you know, maybe it's your
son or your daughter. You can put music in, maybe it's a
soundtrack that you listen to that actually helps you to
kind of either distract you or calms you down, so very,
very practical things.
We've done a bunch of qualitative surveying of users
to help us to do that latest enhancement, and obviously we
looked at the activity numbers, so the numbers of
downloads, the numbers of plans actually made, and we also
encourage people to share those with their health
professionals and family and support networks.
Q.
A.

And how long did you say that's been going for?
I believe we launched it in 2016/17, around that time.

Q.
What's the thinking about the utility of having it
available on an app?
A.
Well, you can be pretending to be looking at dog pictures of your dog, you can be at the bus stop, and quite
often these are places where people are facing suicidal
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crisis. So, it's a very discreet way of accessing
something and it's there. I mean, many of us are so, you
know, linked to our smartphones these days, they are in our
back pockets constantly, they are at the side of our beds
when we go to sleep at night, so it's there and it's in a
form that we're very familiar with and that we can easily
access, and again, in a discreet way.
Q.
Thank you. We've asked you a number of questions
about what needs to be better done to address the
determinants of mental illness and assist in early
intervention and prevention. One of the things you've said
in your statement is that:
"A consistent theme in the analysis in
which Beyond Blue's been involved is that a
significant challenge is collecting and
linking the right data across jurisdictions
regularly and in as real-time as possible,
analysing patterns and trends and linking
service funding to levels of demands and
outcomes."
What, on the basis of the information available to
you, are the most significant gaps in data gathering
insofar as that relates to Victorian health services?
A.
Sure. Could you indulge me and allow me to just add
one more thing to the universal suicide prevention system?
Q.
Yes, of course.
A.
I think the other really strong evidence is for new
models that are based in the community to assist people who
are in suicidal distress or crisis. At the moment all
roads lead to emergency departments and there are a number
of emerging and established models - what we call safe
spaces in the community - there's a great example at
St Vincent's in Melbourne, the Safe Haven Café; there's a
great example in Aldershot in the UK, and there's some
fantastic work being done by the Red Cross and Wesley
Mission in Brisbane. These are places and spaces in the
community that give people alternatives to going to an
emergency department; they give alternatives to paramedics
for people in suicidal crisis than going to an emergency
department.
I need to clarify, if people are facing
life-threatening injuries, then of course they need to be
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transported to an emergency department. But what we know
repeatedly from studies, but also the voices of people who
live with suicidal crisis regularly, is that they don't
want to go to emergency departments. These are places
where there is hard surfaces, there's bright lights,
there's lots of noise, and these are factors that often
escalate their psychological distress, and where the
incredibly busy professionals quite often don't have the
time that's needed to sit with empathy with someone and
actually work with them over an extended period.
So, if we can create alternative spaces in the
community that have great governance, that are linked to
clinical services when they need to, but that are peer-led,
we know that these services are growing in their evidence
and that they have the potential to significantly reduce
costs to the health system through re-admissions,
representations, the cycling of people in and out and
presentations to emergency departments.
Q.
done
with
A.

While we're on that subject, Beyond Blue's recently
some work with presentations to ambulance services
men?
Yes.

Q.
Did that work reinforce comments you've just made?
A.
Look, it absolutely did. It showed - so six states
and territories shared their ambulance data with Turning
Point, our partners in the research study, including
Victoria, and they tracked over several years the number of
call-outs and presentations and transportations of
ambulance services for men suffering acute mental health
crises and also suicidal crisis.
We know around Australia 82 ambulances are called out
every day, to men only, in suicidal crisis. That's about
three times the level of data that are collected by
emergency departments in hospitals. So, you know, the
official data is really just showing the tip of the
iceberg.
We know from that study that only about 14 per cent of
paramedics felt that they had had sufficient training in
how to deal with this and we need to address that.
It also showed that about 42 per cent of those men had
called an ambulance at least one other time in a 12-month
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period, and 7 per cent - I think 7 per cent - of men in
that group had called an ambulance ten or more times.
So, there's the constant cycling and re-presentation
to emergency departments and then just the letting go of
those people into the circumstances that often added to
their suicidal distress.
Q.
Thank you. I asked you a few moments ago about gaps
in data collection.
A.
Yes.
Q.
Is there a particular point you wanted to make about
missing data?
A.
Look, I think the main point is that, we have these
big investments in big parts of a system that don't talk to
each other, and that's, you know, cross-jurisdictional but
also intra-jurisdictional, and the data linkage is
incredibly important, I think, so that we can start to
track, you know, the correlation and the outcomes around
the link between secure housing, for example, and access to
mental health services.
But importantly, we're measuring the wrong things,
we're collecting the wrong things; we're collecting lots of
activity data so we're collecting - you know, this is
important, the rates of re-admission and the lengths of
stay in hospital for example for mental health reasons.
But that actually doesn't tell us - it's the outcomes
for those people who have been through that system, and
indeed, whether or not someone is alive or dead 12 months
later, to put it really frankly; I mean, those are the
kinds of things that we actually don't measure because we
have the inability to track people in real-time and to know
whether or not an intervention actually worked: whether or
not we put the social and the health supports around a
person to enable them to cope and to recover and to live
well and thrive in their community or not.
Q.
Can I just ask you what you mean by "the ability to
track people in real-time"?
A.
So, for example, we have no idea - so our national
suicide data, for example, is - by the time we get it, it's
two or three years old. There are emerging suicide
registers which do collect suicide data in more real-time,
and that's a great thing.
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But again, you know, having surveillance systems that
are far more real-time, that are more localised, that
enable local services, communities, first responders,
health services, mental health services, schools, to be
identifying emerging clusters of suicide, for example, and
then to wrap-around supports for a school community, for
example, where there might be a spate.
Q.
Thank you. Can I finally ask you this: you have said
in your statement that, in response to our question, "What
are the most significant challenges facing the mental
health system?":
"The first challenge is a lack of long-term
inter and intra government design and
planning and lack of clarity of roles and
responsibilities. This is exacerbated in
times of fiscal constraint and by electoral
cycles."
Can you elaborate on that?
A.
The one point I would really like to urge or plead the
Commissioners to think about is, we have an unprecedented
opportunity with this amazing Commission in Victoria to be
working with and alongside a Productivity Commission that's
happening at a national level; that is looking also at the
whole system.
Part of the challenge - and, you know, I speak from
experience as a recovering public servant, is that, you
know, we very often design systems around us and we design
systems that again categorise parts of people's lives, and
that are around politics and policy decisions that are made
around fiscal circumstances.
Can I plead that we use this opportunity where you
actually work with your colleagues at the
Productivity Commission to fix all parts of the system, and
I think it would be an extraordinary thing if that were to
happen and there be some national policy decisions taken
for genuine systematic change that then can be implemented
in a Victorian sense as well.
So, how can the Commonwealth and the Victorian
governments be working together to show that we can do
this, because we know what we need to do. It's actually
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just - it is complex, it is painstaking, but we can do it
if I think we put aside politics, we put aside short-term
funding cycles, we put aside electoral cycles, and we say,
multiple reviews have told us to do these things.
It is about structural change, it's about new models
of care, it's about new models of thinking. Let's come
together as governments and let's plan at least a decade
worth of plans. Let's actually put accountabilities in
those plans. Let's actually decide the sequencing of the
things that we're going to do first, knowing that that's
not going to make everybody really happy, but we've got the
long-term plan to get there.
Measure success, hold your - set targets, be
accountable, but importantly let's let this thing survive
the slings and arrows of electoral cycles, because people
and families have been asking for this for a long time and
I think it's incumbent on all of us to be part of that
long-term planning and solution.
MS NICHOLS:
questions?
CHAIR:

Chair, do the Commissioners have any

No, thank you very much.

MS NICHOLS:

May Ms Harman be excused, please?

CHAIR:
Please be excused, and thank you very much for
your contribution this morning.
<THE WITNESS WITHDREW
MS NICHOLS:
The next witness is Professor David Forbes.
I just wonder whether we might have a short break; is that
convenient?
CHAIR:

Yes.

SHORT ADJOURNMENT
MS COGHLAN:
Commissioners, the next witness is Professor
David Forbes, and I call him now.
<DAVID FORBES, sworn and examined:
MS COGHLAN:
.04/07/2019 (3)
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yourself comfortable there and get in a position so that
you can be heard in the microphone.
A.
Okay.
Q.
Thank you. Professor, you have made a statement with
the assistance of the Commission, have you?
A.
I have.
Q.
I tender that statement. [WIT.0001.0012.0001] You,
professor, are a clinical psychologist?
A.
That's correct.
Q.
A.

And you're the director of Phoenix Australia Centre?
That's correct.

Q.
The official name is Phoenix Australia Centre for
Posttraumatic Mental Health?
A.
That's correct.
Q.
And we'll just refer to it as Phoenix, but that's the
official name. You've been an employee of Phoenix since
1999?
A.
That's correct.
Q.
A.

Appointed as deputy director at that time?
Correct.

Q.
A.

And director in 2011?
Correct.

Q.
You are a professor with the Department of Psychiatry
at the University of Melbourne?
A.
That's correct.
Q.
And you have a strong background in research, having
authored over 160 publications?
A.
That's correct.
Q.
Can you tell the Commission, please, about your
expertise in the field of psychological trauma?
A.
So, my experience and expertise in the field of
psychological trauma, as a clinician, as a researcher and
as a practitioner working in the field. Speciality in the
assessment and treatment of military and veteran mental
health, first responder mental health, but then more
broadly also with community mental health and trauma,
assault and sexual assault survivors, domestic violence
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survivors, natural and man-made disaster survivors; that's
examples.
Q.
Just in relation to Phoenix, it's a not-for-profit
organisation?
A.
That's correct.
Q.
A.

And it's affiliated with the University of Melbourne?
Correct.

Q.
What's its mission?
A.
The mission of Phoenix Australia is to improve
outcomes for those who are affected by trauma across the
Australian community, working with individuals, working
with organisations, and working with communities more
general in terms of supporting their recovery in the
aftermath of trauma exposure.
Q.
Phoenix has three distinct arms in terms of the work
that it does?
A.
Correct.
Q.
Can you please just detail what they are?
A.
So, there are three arms to Phoenix: they're distinct
but we would see them as interacting and relating to each
other.
The first arm is around research and evaluation, and
that is really trying to better understand the nature of
the mental health effects of trauma: what's the
phenomenology, what's the experience of trauma, how can we
better understand that, as well as research pushing the
dial forward in terms of the improvement of interventions
and treatments for trauma.
Q.
And that's also considering new interventions?
A.
That's considering new interventions, it's testing
existing interventions with different trauma exposed people
with PTSD, as well as testing new intervention, from
prevention, through early intervention, through the
treatment of complex mental health problems following
trauma.
The second line is what we call our policy and service
development area and that's really working with developing
national benchmarks for the treatment of posttraumatic
stress disorder and other trauma related disorders. So,
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there we developed the National Guidelines, the Australian
National Guidelines for the Treatment of Posttraumatic
Stress Disorder through the NHMRC with the engagement of
the health professional colleges, and that becomes a
benchmark that we work with organisations whose members are
affected by trauma in the line of the work they do: that's
military veterans, those who work in national security,
first responders around the country, those exposed to
occupational violence for example, as well as benchmarks
for how to work with communities in the delivery of what
best practice treatment looks like.
The third arm of Phoenix is a workforce development or
a skilled development arm, and that really takes what the
evidence is telling us, it's telling us what the best
practice is telling us, and then implementing that with
organisations and with service providers in training and
teaching what best practice treatment skills look like and
then the delivery of those best practice treatment skills;
that's both at the provider end, providing clinical
treatment, and also to organisations about what best
practice is for caring for one's own members who are
affected.
Q.
And that can be as simple as training managers and
supervisors?
A.
Correct. So, within the organisations, we'll train
those who provide clinical care in best practice
treatments, but we'll also train managers and supervisors
right up through the organisations in how best they need to
provide support and guidance to their own members who are
affected within the organisational framework.
Q.
At present, does that focus on, as you've said,
organisations where their employees might face trauma?
A.
So, predominantly it has. So, those kind of
organisations are, for example, Defence, those in national
security, so a whole range of organisations working
nationally and under the umbrella of Home Affairs:
Australian Federal Police for example, border protection,
customs border protection, and also at first responder
levels around the country: police, ambulance, fire
brigades, and all manner of organisations who are exposed
to trauma in the line of work that they do.
Q.
Can I ask you a question about what psychological
trauma is, and will you address in your answer the clinical
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definition as well as perhaps more what people might
understand in their day-to-day lives as to what
psychological trauma might be?
A.
Sure. When we're talking lay language around
something being traumatic, we usually mean an event that's
caused us an enormous amount of distress or an overwhelming
amount of distress.
In the mental health field specifically, trauma has
quite a specific meaning or definition. And when we're
talking about trauma within the mental health field, we're
talking about more specifically an event that's threatened
a person's life or their physical integrity that they
experienced or witnessed, or a part of via some other
means, for example electronic means.
So it's a little bit different to the word we use for
trauma in the general community, which is about a very high
emotional impact event. In the mental health space we are
talking about fairly specific kinds of events when we're
talking about traumatic, potentially traumatic events.
Q.
Just to break that down: in the field it does have a
particular definition which means that a person must have
been through an event that either threatened their life or
threatened their physical or psychological integrity?
A.
Or witnessed, or witnessed those events, yeah.
Q.
Okay. So, can I ask you about that in terms of, can
you explain more about how a witness might be impacted by
that?
A.
So, certainly when you're exposed to events it still
has the similar psychological impact. So, for example,
commonly reported it would be, for example for ambulance
members coming across the horrific scene of a car accident,
or in the aftermath of combat or conflict, actually being
exposed to the aftermath of horrendous death and
destruction following a humanitarian disaster or a natural
disaster, community members or emergency services or first
responders being exposed to the aftermath. So, one is
being in it; the other is also being exposed to seeing
horror and suffering occurring or having occurred to others
has a significant psychological impact also.
Q.
And so, is the situation where it happens to someone,
that's called indirect - sorry, that's called direct?
A.
Yeah, so where it's direct or where you're part of the
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experience where you're witnessing it.
When we talk about indirect, we're talking about where
you're part of the experience but you're not physically
present. So, for example, for people who work on call
centres for example, 000 call centres, they're not
physically present at the event which can be a major life
or death experience that's going on at the time, but
they're part of it by virtue of the fact that they're
actually transmitting information in real-time.
So, really important is that, you don't have to be
physically present where you're to be part of that event
where you're participating by electronic means, for
example.
Q.
And that then, you might be - there might be indirect
trauma in those circumstances?
A.
Correct.
Q.
What about a situation then of someone watching an
upsetting event on the news: would that lead to indirect
trauma in this definitional sense?
A.
So again here we're distinguishing between - so, the
definition of trauma and what might be extremely
emotionally distressing.
So, for example, watching 911 happen in real-time is
extremely distressing, particularly not knowing what was
going to happen next as well, but it wouldn't technically
meet the criteria for traumatic exposure in relating to the
specific kinds of mental health problems that might emerge
from that.
Again, it's a really important distinction, which is
what it's not doing is diminishing the emotional impact of
things that occur outside of that definition, but it's
saying that they tend to have a slightly different clinical
presentation from those that might meet the more strict
trauma definition, is the clinical presentations of those
look different to other kinds of emotionally demanding or
impactful events outside of the trauma space.
Q.
Okay, so just in terms of considering psychological
trauma in the way that you've described it, can you just
give an example of the type of events that might be
traumatic in that definitional sense?
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A.
Sure. So, common is physical and sexual assault,
surviving disaster, natural disasters, man-made disasters,
domestic violence, childhood neglect and abuse; more
broadly, issues in relation to combat or exposure to horror
or death occurring for others, all those kinds of events
are potentially traumatic events.
Importantly, evidence tells us that about 70 per cent
of Australians have experienced a potentially traumatic
event at some stage of their lives, so it's very common to
actually experience a potentially traumatically event at
some point in your life. And that data is consistent with
what we see internationally as well.
Q.
Just before we get into further discussion about the
potentially traumatic event, can I just take you back to
the kind of things that you were describing that may be
traumatic for people. So, for example, if there's some
kind of sexual or physical abuse, just taking that as an
example, you would call that a traumatic stressor?
A.
Yes, I would.
Q.
Is there a difference between things that might be a
primary stressor and then a secondary stressor?
A.
Sure. So probably a clear example of primary and
secondary stressors, take for example a natural disaster:
bushfire, floods, so we'd see that as a primary stressor,
primary traumatic stressor. Then there's a whole series of
what we'd call secondary stressors that occur afterwards,
which is your loss of income as a result of that event,
your loss of your home as a result of that event,
navigating your financial future, navigating with insurance
companies to be able to rebuild and reconstruct your home,
the loss of your social network. All of those things are
the secondary stressors that can flow on from the primary.
Really important is that these secondary stressors
further increase the risk of developing mental health
problems in the aftermath of these events.
Q.
Are there also other types of the secondary stressors
in terms of the things that might flow on from an event?
A.
Sure. So, the other kinds of secondary stressors are
the way that people respond to you afterwards also. So,
after an event, for example, where we're talking about
sexual or physical abuse, the degree to which others you're blamed for that event or feel like you're ostracised
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in talking about that event; engaging in a legal process
whereby you feel like it's an adversarial process and
you're made to have to justify your experiences, all those
are the kinds of what we might call interpersonal or social
secondary stressors that might occur afterwards that again
ramp up the risk of developing a more serious mental health
response to the primary event.
Q.
Can you just please describe what complex traumatic
trauma is?
A.
So, we use the word complex trauma when we're talking
about traumatic events that are repeated, so where they've
occurred a number of times, and also where they have gone
over a course of a number of years, and also where they are
interpersonal in nature; so ongoing physical or sexual
abuse, domestic violence, kidnapping, incarceration,
interrogation, those kind of events are the kind of events
that lead to - kind of events we tend to classify as
complex trauma.
Last year there's a new diagnosis came out in the
international classification of diseases which is actually
complex PTSD as a new diagnosis recognising different kinds
of trauma exposures that fit the criteria of complex
exposure.
Q.
What about the concept of developmental trauma in
children, can you just describe that, please?
A.
So, in children, obviously where they're experiencing
these kinds of events we describe this as developmental
trauma where the child's been exposed to kind of ongoing
abuse, neglect, and the abuse being physical or sexual
abuse, so particularly at critical stages of life this can
have a highly significant impact on mental health recovery
going forward.
So, when we think about complex trauma and we think
about complex PTSD, ongoing childhood abuse, physical and
sexual and neglect, are core features in what we would
routinely be first off thinking about in relation to those
difficulties.
Q.
We heard from Georgina Harman this morning about
psychological trauma being a determinant of mental illness;
that may be evidence that you heard. What are common
disorders that can flow from traumatic events?
A.
So, the most common mental health problems that would
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flow on from traumatic events are posttraumatic stress
disorder and depression; we also see other anxiety
disorders, like panic disorder, agoraphobia, substance use
disorders, and in the more - it also is a risk factor for
more severe mental illness, like schizophrenia, bipolar
disorder and severe - like, significant personality factors
such as borderline personality disorder.
But it's probably important to say that depression and
posttraumatic stress disorder are the most common, and in
fact posttraumatic stress disorder is the second most
common mental health disorder in Australia. So, we have a
current prevalence rate of about 4.4 per cent, which means
over a million Australians in any given year experience
posttraumatic stress disorder.
Q.
Earlier on you mentioned the phrase "potentially
traumatic event", I want to ask some questions about that
now. It's the case, isn't it, that not everybody will go
on to develop some kind of disorder or illness following a
potentially traumatic event?
A.
Yeah, that's correct.
Q.
And so, what are the factors that might contribute to
whether someone does?
A.
Okay. And, hence we call these events - (phone
rings).
Q.
Glad it's you.
A.
My apologies, I'd sworn that was off. My apologies,
Commissioners. When we think about potentially - we call
the term potentially traumatic events because, for exactly
the reason that you've mentioned, but the reality is that
not everybody develops a mental health disorder or problem
in the aftermath of exposure.
There are three levels of risk factors we think about:
we think about who likely develops and who doesn't. Some
of those are pre-event risk factors, some of them relate to
the event itself, and some of them relate to what happens
afterwards.
When it comes to pre-event risk factors, they are kind
of pre-existing biological vulnerabilities, they have a
pre-existing history of mental health problems, they have a
previous history of exposure to trauma.
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When it comes to the event related factors, these
become more complex. So, the event related factors fall
into a range of camps. So, one is the degree to which your
life is threatened, the degree to which you think you're
going to die is a significant factor in terms of increasing
risk.
The degree of physical intrusion into your physical
integrity, so sexual assault increases the level of risk.
The degree to which - how long it goes on for, so duration
of the event increases risk; how many times things happen
increase risk. So, those things increase the likelihood of
developing problems.
The other part are issues that we call predictability
and controllability, which is to what degree did you feel
like you had some control at the time and to what degree do
you feel like it's predictable. A kind of a routine or
simple example would be, being assaulted for example
walking down the street at night in a street that you knew
to be the most dangerous street in Victoria, compared to
being assaulted in a very similar way watching television
in your back room at home and someone comes through the
back window.
So, those events, the assault may be the same, even in
the level of severity, but the implications in terms of the
impact on you, what your belief is about safety in the
world and predictability of the world and your capacity to
control events around you change dramatically.
The other part of events that are important is the
reaction at the time, and the two reactions at the time
that tend to heighten risk are: naturally enough when we're
threatened our body's alarm goes off and we get what we
call hyperarousal, which is extremely keyed-up. How
keyed-up we get and how long that goes on for, the degree
to which it settles or doesn't settle is a really important
predictor.
Or the opposite, whereby we short-circuit and we
switch off emotionally and feel nothing, where we feel
distanced or separated from the event and feel like we're
watching the event from outside where we feel like we'll
shut that off or shut that down, and that's what we call
disassociation, so those kinds of reactions also give us a
clue as to risk.
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The last group of factors is what happens after the
event, and the two critical elements there are the degree
to which there is an ongoing experience of stress. So, for
example, coming back to the example I gave you before about
primary stressors and secondary stressors: in the aftermath
of a natural disaster when we're having difficulty, where
we've lost our income and we're dealing with insurance
companies and having trouble rebuilding our home, where
you're having difficulties regaining your employment, those
kind of secondary stressors considerably ramp up the risk.
The other key factor is social support, the degree to
which we have others around us in the aftermath of these
events that provide support; with whom we can talk, with
whom we can share, with whom we can process this event and
who provide us with empathic and caring responses rather
than critical, negative and judgmental responses.
So, those factors predict - it's probably really
important to say, when we have done meta-analyses which is
analyses that have pooled all of those risk factors
together, the factors that come up strongest are, once we
start to ramp up those event-related risk factors, that
becomes a key determinant; but the next one down the list
is not what you were like before, it's the kind of supports
that occurred afterwards, both in terms of stressful events
and support.
From our perspective as an organisation, as
individuals focused on improving systems, that's good news
because that's an area we can do a lot about. We may not
be able to do a lot in the clinical space or in the service
space although this Commission will in relation to the
nature of the social determinants that Georgie was
outlining earlier.
But what we can do is do a lot to support people
afterwards, and we know we can get an enormous bang for
buck in terms of improving and supporting people in the
aftermath of exposure and that can make an enormous
difference in the terms of the trajectories of their
recovery afterwards.
The first words that are said to you after you're
exposed to an event like this can make a huge difference in
terms of your belief about it, your attributions about it,
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the degree to which you felt it was your fault or not,
the degree to which you felt you did the right thing or
not, because in those first few hours or days, that memory
is still bubbling around in your head and you're not quite
sure what to make of it and you are very sensitive to what
the people around you say and that has a role in forming
the way that you think about it.
Q.
I'm going to ask you a bit more about that shortly,
but really, just to summarise the factors that contribute
to the development of some kind of, I guess, an impact on
someone's mental health, you've said pre-event risk
factors, event-specific risk factors, and then finally the
post-event risk factors, and is it the case that, of those
three, the only one that can be controlled is the
post-event risk factors?
A.
Look, that's true depending on where we sit: obviously
there's lots that we can do as a society to try and
mitigate as a society the social determinants, there's lots
we can do to try to minimise the experience of violence in
the community, so there's a lot we could do to try and ramp
down what the exposures are like and there's an enormous
amount that we can do there in terms of reducing violence
in all its shapes and forms.
From a mental health service system perspective,
that's right, that's where we really come into - which is,
what do we do afterwards? And that afterwards means in the
immediate afterwards, through to years, decades down the
track in terms of ongoing chronic mental health problems.
So, there's a lot we can do in that after space.
Q.
What can you say about whether factors such as
individual resilience impact on the risk of developing a
disorder?
A.
Look, resilience is a term that was used and was
outlined earlier, it kind of tends to mean different things
and it can get a bit tautological in its definitions,
really. When we do think about resilience we think about
individual factors, social factors, systematic factors that
build an individual and community's capability to be able
to flow and respond to a traumatic exposure and to either
maintain functioning or regain functioning.
The reality is, in the evidence base at the moment, is
there's we, our colleagues internationally, there's lots of
people in the context of trauma working in this area and
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the reality is the evidence base is growing but it's not
very strong. So we don't - we are confident about what we
are suggesting but we don't have a very strong basis for
the effectiveness of it but it's growing, and they are
working on the individual, on the family, on the community
or, if you're working in an organisational setting, on the
organisational factors. So, we're clear enough about what
to try and do, it's not as though it's a complete green
field, we know about what to do as we build the evidence
base but the reality is, we're not as absolutely sure on
the basis of the evidence about what works in terms of
resilience building.
Where we become much more confident is in relation to
early intervention for emerging signs.
Q.
Okay, and we'll get to that in a moment. In terms of
this concept of early intervention, why is it important in
this context?
A.
For two reasons: one is, if we can intervene in the
trajectory very early on, then the mitigation and
minimisation of pain and suffering on an individual level
is enormous. So that, we know that, in terms of the
developments of PTSD, the risk of developing PTSD if we
don't intervene for someone who's experiencing those
problems or early signs of those problems and using PTSD
just as a working example - as I said there's all manner of
mental health problems that can emerge afterwards, but just
using PTSD as a working example.
We know that, for example, PTSD causes pain and
suffering in its own right, it impacts on work, it impacts
on family, it has multigenerational effects. The only
problem is it also doesn't stay just as PTSD. People with
PTSD tend to accrue other problems like depression,
substance use, and then as circumstances around them start
to struggle, from family, from a vocational perspective,
then that further increases the likelihood of mental health
problems.
Part of the concern is, unless we intervene early,
we're running the risk of increasing the trajectory towards
significant distress, and then we start to get into the
nexus between PTSD, depression and substance use and the
risks for suicide increase significantly.
Q.

How can those post-event risk factors that you
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referred to earlier be mitigated by providing support
early?
A.
So when we think about support I guess we're thinking
at two levels really. We don't yet have the post-event
universal panacea, which is, is there something we can do
for everybody in the immediate aftermath of an event that's
going to protect them? We're not there.
As you can imagine, it's the Holy Grail that we and
our colleagues internationally are working continually
trying to think about this. At a psychological and at a
pharmacological end is there something we can do afterwards
that's going to protect people from developing significant
mental health problems. We're not there.
What we have as international best practice, so what
do we do in the aftermath of an event? We have a process
called psychological first aid, and psychological first aid
is a stepped process of how to support people in the
aftermath.
As we said before, really importantly, people have all
different kinds of patterns of responses to these events
and the last thing we want - and people are naturally
resilient in many respects. As we said, 70 per cent of the
Australian population experience traumatic events, and a
far smaller number than that actually develop mental health
problems in the aftermath of these events and we know this
from the way we deal with trauma and adversity in everyday
life.
The last thing we want to do is intervene to cut
across people's natural coping strategies that work well
for them. So, psychological first aid is a process by
which we provide general advice and support, identifying
where people are at after an event, we're looking out for
some of those signs that I described to you before of a
shutdown or extended hyperarousal or feeling overly keyed
up or wound up, and we're providing some grounding or
calming where that might be the case.
We're providing people practical support for what they
need after an event, getting in contact with loved ones or
getting something organised for themselves and we're
keeping our eye on them for the first week and we're
looking to see whether these things settle down, providing
them with the support that they need on an individual
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basis.
Q.
Who provides the psychological first aid?
A.
It depends on the context, it doesn't need to be a
mental health professional. So, for example, in the
aftermath of a natural disaster that can be - frequently
NGOs would provide that, Red Cross, others. In an
organisational context, for example they often have peer
support workers who will provide that. Also training for
managers and supervisors in providing simple psychological
first aid.
When the person they're supervising returns, whether
it be a firey, ambulance member or a police member, kind of
returns back after an event, the simple things that you
would say in order to assess, support and then watch: you
know, what might be different in terms of this person, what
they're saying, how they're acting, their behaviours, their
engagement, their withdrawal. Simple things you can do and
then support them in doing so.
So psychological first aid can be done by those who
are part of the person's network, and even the way the
families may support each other afterwards. The critical
part also is, allowing the person the opportunity to talk
about this event if they want to.
Historically, the Commissioners may be aware of a
process called psychological debriefing, and about 20 years
ago there was a view that, in the aftermath of a traumatic
event, it was really important to talk about the event in
great detail with a debriefer who was provided for you.
The reality is, we know that - we've got data now that
says that doesn't prevent the development of PTSD. We also
know that for a group of people it actually can make them
worse. Where their preferred method may well be to not
necessarily - they might want to talk about it but not
necessarily with the person provided for them, they want to
talk about it with friends, families, their mates from
work, whoever they might elect, and they want to talk about
it when they feel comfortable talking about it.
Some want to talk about it straight away, others want
to get back a sense of control and talk about it then, so
really important we don't cut across the way people respond
but provide the psychological first aid which gives them an
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opportunity to talk if they want to talk and then the
supports that they need.
Q.
You referred earlier to the idea of watching. So,
after this initial, I guess, psychological first aid and
the response that's involved there, is the next phase a
term known as watchful waiting?
A.
And watchful waiting is just, as you're providing that
support you're keeping your eye out for changes in
behaviour, emotion and how the person is settling over the
course of those first days and weeks, and with a view that,
in about a week or two weeks if the person is still highly
distressed, that's an indication for a more formal early
intervention response, and there we're starting to move in
territories like, for example, treatment of acute stress
disorder which can be diagnosed between two days and four
weeks, or posttraumatic stress disorder, and there our
evidence becomes much stronger also about what to do to
best treat that person at that time.
Q.
We'll come back to that in just a moment. I just want
to ask you before we do about trauma-informed care and how
that fits in what you've been talking about.
A.
So, trauma-informed care is something that applies all
the way across the spectrum and probably something that
I'll also come back to later, which is, trauma-informed
care is not a formal treatment but it's recognising that
for people who have been affected by trauma, they are
likely to be responding in certain ways, they'll be more
sensitive to the way that they're spoken to, particularly
in the nature of their experience, particularly if their
experience is one of physical or sexual abuse or childhood
abuse, they're very conscious about the way in which they
are spoken to, the cues and triggers that are used in
conversations.
So trauma-informed care is really around being aware
of what the cues and triggers are and finding ways to
interact with the individual or the person with PTSD for
example to minimise the degree to which those interactions
are setting off these cues and triggers in terms of their
emotional reactions.
So an example of that could be, within health service
systems for people working with substance use disorders,
many of them are trauma exposed, many of them have PTSD.
The interaction might be around substance use but being
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aware of the degree to which the person might also be
trauma exposed and that can influence the treatments you
use.
Or even in the broader service system with
homelessness services, with forensic systems, with judicial
systems, legal systems, how one interacts with a person
who's trauma exposed can make a huge difference in terms of
how they experience that interaction, the degree to which
it is calming for them or makes them worse, and indeed
their capacity to get value out of that interaction where
you're able to even communicate the information you are
wanting to communicate.
The likelihood of the person with PTSD understanding
what you're saying if what you're saying is replete with
cues around their trauma, the likelihood is their head has
gone to the trauma place and they've stopped being able to
process what's being said.
So, really important around trauma-informed care and
that can occur across all of the system. It's not about
treating PTSD; it's about knowing about how do you talk to,
how do you set an environment that's comfortable, and how
do you support someone who's trauma affected in the work
that you're trying to do, whatever that may be: health
related or more broad.
Q.
A.

And that's something that can be trained?
Definitely.

Q.
I'll come back to ask you about that later. Just in
terms of the best practice when it comes to early
intervention into trauma-related mental illness; you began
to talk about this earlier in the context of treatment for
acute stress disorder and PTSD. Can I just take you back
to really talk about when there might be a diagnosis, for
example, of acute stress disorder?
A.
So, for example: so, acute stress disorder can be kind
of diagnosed between two days and four weeks, and the
symptoms of acute stress disorder are: memories keeping
coming back about the traumatic event, trying hard - being
distressed at reminders of it, trying hard not to think
about it, or feel anything, trying to shut it down.
And simultaneously with all of that, a sense of being
very keyed up or on edge and kind of almost ready for
.04/07/2019 (3)
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another event to happen: so, sleep problems, concentration
problems, hypervigilance, so a sensitivity for where people
are and where your safety points are, being easily
startled, so these are kind of some signature features of
acute stress disorder, for example, and we do have good
evidence-based treatments for acute stress disorder and
posttraumatic stress disorder.
Q.
Just in terms of the progression, if the symptoms
you've described persist for four weeks or more, is that
when there may be a diagnosis of posttraumatic stress
disorder?
A.
So, after four weeks, you would make a diagnosis of
posttraumatic stress disorder. Between two days and four
weeks it would be a diagnosis of acute stress disorder.
There are minor differences between the two, but they're
largely inconsequential; it's more an issue about time.
Q.
A.

And duration?
Yeah.

Q.
So, you were going on to talk about the treatments for
acute stress disorder and posttraumatic stress disorder.
There are four treatments that are recognised globally as
best practice when it comes to the treatment?
A.
Yeah.
Q.
Can you briefly just say what they are?
A.
Sure. So, internationally, so in our Australian NHMRC
guidelines are international guidelines, and we've just
finished the International Traumatic Stress Society
guidelines, of which I'm Vice Chair of that process.
So there are four key treatments, all of them are what
we call trauma focused psychological therapies. At the
moment the strongest evidence is four psychological
therapies. The names of them are: prolonged exposure
therapy, cognitive processing therapy, eye movement
desensitisation reprocessing therapy, and cognitive
therapy. Probably they are remarkable for their
similarities rather than their differences.
in a
with
them
been

The core elements of all of those therapies really are
safe and supported way, hand-in-hand with the person
PTSD is to do three things: one is to address to help
work through the traumatic memory itself. They have
through an event, they have this repeated traumatic
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memory that is causing them an enormous amount of distress
and destabilising their lives and impacting on their
relationship with others and functioning. It's helping
them to confront and work through that event in a safe and
supported way.
One of the key features of posttraumatic stress
disorder and these traumatic stress responses is what we
call avoidance, which is: I don't want to think about it, I
don't want to talk about it. But what we know from
evidence is the more we try and push it away the more it
tends to bounce back. So a really core part is helping the
person work through that.
The second part is, traumatic events like the ones
that I've described dramatically effect the way we think
about ourselves, the way we think about humanity and our
relationship with other people, the degree to which we
trust other people or not, and the belief about the world
in which we live. And so that also within PTSD can get
stuck in a way that's hampering recovery.
So, the second part of treatment actually helps the
person work through, how are they thinking about this event
in relation to themselves, their relationship with others
in the world, and helps them work through that to a
position that's orientated towards recovery.
The last bit is, the person starts to organise their
life, small at first but then it grows, which is organise
their life away from anything that reminds them of what
happened and they start to avoid potentially more and more
things and their life starts to shrink and shrink and
shrink over time.
The last part is what we call in vivo exposure or
dealing with experiential avoidance, which is helping
mapping out for the person all the things that they avoid,
particularly things that impact on their lives, being able
to go past a cue, but that cue that they're avoiding was on
the way to being able to pick the kids up from school, so
now they don't pick the kids up from school. Now I don't
work where I used to work because it's got that cue.
Things that impact their life dramatically.
Their capacity for meaning and functional roles, and
we map those out and we help the person gradually start to
.04/07/2019 (3)
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reclaim those events and start to do those events again.
So, we're not only bringing symptoms down, we're actually
trying to regain full levels of functioning.
So all of those three things are done hand-in-hand
through all of these therapies in different ways. As I
say, the similarities are more obvious than their
differences.
Q.
What is known about the clinical effects of those
treatments?
A.
So, we get very large clinical effects. By and large
what we would see is about - and these are the best we have
- about a third of people with PTSD would recover
completely from their PTSD. About a third will get
significant improvements but still have some ongoing
problems, and for a third of people that first dose of
treatment may not be adequate and may not change things
much.
Particularly when we start to talk about, for example,
in asking before about complex trauma and complex PTSD,
which starts to include when we talk about repeated and
ongoing trauma, both whether it's as a child
developmentally or as an adult, repeated ongoing trauma,
particularly of an interpersonal nature, physical or sexual
abuse, and we develop something with a core complex PTSD,
we start to see more difficulties in managing emotions,
more difficulty in managing interpersonal relationships and
more difficulty also, and more impact in terms of self
perceptions, thinking negatively, deeply negatively about
one's self.
So in the context of those that have complex PTSD we
have targeted interventions to support the interventions I
just described to you. But by and large we talk about
responses, the rule of thirds. We and others are pushing
hard at trying to identify how do we get better adjuncts to
these treatments, how do we get new treatments that
actually also might improve that third who aren't
responding currently; there's lots of activity in that
space.
The biggest issue I guess that's worth flagging though
is, even with those best treatments we have, the reality is
that a number of practitioners out there who are trained up
and skilled in delivering these best practice treatments is
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extremely limited and the likelihood of someone with PTSD
going to see their local practitioner, mental health
practitioner and getting one of those treatments is about
30 to 40 per cent.
Q.
What about the training in these treatments then in
that profession? Is it readily available or not?
A.
So, in clinical training it's mentioned but mentioned
briefly. Training is available for practitioners but often
it's not widely available. The other issue that I'm sure
we're likely to come to later on is the issue about
availability of actual services for trauma survivors to
access who could deliver these treatments.
Q.
What kind of services are you talking about?
A.
So currently the way, if we're talking - currently the
way services are set up within Victoria, for example, is if
you have - there's the Centres Against Sexual Assault which
provide support for you if you have - if your trauma has
been a sexual assault. There's support services for
veteran and military personnel funded through DVA, or
through health insurers, through WorkSafe if you're exposed
at work, or alternatively through Foundation House for
example for refugees and asylum seekers.
Part of the issue is, unless you fall into one of the
designated categories that a service has been set up for
you, or your recovery is funded through an insurers, the
Transport Accident Commission for example, there's no clear
pathway to, where do you get this best practice treatment.
Currently within the mental health service system
within Victoria, community mental health and hospital based
mental health is really focused on serious mental illness,
and that's extremely important, but posttraumatic stress
disorder and trauma related disorders of the high
prevalence variety, PTSD, anxiety, depression,
posttraumatically tend not to be treated within community
mental health environments, hospital or in mental health
community settings.
So, unless you fall into one of those categories of
specific funder or specific type of exposure, there isn't a
clear place that you might go to for care. There is the
Commonwealth Medicare system which is six sessions plus
four. The minimum dose, the minimum effective dose for the
treatment of PTSD, even mild to moderate PTSD, is ten to 12
.04/07/2019 (3)
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sessions, and that's the minimum mild effective dose. When
you're talking about complex problems it gets much more
significant.
Q.
You said the ten to 12 sessions, you're talking about
weekly sessions?
A.
So weekly sessions would be commonly used. We are
currently trialling and our colleagues internationally are
currently trialling can we do so in a more intensive way.
So, for example, we're doing a trial at the moment
through Veterans Affairs, Defence and NHMRC to say, well,
ten weekly sessions versus ten sessions over a two-week
period, what are the equivalent - are we getting equivalent
effects and what does that mean and can we then provide
this as an option for trauma survivors with PTSD so the
people can choose around what kind of effectiveness and
whether they what to do an immersed, more intensive
experience or whether they'd prefer it to be spaced out,
but at the moment we don't have strong evidence around
that.
Q.
But in any event, the minimum required is between ten
and 12 sessions?
A.
Yep.
Q.
What about funding of those services?
A.
So, at the moment - funding as in what funding exists
for those services?
Q.
What funding needs to be provided for those services?
A.
Well, one possibility is the question of funding; the
other question is, are there parts of the existing service
system whereby the treatment of posttraumatic stress
disorder might be able to be located?
One example, Victoria is richer than other states in
having community health centres around the state, and those
community health centres have a mental health capability,
but they wouldn't routinely be set up where the mental
health capability would be trained up and able to treat
posttraumatic stress disorder of whatever its origin.
So one is the potential, and whether it's this
Commission or elsewhere, to be lobbying at a federal end in
terms of Medicare for moderate PTSD or severe PTSD to
increase from six plus four sessions to something that
.04/07/2019 (3)
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looked like it would be an advocate dose in terms of making
it available to trauma survivors.
The other is also thinking more broadly about where
within the health and mental health service system within
Victoria, we can have a skilled-up capable workforce
embedded within these existing structures and services to
be able to deliver PTSD treatment at a local community
level within a local multidisciplinary health environment.
Q.
A.

That could then also encompass referral pathways?
Indeed.

Q.
And also the delivery of trauma-informed care which
you spoke about earlier?
A.
That's right, that's right. So, at a minimum we would
want the community mental health services and community
health services, even without that embedded capability, to
be trauma aware, trauma informed, in relation to people
from the community that they're dealing with that have been
exposed to trauma and being aware and sensitive to how to
speak, what their needs might be and what triage and
pathways might look like.
At the moment we at our centre, and this is shared
from my colleagues around the country, but speaking from
Victoria, we will get calls all the time from people with
PTSD who don't fall into one of those specific funded
agencies, and so, where do I go for treatment?
And we might be able to identify a provider or two
providers here or there, but in the absence of a funding
line to support it, if they don't have an insurer backing
and it's very difficult, and they're getting the Medicare
six plus four, and even finding the number of providers out
there with skills in being able to treat PTSD, which is a
unique set of skills, and make an enormous difference to
trajectory. It's rare.
So, the potential to use this forum to be able to
build the capability around the capacity to treat PTSD,
funding lines or embedded in service systems that might
exist already to make that accessible to the community
irrespective of their kind of exposure.
Q.
An example of someone who may not fall into one of
those established streams is an adult survivor of physical
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210

D FORBES (Ms Coghlan)

Transcript produced by Epiq

267

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

or sexual abuse?
A.
Potentially.
example, yeah.

Q.
Just finally, one of the things you mention in your
statement that's been provided to the Commission is that
the system needs to be more adaptable to change. Can you
just explain that, please.
A.
I think in an area like posttraumatic stress and
trauma, where we are learning more all the time about its
impact, and having clear mechanisms whereby new information
can be fed back into the service system to be able to - one
is, you know, I was describing before, the gap between best
practice and routine care at the moment and expressing some
concern about that gap. But even then, once we address
that gap, the critical part is around prevention, around
early intervention: at hospitals, accident and emergencies.
As we learn more about - we've got psychological first
aid now, building up their capability and that now, but as
we learn more around evidence-based practices that more
confidently and specifically can influence the trajectories
and protect people in the aftermath of trauma, a mechanism
by which they can be fed back on a state basis. And at the
moment that's fairly piecemeal in the way that that would
occur. It really is about engaging each agency on its own
rather than having a coordinated state response across the
different manner of exposures and as it's reflected in
different parts of the mental health service system and
other jurisdictions coming under the control of state: for
example, justice.
MS COGHLAN:
Thank you.
any questions?

Chair, do the Commissioners have

COMMISSIONER McSHERRY:
Q. Thanks, professor, for that
evidence. Just a quick question, and it may be beyond the
scope of your expertise, but I understand in relation to
natural disasters in particular there's an emerging
literature about posttraumatic growth.
A.
Yes.
Q.
I'm just wondering, is there anything that we can
actually hone in on in terms of supports for people that
might lead to that growth: that people not only recover,
but they flourish?
A.
M'mm. Look, thank you for the question. Absolutely.
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So, the area of posttraumatic
we're challenged by events we
different ways and develop an
psychologically, emotionally,

growth, so the idea that when
kind of develop and adapt in
ability to extend ourselves
relationally; it's growing.

There is an evidence base now behind posttraumatic
growth. It's observed as a phenomenon, so we see it there.
Interventions to promote posttraumatic growth are not
strong but there's attention towards it.
But a very simple way is actually even orienting
people to the idea that these events challenge us in
different ways and not just thinking in a way that, you
know, the only impact it has is nothing at all or damage:
the idea is actually we all extend out of these events as
well and pointing people to it.
Writing therapy, for example, is used a lot in
relation to promoting: how has this event changed you? And
in thinking about this, we want you to be thinking about:
how has this changed you? Do you see the world in a
different way? Are there some ways in which you see your
own personal strengths in different ways? Are there ways
in which you see the meaning of life differently and the
things that you might value into the future differently?
So there's ways to facilitate that.
The intervention is in its fledgling stage but I think
posttraumatic growth as a phenomenon is now gaining a lot
of currency. We co-host a conference every two years, the
Australian Conference on Traumatic Stress and we'll be
inviting out for that - the keynote for that is Professor
Richard Tedeschi who is probably one of the lead
researchers and clinicians in the area of posttraumatic
growth. So, if that's of interest to the Commission, I
would encourage you to hear Richard and we can also try and
make him available to you as a group.
COMMISSIONER McSHERRY:

Thank you very much.

CHAIR:
Q.
There are other points I'd like to ask,
professor. The first is, you've talked a lot about the
impact and availability of these sort of interventions and
the need for a greater skilled workforce. Can you talk to
the issue of how able we are to deal with these issues and
have both the models of care and the practitioners
available to work directly with children who might be
.04/07/2019 (3)
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exposed to, directly and/or witnessed, extreme violence and
other circumstances?
A.
In terms of the availability of the workforce to work
around children?
Q.
And the efficacy of the intervention?
A.
And the efficacy. So, there are - so, the kinds of
interventions I described before are consistent for
children and adolescents as well as for adults, so those
principles.
How traumatic stress is expressed in kids is
different. We tend to think more about internalising and
externalising symptoms amongst kids. But those treatments
have a good evidence base around kids and adolescents as
well. The evidence base is smaller but still clear that
trauma-focused cognitive behaviour treatment is our best
and most effective method for kids.
The degree to which the child and adolescent mental
health services? They're certainly more trauma aware than
the adult mental health services might be, and certainly
open to the way in which trauma might be managed. Having
said that, I still think that there would be value in
thinking about how to build and enhance the capability of
CAMHS services for example in relation to trauma awareness,
trauma-informed care, and then the potential to actually
build in primary trauma related mental health
interventions. I'd see all those three things as three
capabilities to potentially enhance within child and
adolescent services.
And also, there's kind of accident and emergency
within the Royal Children's as well which is very trauma
aware and would be a leader, in my view, in terms of - if
anything was done in the state around CAMHS, that the
trauma unit at RCH would be a terrific partner in that.
Q.
Thank you. As a follow-up, though, we've also heard
in the course of the last few days in our community
consultations that, whilst increasingly we understand
intervening early to change the trajectory that you have
spoken about this morning is important, many people have
still faced barriers.
One of them can be a reluctance to acknowledge the
experiences they have had or a view they have to suck it up
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and just deal with it. Do you think that's changing? Do
you think that we are having people more aware of the needs
for them to acknowledge and get early help?
A.
I think it's changing, I think it's still a barrier,
definitely still a barrier. So, for example, we have just
done - well, call it Pathways to Care, a study with
Defence, for example, so young Defence members. Now, that
has come some way, for example, in terms of attitudes to
help seeking and care seeking, but there's still a long way
to go in relation to people's preparedness to acknowledge
the difficulties.
Particularly when it comes to trauma exposure
specifically, there's the sense that I should be able to
handle this. And, when's the right time and what are the
cues for knowing when my difficulties have gone on long
enough and it's time to seek help.
And critically a belief in the effectiveness of help,
which I think is as much a part of it as anything. That's
certainly what we've found in our work as well, which is,
this inter-relationship between preparedness to recognition of a problem, preparedness to help seek, but
also the belief in the effectiveness of the system to help
you.
And where that third part isn't there, it really ramps
up vulnerabilities on parts 1 and 2, which is, there's no
point really thinking about it, there's no point looking
inside and there's no point asking for help if I don't have
a belief in that. And at the moment we're falling down a
bit in part 3. We've worked very hard on parts 1 and 2,
but trying to convey the message that we've got good
treatments out there that are available and can help you;
that bit goes a long way to then addressing it.
What we've found in some of the other stuff, research
we've done, is that people, despite their reluctance to
seek care, one, appointed there often by family and
friends, but secondarily will seek care anyway if they
think it's going to help them, even if they don't want to.
Even if they fear it's stigmatising, they'll do it if it's
going to work, but what's going to stop them going through
the pain and suffering, of the stigma of seeking care, is
if the feel like it's not going to help them anyway.
In the area of PTSD that's a big problem specifically
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because of the availability of effect - availability of
treatment and messaging around effective treatment
CHAIR:

Thank you very much.

MS COGHLAN:
CHAIR:

May he be excused?

Yes.

<THE WITNESS WITHDREW
MS COGHLAN:
Chair, is now a convenient time to break for
lunch? The next witness will be called at 2pm and that's
Melanie Hill.
CHAIR:

Yes, adjourn.

LUNCHEON ADJOURNMENT
UPON RESUMING AFTER LUNCH:
MS COGHLAN:
The next witness to be called is Melanie
Hill. Her evidence is the subject of a non-publication
order. Chair, will that order be made now?
CHAIR:
Yes. The Royal Commission has made an order
pursuant to the Inquiries Act 2014 prohibiting the
publication of any information that might identify the next
witness who is about to give oral evidence to the
Commission.
The witness will be referred to as the pseudonym
"Melanie Hill" and her daughter as "Natasha Hill" and those
are the pseudonyms that will be used throughout this
hearing today.
I would like to remind all persons present, including
the media, that any material which would enable the
identification of this witness cannot be published.
The hearing of Ms Hill's evidence will be limited to
those people attending today's hearing. For those watching
on the live stream, there will be no live streaming of this
portion of the evidence. A copy of this order has been
placed on the door of the hearing room and, once the live
stream has been cut, counsel may please call the witness.
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Thank you, Chair.

(Live stream cut.)
MS COGHLAN:

I call Melanie Hill.

<MELANIE HILL, affirmed and examined:

[2.03pm]

MS COGHLAN:
You're giving evidence today under the name
of Melanie Hill?
A.
Yes.
Q.
And you provided a statement in that name with the
help of the Commission?
A.
Yes.
Q.
I tender that statement. [WIT.0001.0013.0001]
Melanie, you have a daughter who is currently 16 years old?
A.
Yes.
Q.
And she suffered from mental health issues that impact
pretty much every aspect of her life?
A.
Yes.
Q.
She currently has a diagnosis of borderline
personality disorder?
A.
That's correct.
Q.
A.

When did she first receive a diagnosis of any kind?
Aged 9.

Q.
And so, between the ages of 9 and 16, can you please
tell us what diagnoses she's had?
A.
Started out with generalised anxiety disorder,
oppositional defiance disorder, separation anxiety, conduct
disorder. Moved through an autism assessment. She was
assessed as being on the spectrum, not formally. And we
had another therapist tell us that they believed she had
pathological avoid and demand disorder which is on the
spectrum.
Then we got - then she got the diagnosis of borderline
personality disorder. Since then she's also received an
anti-social personality disorder diagnosis.
Q.
And so, your family's had a lot of contact with the
Victorian mental health system over the years?
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A.

Yes.

Q.
A.

How would you describe that experience?
Our experience has been shockingly inadequate.

Q.
I'm just going to take you back to the time when your
daughter was 8 or 9 years old and just ask you really to
detail for the Commissioners, how she was presenting at
that time, what was happening?
A.
We first started seeing signs of anxiety, trouble
leaving my side. She started having behavioural issues as
well, and then the panic attacks started with what I
believed to be looking like dissociative features with that
panic attack, those panic attacks.
Q.
In what way? Can you describe what it was?
A.
It felt like she was losing touch with reality when
she was having those panic attacks. So, not only was she
thinking that she was going to die, she was not feeling
like she was in the world, that the world was black and
white, that her brain needed to be taken out and washed and
she was really scared and wanted to go to hospital a lot
because she was incredibly terrified what was happening to
her in her mind.
Q.
Okay. And at that age, you took her to see a private
psychologist?
A.
Yes.
Q.
And that was - after that time things did escalate in
the public system, but can I just ask you about that
experience with the private psychologist and how that went?
A.
Sure. My daughter had numerous sessions with the
private psychologist, and I was never asked to be a part of
any of those sessions. We were given anxiety and anger
management books to do at home.
Q.
A.

How did that go?
It was disastrous.

Q.
By that, do you mean that you didn't do them, or you
couldn't do them?
A.
There was just a - I was just met with refusal which
increased the conflict in the home.
Q.
What about your first experience with your daughter
with the hospital system; when was that?
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A.
Yes, that was when she was around the age of 9, when
she had her first panic attack and she'd asked to go to the
hospital. And, I had no idea where to take her and we
ended up going to the psychiatric ward at that hospital; I
didn't know that you had to go through the ER to access
psychiatric care.
So, we went down to the psychiatric ward and sat there
for quite some time and then were told, no, you have to go
through the ER. And we sat there for hours and hours to
wait for a - the assessment team to come. During that time
there were - there was lots of commotion and a couple of
people in there were affected with drugs and causing a lot
of disruption in the hospital, it was quite scary for my
daughter at that time.
It was probably after 1 o'clock in the morning that we
got to see a team. They did an assessment which was really
just based around any suicidal thoughts and sent us home
Q.
And, with what supports?
A.
No supports. I'd accessed the triage number before
the incident at the hospital and we were linked in to a
service, the Child and Adolescent Service, but we didn't
have a follow-up call after that.
Q.
Okay. The experience you've just described at the
emergency department, was that a common theme over the next
couple of years?
A.
Yes.
Q.
And you experienced that time and time again?
A.
Time and time again. Long, long, substantially long
waiting periods.
Q.
And at no point was your daughter admitted to
hospital, at that stage?
A.
At that time, no.
Q.
Can I ask you then if we move forward in time to when
your daughter was about 12, when things escalated for her.
Can you just describe in what way they escalated?
A.
Sure. On the Labour Day long weekend of 2015 my
daughter went missing. When we found her later that day
she was quite dishevelled, she didn't really understand why
we were looking for her and why we were distressed.
She would only get in the car if we took her to
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hospital because she wanted to be hospitalised because she
was saying that there were some disturbing thoughts going
on in her mind.
On the way to the hospital my daughter was quite
agitated and was assaulting my father and at the same time
was trying to cut her wrists with a shard of glass that she
had held onto. She was also stating that she had a plan to
kill her younger brother at that stage, and her voice was
very different and it was an incredibly scary situation for
all of us.
Q.
A.

And so, did you go to the hospital on that occasion?
Yes.

Q.
And just describe what happened, please?
A.
I parked the car out the front and asked if we could
get someone to go out to the car to get her; we had
security guards come out. We waited a very, very long
time, many, many hours. We arrived there around dinner
time and she was assessed by a nurse, who received advice
from an on-call psychiatrist that we had never met before,
and we were told, it was probably around 1 o'clock in the
morning by this stage, that this was conduct disorder, that
she would not be admitted and that she was not to return
home for the safety of my son and her only options were to
live with her father or to go into residential care.
Q.
Alright. So, at that time you didn't speak to a
psychiatrist or?
A.
We never spoke to a psychologist - a psychiatrist, and
we had minimal contact with a mental health nurse.
Q.
Alright. So, as a result of what you were told at the
hospital at that time, that she wasn't to return home, did
she end up going to live with her father in Melbourne?
A.
Yes.
Q.
And you were at the time living two hours away from
Melbourne?
A.
Pretty much.
Q.
A.

How long did she stay with him, first of all?
It only lasted five weeks.

Q.
From there, she went to live with an aunt who was in
Melbourne?
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A.

With an aunt, yes.

Q.
A.

And all this time you're living still two hours away?
Yes.

Q.
And so, what were you doing at that time to try and
get your daughter the help that you saw that she needed?
A.
I remember just trying to call every single service
that I could think of; I was just so shocked that I
couldn't access any services for my daughter because, the
only way we were able to - it was my understanding that the
only way we were able to have her come home is with
treatment for these thoughts, and it was very difficult to
find any service that would take her on apart from Child
and Adolescent Mental Health Services, but they will only
work with a child if they engage with the service.
Q.
Okay. So, at that time your daughter was not
engaging?
A.
She wasn't engaging. We did see - I did, on the
advice of someone I respected, find a psychiatrist on the
other side of the city and my daughter saw him a couple of
times, but then she refused to go back, but my daughter's
aunty and myself continued to see him to get the support
that we needed to try and respond therapeutically and
understand what was happening for her at that time.
Q.
What was the - was that something you had to pay for
yourself or?
A.
Yes, it was very expensive, over $300 a session.
Q.
Following on from that, you also attended a group for
carers?
A.
Yes, a 12-week Family Connections support group for
people with borderline symptoms and behaviours, which was
fantastic.
Q.
your
that
A.

So, what gains were made, if any, in that time that
daughter was living with her aunt in Melbourne for
year?
What gains?

Q.
What gains, if any?
A.
No, everything - everything declined - there was just
a rapid decline in her mental health during that time.
Q.

Where did your daughter then go after having lived
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with her aunt for that year?
A.
She ended up in residential care.
Q.
Can you just describe what that was like for her?
A.
Oh, it's an incredibly traumatic experience for her.
At that time she chose to sleep rough and be on the streets
more than be in a residential home. So, she was more so on
the streets than she was - for a six-month period of time
than she was in any home.
Q.
Okay. And so, what did she tell you about that time,
say six months that she was living on the streets, and how
was that for her?
A.
She experienced incredible trauma that she wouldn't
elaborate on. Incredible ongoing trauma that she was
exposed to and exposed herself to. She was using drugs,
and she was really struggling. I was struggling to contact
her, and I didn't know where she was most of the time.
Q.
A.

And, she was 14 years old at this point?
Fourteen.

Q.
There was a time that your daughter then went into
secure welfare?
A.
Yes.
Q.
And so, what does that involve?
A.
Secure welfare has very strict criteria to access.
You have to be in danger. It can't be just for mental
health or criminal or drug use, it has to be because your her safety is at risk, she's putting herself in danger.
That was a really positive experience for Natasha to go
there. She was contained, she was safe, she detoxed off
the drugs, she had access to education, she wasn't alone,
and she improved and really benefitted from being in that
contained environment without the choice of leaving.
But because she did so well, she was the first person
to be exited when they needed a new bed, so she only lasted
a week. She was only there for a week, that's all they
could hold her for.
Q.
A.

So she spent a week in secure welfare?
The first time, yes.

Q.
And on this first occasion, where did she go after
that?
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She went back to residential care/back to the streets.

Q.
And there was an occasion where she ended up in foster
care for one night?
A.
Yes.
Q.
Can you just tell the Commissioners about that,
please?
A.
A week prior to my daughter going into foster care she
had called me and was incredibly distressed and gravely
ill, was the term that comes to mind, and I'd gone to
Melbourne to care for her for six - for a week before she
went into foster care due to her declining mental health.
And I was alerting services, saying, I'm gravely concerned,
I really feel like she's going to do something to hurt
herself. And I didn't feel like anyone was listening.
And, the night that she went in I stayed in Melbourne
and slept in my clothes because I had a feeling that she
would be at risk, and I received a phone call that night
from the hospital. Natasha had - she had self-harmed
incredibly up and down her arms and the foster family
called the police and she was so irritated and agitated and
distressed, she ended up throwing a packet of pasta towards
the police and she was pepper sprayed and taken to the
hospital.
Q.
And what was her care then like when she was taken to
hospital on that occasion?
A.
She - her wounds were cleaned and she was sent home
with a sleeping tablet. I was told that this was very
serious and her circumstances were very serious, but that
she would not be admitted, because they don't see people
with these symptoms, they don't think that it's therapeutic
for them to be hospitalised.
Q.
So, she was sent away from the hospital then. Was
there an expectation at your end that there would be some
form of follow-up?
A.
Yes. Yes, they told my daughter that she would need
to engage with services that would be calling first thing
in the morning to make sure that she was okay and, if she
didn't, that she would be sent to hospital against her
will. So, I was expecting a call the next morning first
thing, and I never received one.
Q.

So, where did you go to from there?
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A.
I tried to hold her at her aunty's with us for the day
as long as I could, and I spoke to the hospital in the
afternoon and wondered why they hadn't called, and they
said that there was no notes on the system to say that they
would call, and that I needed to follow a crisis plan; and
I said, "I don't have a crisis plan", and that was pretty
much the phone call and she took off after that back to the
streets. I couldn't contain her any longer.
Q.
And so, how long did she then stay back on the
streets?
A.
Maybe a couple of months. She'd ended up back in
secure welfare.
Q.
And how long for that second time was she there?
A.
I got a phone call saying that I had to pick her up
the day before after one - the morning of her being there
for less - for five days, and it was at that time that I
realised that I needed to make some big changes to be able
to support her.
Q.
And so, what were those big changes you made at that
time?
A.
So, it coincided with my daughter being assaulted and
breaking up with her boyfriend that she went into secure
welfare, and she was open to the idea of coming to live
with me and that looked like me moving from the family home
and getting my own rental property to care for her, which I
did.
Q.
So, you left your partner and son at the family home
and moved with her separately?
A.
Yes.
Q.
A.

To a rental property to live?
Yes.

Q.
How long did you live in that rental property with
her?
A.
Fourteen months.
Q.
And, how did that go?
A.
Things went really well in the beginning, and she
stabilised, engaged with a therapist, went to school,
repaired the relationship with my son and my partner and
myself, but due to her social anxiety she started using
drugs again.
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Q.
I'll just come back to that in a minute. You've just
talked about going to school. What had her schooling been
like up to that point, in terms of attendance?
A.
The transition from primary school to high school was
quite contrasting between the two: really high attendance
in primary school, and Year 7, probably about 80 per cent
and then Year 8, she hasn't attended school pretty much
since Year 8 and she should be in Year 11 now. We've had
small stints and tried different alternative options but,
due to social anxiety, it's been a real struggle.
Q.
So, you've just been talking about the 14-month period
where you've been living together in the rental property.
You talked about at the end of that or towards the end of
that your daughter had started using drugs again, and that
then escalated into self-harm as well?
A.
Yes, that's when the self-harm started becoming to a
point where stitches were needed at the hospital. So, it
went from superficial to quite deep.
Q.
And again, the hospital attendance, how did that go?
A.
Again, long wait periods. It really did feel like we
were being pushed to the bottom and people were coming in
with minor injuries that were being seen before us; to the
point where I felt that I needed to ask the doctor if we
were being treated like this because it was self-harm.
Q.
A.

What was the response?
He said, "No", but yeah.

Q.
A.

Did it feel like a punishment in a way?
Yeah, yep.

Q.
Your daughter's behaviours escalated to a point where
you couldn't manage what was going on?
A.
Yeah. We lived on top of a shop and my tenancy was at
risk due to the drug use and other behaviours that were
happening in the home.
Q.
How did that impact you?
A.
It was very difficult. It was very difficult knowing
that I couldn't help her, and that she was really
struggling.
Q.
A.

And did it affect how - your own mental health?
Yeah, I did have a breakdown and I ended up in

.04/07/2019 (3)

224

M HILL (Ms Coghlan)

Transcript produced by Epiq

281

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

emergency myself at that stage. I felt at that time I was
trying to ring every service again locally and all over
Victoria to try and find some help for her, and it was just
such a long process to go through an assessment, or get an
appointment or, oh well, non-engagement means no treatment.
Q.
There was a point in time that the decision was made
that you would move back home?
A.
Yes.
Q.
And, where was your daughter to go then?
A.
After discussing things and trying different options
to continue living together, we'd come to the realisation
that it wasn't going to work and the only option was
residential care again to preserve our relationship because
my daughter was feeling that she couldn't control her
behaviours and she wanted to continue those behaviours but
without it directly affecting and hurting me; she couldn't
cope with how it was hurting me, but she couldn't stop the
behaviours herself, so she went back into residential care.
Q.
A.

And how long did she stay there on this occasion?
About four months before she ended up back at home.

Q.
There was a point in time where your daughter was
assaulted in a burglary ?
A.
Yes.
Q.
A.

And she ended up calling you?
Yes.

Q.
After that occurred; could you just explain what
happened from there?
A.
Yeah, I got a phone call from my daughter, and she
said that there'd been like a run through, where people run
through the house and steal stuff, and she'd been assaulted
and had her possessions stolen and that she was feeling
suicidal.
Q.
Did this happen in a place that she happened to be
staying at or?
A.
No, this was at a friend's house.
Q.
A.

Sorry, and she contacted you?
Yes.

Q.

And, what did she convey to you at that time about how
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she was feeling?
A.
She said that she was feeling suicidal and that she
would like to go to the hospital and be admitted.
Q.
been
A.
like

So, up until this point in time she still hasn't ever
admitted to hospital?
Never. We've been told to hide the knives and things
that, but she's been sent home.

Q.
A.

What do you mean by "hide the knives"?
Well, just for safety of self and others.

Q.
A.

And so, who would tell you to do that?
The assessment team at the hospital.

Q.
And are you talking about hiding the knives at home so
that she can't access them?
A.
(Witness nods.)
Q.
So, did you take her to the hospital again on this
occasion?
A.
Yes, I did.
Q.
And, she was assessed by a child and adolescent mental
health worker at the hospital?
A.
Yes.
Q.
And, what happened as a result?
A.
The worker told us that they would put a referral
through for a planned admission, and that we would have to
go home and that they would call us in the morning to
talk - to discuss the referral for the adolescent
psychiatric ward.
Q.
A.

And, what happened?
No-one called.

Q.
How did you respond to that?
A.
I called in the afternoon. I gave them all morning, I
think at 2 o'clock I called, and they said that they must
have had the wrong number. But when I asked them about the
referral to the psychiatric ward, they said there was no
referral.
Q.
How did you deal with that?
A.
I escalated - well, I made a complaint to a governing
board, again.
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Q.
And did that result in anything?
A.
It resulted in the head clinician of that service
contacting me later that day, but all I did was tell my
story over again, and I was quite distressed by that stage,
and was told that I probably needed to get some sleep,
because that helps apparently, so yeah.
Q.
And, did that result in an admission for your
daughter?
A.
No. Oh, not - yeah - sorry, yes. After we had to go
through another assessment process.
Q.
Do you want to just describe what that assessment
process was?
A.
Yes. So, it wasn't that day that she was admitted
after I spoke to the head clinician. They had to make
another appointment. So, to have an appointment they
needed to talk to her on the phone as well, so she had to
talk to someone on the phone after I'd already told them
what was happening.
So, she'd already told them at the hospital, I'd
already told them at the hospital, given a full history,
then spoke to the head clinician, given a full history,
then had to speak on the phone to give a full history, and
then had to have an appointment down at the office to go
over everything again.
Q.
A.

And that appointment was with your daughter?
Yes.

Q.
To take her along, I mean?
A.
Yes, so the next day we got an appointment and I took
her down in the afternoon. She was incredibly dishevelled
by this stage, she didn't even have any shoes on or
anything like that, hadn't showered. And she went in and
spoke to a worker and there was another worker that was
meant to talk to me but no-one ever did and I was sitting
in the waiting room and my daughter came out and she was
incredibly distressed, and she was saying that they're not
going to admit her to hospital and that she's constantly
being rejected; every time she puts her hand up for help
she's being rejected.
And so, her behaviours escalated and she started to
smash things and become really, really distressed, and it
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was at that point that they decided to look at a referral
for her.
Q.
And so, was that referral made?
A.
Yes, that referral was made and that was also after I
expressed to them that she was also experiencing homicidal
thoughts and self-harm - and harm to others.
We had to wait a really long time to find out if they
had a bed as well, so we sat at that office until they came
in and said, "You have to go home now because we're
closing", so then I had to take her home again.
Q.
And so, when did she end up being admitted?
A.
She was admitted that night, I got a phone call and I
drove her down to Melbourne.
Q.
Was she in a youth facility or what kind of an
admission was that?
A.
Yes, it was a youth psychiatric ward.
Q.
A.

Was she there voluntarily?
She was there voluntarily.

Q.
A.

And so, how long did she stay there for?
Two nights.

Q.
What was her experience like at that time?
A.
She doesn't remember much of it, she was highly
medicated with Valium and things like that. She was told
that she became aggressive to one of the workers, which she
can't remember, and she was placed in high dependency ward,
which is the locked ward.
Q.
And so, she spent the two nights there in the locked
ward?
A.
Yes, and then she said, "I can't do this any more,
please let me out", and so they did.
Q.
A.

And where did she go from there?
Back to residential care.

Q.
A.

And, about four months later -Yes.

Q.
A.

-- things became difficult for your daughter again?
Yes, I got a phone call late one night. She'd been
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self-harming and was incredibly suicidal, and came home
that night - the next day - she had a CAMHS worker at that
time but wasn't really engaging with her, and so, I called
the next morning and alerted them that
wants to die, and
the worker came and did an assessment.
When she left she called me and said that she'd spoken
to the psychiatrist and that they would be admitting her,
and it would be a sectioning if she didn't agree. Even
though she was saying that she wanted to go to hospital,
they said it would be a sectioning and, to me, I was just
like, well, she's agreeing to go. But what they didn't
tell me was that, because she was going to be sectioned she
would have been - she was going to be put back in the high
dependency ward and we didn't know that at that time.
Q.
A.

And by this time you had taken months off work?
Yes, I'd taken six months off work --

Q.
To care for her.
A.
-- when I originally lived with her, I took six months
unpaid leave. Actually, at that time I tried to quit my
job because I work in the industry and it was just too
much. But my boss just kept saying, "Just keep taking as
much leave as you want", so yeah, I had a lot of time off.
So they did say that they were going to admit her, and
a week later I still had her at home because they couldn't
find a bed anywhere in Victoria for her.
Q.
So, what was going on in that week?
A.
Oh, it was hell for my daughter. Just in bed, she
just - she couldn't even shower herself. She was just
crying all the time and telling me the deepest darkest
things that you couldn't ever imagine wanting to hear from
your child.
Q.
And so, was a bed eventually found for her?
A.
Well, after a week it became too much for her and
there were some outside influences that contributed to her
having another breakdown, panic attack, which turned into
another hugely dissociative episode, which to me looked
like a psychotic episode.
I had to get a friend to help me get her to the
hospital because I was too scared to drive her, I thought
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she was going to pull me off the road. We made it to the
hospital and her presentation was so bad that they just
ushered us straight into a, like, a private room, gave her
an antipsychotic until that kicked in, and then - this time
it didn't actually take too long to get a mental health
worker.
I said, "If you're going to send her home, you need to
make sure you're giving us some very heavy sedatives",
because there was risk of harm to others and herself so
high at that stage that I was imploring the hospital, and
they sectioned her into the emergency room. They had no
beds in the hospital, so she was sectioned in emergency for
the night.
Q.
Sorry, so you said for the night. Did she stay in
that emergency department for longer than that?
A.
She was in there until midday the next day.
Q.
A.

Where did she get taken from there?
To the paediatric ward.

Q.
A.

Was that a specialist mental health ward?
No.

Q.
What about from there, was she moved elsewhere?
A.
8 o'clock that night we found out there was a bed and
she was ambulanced down to Melbourne for - the same
psychiatric ward that she had been to last time.
Q.
Was she then put in the high dependence ward again?
A.
Taken straight to the high dependency, and she wasn't
aware that that would be the case.
Q.
A.

And you weren't aware either?
(Witness shakes head.)

Q.
A.

The next morning she rang you and she was in tears?
Yes.

Q.
What did she tell you?
A.
She said she'd been put in high dependency and she was
having flashbacks of how it happened last time. So, she
had memories coming back of them laughing at her when they
were, you know, putting her in there and the way - what
they were saying to her and treating her was pretty
appalling.
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Q.
How long did she spend in the high dependency ward at
that time?
A.
Nearly a week, and she was the only person in there,
there was no-one else. So, it was just two workers and
her, and that's it, and nothing to do. They had a TV in
there that you can barely hear, because it's behind a big
plastic thing, and you can only watch G-rated stuff on the
TV.
So, she dragged her - they're sort of cells off the
room and she just dragged out all the mattresses and made a
little nest for herself and I would spend as much time
every day with her just laying there with her and trying to
get her through.
Q.
A.

Was she receiving medication during this stage?
She was highly medicated.

Q.
You ended up having a meeting with the staff and your
daughter's care team, who were based at that hospital?
A.
Yes - well, the care team weren't based at the
hospital.
Q.
A.

Sorry.
But the - yeah.

Q.
A.

But there were hospital staff there?
Yes.

Q.
There were members of her care team there and you
attended?
A.
Yes.
Q.
What was the result of all that?
A.
Basically they gave her another diagnosis. I wasn't
directly spoken to at that meeting and that made me feel
very distressed and worthless as a parent. And it was very
cold and very clinical, and I had to actually walk out of
that meeting because I couldn't - I just couldn't believe
it. And they were just saying that, it's not therapeutic
for her to be there and they'd be releasing her soon.
Q.
A.

And, did they?
Yes.

Q.

And so how long all up then was that stay?
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A.
Probably - she was there for about a week - I don't
know the exact amount of days, but it was around that,
yeah.
Q.
And so, can you just describe the point in time where
you're leaving the high dependency unit with your daughter
and what that was like?
A.
Yeah, so the morning that they said they were going to
exit her or discharge her, we could see a build-up of
people in the office, and they said at 10 o'clock that she
could leave, and she was just so desperate to get out of
there that 10 o'clock came and left and she started
becoming incredibly distressed and irritable, and so I was
trying to manage her. But no-one was telling us what was
going on but we could see in the office all of these people
standing around, they had these looks on their faces and we
didn't know what was going on.
She tried to attack one of the workers because she was
just so, like a caged - she felt like a caged animal, it
was like a caged animal. She said, "Get me out of here,
you said 10 o'clock", it was now coming to 11 o'clock and
we weren't being told anything, she was just being held
there and she wanted to get out.
We got escorted out the back way by two security
guards. My daughter could barely walk. I had to hold her
and she was shaking and muttering and just an absolute
mess. It was horrible. I couldn't believe that this was
happening, and I was walking through the hospital with her
like that. And, as soon as we got to the doors, the
security guards left and I was left with this child.
Q.
And she'd been given medication before she left?
A.
Yeah, they gave her Valium but it hadn't kicked in
yet.
Q.
And so, did you have to wait for the Valium to kick in
before you could leave?
A.
Yeah, so when we got out to the front of the hospital
she was walking really fast off on me and when I caught up
to her, we had - another two members of her care team were
there, but my daughter couldn't engage with them, and I was
trying to catch up to her and she was saying, "Mum, I want
to throw myself in front of the traffic", and so, I had to
manage that situation and then sit with her. She just sort
of fell and sat and cried, and talked about wanting to die
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under a tree on the street out the front of this hospital,
and I had to wait for the Valium to kick in before I could
get her in the car.
Q.
And your daughter then ended up staying with you for
six months after that?
A.
Yes.
Q.
And, how was she during that time?
A.
It was like warehousing a person. It was - she had no
life. She had no contact with friends. She was in bed
most of every day. She had intrusive thoughts during that
time, a lot. She was on antipsychotic medicine three times
a day which made her put weight on which made her feel even
worse about herself. In those dark hours of the night that
no-one else is aware of I had to hold my child, crying most
of the time.
Q.
A.

And you ended up having to go back to work?
Yeah, I had to go back to work part-time.

Q.
After that there was a time when your daughter went to
a detox clinic?
A.
Yeah, so the care team had organised for her to go to
a detox, mainly for her to get some social interaction and
have a break from - at that time she was smoking a minimal
amount of marijuana, to have a break from that, and also
for some respite for myself, but there was no option for
rehab at that time, so basically we were just waiting for
rehab but they said that she could go to detox, with no
outcome from that, and so she did that twice.
Q.
What was the length of those stays?
A.
The first one was two weeks and the second one was a
week which led straight to rehab. But we had to wait a
significant amount of time for her to - for the referral to
go through and then the wait list - to be put on the wait
list for rehab.
Q.
There was a time that your daughter said she wanted to
move to Melbourne?
A.
Yes.
Q.
And to try and live in a facility that could help her
manage her mental health?
A.
Yes.
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Q.
A.

And be with other teenagers?
Yes.

Q.
A.

So, did that happen?
No.

Q.
What was available to her in that way? Was there
anything she could - anywhere she could go?
A.
No, because the care team were working towards a
certain facility in Melbourne for her, and she was taken
down to the facility and met the people there and at that
time she was told that there were beds available but, due
to the way that this certain facility works, they only have
a monthly panel, so it sits once a month, the panel.
The referral went in probably the day after the panel
sat for that month, so we had to wait for another month.
And we had really high hopes, we were pinning everything on
that: the social isolation, the depression, because she had
such social anxiety and so much trauma in the town that we
lived in, she couldn't access anything there, so Melbourne
was her - was where she wanted to go so she could start
living a life. And yeah, so we had our hopes and dreams
pinned on this and we felt really positive about it, and we
received a call on the day, the panel saying that she had
not been accepted but were not given any information as to
why.
Q.
A.

And that led to a pretty significant impact on you?
Yeah.

Q.
Let alone your daughter.
A.
I had another breakdown at that point. I was so
worried my daughter was going to kill herself.
Q.
A.

So, you had to make other plans?
(Witness nods head.)

Q.
And so, what did you do?
A.
Well, with the help of her care team it was decided
that, to access Melbourne services due to catchment area
issues, that she would have to move to live with her dad in
[REDACTED], which she didn't want to do. It was the only
option, she had no other option.
Q.
A.

And so, she moved back with her father?
Yes.
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Q.
And she started attending school again?
A.
She tried. She took herself off her medication when
she lived with her father and we didn't know, and the
weekend before she was due to attend school the anxiety and
everything, she started having incredible paranoia and sort
of delusional thoughts, and the morning of school had tried
desperately - it was an incredibly arduous situation for
her, incredibly distressing.
She did make it to school through sheer determination
of wanting so badly to have a life and education and be
around people, but by the time she made it to school she
couldn't even stay in the class, and thank God her worker I had alerted her worker and she'd driven down and met her
and her worker at that time made an assessment that she
needed to go to hospital again.
Q.
And so, she ended up in an emergency department in a
hospital in Melbourne?
A.
Yes.
Q.
And, was she admitted again at that stage?
A.
Once again, she told her story, and it was from what I
heard - and I know - so distressing that it actually made
one of the workers cry in there. And they said, "Yes, we
believe you need to be admitted, but you'll be put straight
in the high dependency ward because you've been violent in
the past", and so, my daughter had to decline because that
was a source of trauma for her, being put in the high
dependency ward.
Q.
A.

Given what she'd experienced there?
Yes.

Q.
A.

And you ended up staying in a hotel with her?
Yes, stayed in a hotel that night with her.

Q.
And went to a GP the following day?
A.
Yeah, took her to a GP to get her back on her
medication.
Q.
And so, what did you do after that in terms of trying
to get help for her?
A.
Well, it was recognised that she would need somewhere
to stabilise for her medication, so with the help of the
care team I hired out a place in [REDACTED] near her
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school, to stay with her, to stabilise her on her
medication and do a graded approach to school for her
during that time and see if we could do it like that
because being at her dad's wasn't an emotionally supportive
place for her to be able to get back on her medication and
stabilise.
Q.
And so, how did that go in terms of that plan?
A.
Not very well. My daughter ended up incredibly
suicidal again. So, after she went to the hospital and was
told that, yes, they believed she should be admitted but
you will be in the high dependency ward, the care team and
myself had made numerous calls to a different hospital
because she was now in a different catchment area and could
access a different hospital and I was told that there was
no alert on their file and if she presented at their
hospital she would be assessed as is, not - because there
is an alert on her system.
So, during that time she did become incredibly
suicidal again, and I had to stop her from trying to get
out of the house at one stage because she wanted to go and
jump in front of the trams and trains and things, and she
was talking more about wanting to jump in front of trains
at that time.
And, after an incredibly distressing day of trying to
manage her, once I got some medication into her and she
slept I started making a million phone calls to every
service that I could think of, and I was highly distressed
at that time too, so I called that hospital. I called the
number that they gave me to call to get a, what they call a
72-hour appointment.
Q.
Okay, and that was like a triage number?
A.
Yes. So, I was told to call that number. I called
that number, had to tell them everything again, all the
complexities of the situation, and I spoke to the head
clinician there and he said he could get her a 72-hour
appointment but it wouldn't be that day, and that
potentially if there was a psychiatrist involved that was
the only way that they could not go through the ER. And he
said that he would see if there was a bed available; that
was my memory of the conversation, and that he would call
me back later that day.
Q.

And so, do you say that's your memory of the
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conversation because he didn't call?
A.
He didn't call, and it was not reflected in the notes
that that was what was meant to happen.
Q.
So, what happened for Natasha's care after that?
A.
I ended up having to take her back home. I had
actually also had - I didn't feel like I could cope on my
own in that place at that time on my own, and I also had
training to attend that would - that was relevant to the
situation of what was happening for my child that I wanted
to attend as well, so it was trauma, childhood trauma
training and things like that. So I had to try and weigh
up, do I stay down here and wait, do I go home and get the
support that I need, do I - I had so many things going on
in my mind, so I ended up taking her home to get some
support for all of us. And by that stage the GP had
prescribed to me Valium to give her, knowing that the psych
ward was not an option for her, so I would essentially
become her psych ward.
Q.
And so, you've talked about the training that you
wanted to attend. There was a point in time where your
daughter was able to get some specific care that was
directed towards the trauma that she had experienced.
A.
Yes.
Q.
How did she find that, or how did you find that?
A.
There was a service organisation due to her being in
residential care that we were part of.
Q.
Yes.
A.
And there was a specific program that had been
designed by one of the psychologists that works in that
organisation that's based on relationship, with an
underpinning of trauma informed care, yeah.
Q.
And so, how did that assist your daughter, if it did?
A.
Well, she engages with the program and it's the only
program, and they know our story and they're staunch
advocates for my daughter. And, the program is based on
understanding how trauma affects relationship, and so, she
has a psychologist, I have a psychologist and she has a
trauma informed case manager that just works on
relationship.
Q.
And so, to this day, are you both supported by that
service?
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Yes.

Q.
Can I ask you about some specific problems that you
perceive with the system that you've encountered; the
Commission have had the opportunity to hear about many of
them. But in particular, is one of the things you've
encountered, putting your hand up for help and not
receiving it?
A.
Yes. Myself and my daughter have put our hand up for
help so many times, and we have not received it, and in
terms of accessing contained therapy - well, you know, a
therapeutic place in a contained environment, that's just
never been an option for her which is what my daughter has
identified that she needs.
So, when she's feeling unsafe, like she could hurt
herself or someone else, she has wanted to be contained
and, due to her instability and when she says she wants to
go, she can just be released. And, she's never been given
an option of being able to say - to not have the
opportunity to flee in times that it gets difficult, and so
that's what's happened. That's what's happened in rehab
twice now, that's what happens in the psychiatric ward, is
that it gets too much for her, she cannot cope and she's
just allowed to go and she's just a child, so she - and
then just goes and actively traumatises herself in the
community again.
Q.
One of the things that you've said in your statement
is that you feel like as a mother and a carer, "I'm only
seen by acute mental health services in complete crisis,
and then I'm assessed as driven by crisis and overly
emotional"?
A.
Yes. I feel like I've been assessed as someone who's
mentally unwell myself and unstable myself, because I
manage it in the home until it gets to a point that I can't
manage any more, but then, you are only viewed as someone
who is emotionally unstable yourself because you're only
seen in those times and notes are taken.
You might be rambling, you might not have slept, you
might be looking dishevelled yourself, you might be so
incredibly frustrated with the years of systematic failure
that you might present in a way that you will be assessed
as someone that is unstable yourself, which is - it's
inaccurate, and it's - actually, those assessments have had
a huge impact on my life and that's probably another Royal
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Commission that needs to be done there, for what the
outcome has been for what's happened with that.
Q.
You've experienced feelings of being judged and
misunderstood?
A.
Yes. Yes, to the detriment of decisions that are
being made for my child in terms of me being able to care
for her.
Q.
One of the things that you've talked about in your
evidence today is having to tell your story time and time
again, and ultimately that's led, for you, to a distrust of
the system.
A.
Yes.
Q.
A.

And for your daughter.
Oh, absolutely.

Q.
Can I just ask you two further questions. One thing
that arose in your statement is the idea of early
intervention, particularly with family involvement. Do you
want to say something specifically about that?
A.
Yes. In terms of early intervention, from what would
have been really beneficial to change the trajectory of my
daughter's life and my life would have been a focus on
parent support when she was much younger.
I have the benefit of working in the industry and
delivering these programs to parents and seeing the
incredibly positive impact it has on relationship, and I
feel, if I had have received the support and the training
to respond therapeutically to my daughter when she was
experiencing anxiety and fear and behavioural issues, that
we may not have ever had to have ended up at the hospital;
that I would have been given the skills to be able to
manage that in the home myself. I feel very strongly about
that, that parent support and education around that.
MS COGHLAN:
Thank you, Melanie.
Commissioners have any questions?

CHAIR:
No. Thank you very much for sharing your
reflections with us.
MS COGHLAN:
CHAIR:

Thank you.

May she be excused, please?

Yes, you may.
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<THE WITNESS WITHDREW
MS COGHLAN:
Can I just enquire whether the Commissioners
would like a break now?
CHAIR:
you.

No, we're fine to go on to the next witness, thank

MS COGHLAN:

That's fine.

MS NICHOLS:
in.

We'll just wait for the live stream to cut

(Live stream connected.)
MS NICHOLS:
Commissioners, the next witness is Professor
Helen Herrman. I call her now.
<HELEN EDITH HERRMAN, sworn:

[3.00pm]

MS NICHOLS:
Q.
Professor Herrman, have you prepared a
witness statement, with the help of the Royal Commission,
in relation to your opinions concerning the questions we've
asked you?
A.
I have.
Q.
I tender the statement. [WIT.0001.0020.0001]
Professor Herrman, are you the President of the World
Psychiatric Association?
A.
I am.
Q.
Among other appointments, are you a Director of the
World Health Organisation Collaborating Centre in
Melbourne?
A.
I am.
Q.
Are you a Practitioner Fellow of the Australian
National Health and Medical Research Council?
A.
Yes.
Q.
Has your scholarship concentrated, among other things,
on psychiatric epidemiology?
A.
Yes.
Q.
Are you head of vulnerable and disengaged youth
research at Orygen?
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A.

I am.

Q.
Has part of your research been directed to improving
the mental health of young people in and out of home care?
A.
Correct.
Q.
Can I start by asking you this: having worked in the
field of public health for a number of decades, what does
the expression "public health" mean and, in broad terms,
what activities does it encompass?
A.
Well, we think of public health as the organised and
collective activities that we might undertake as a state or
a community to improve health and to reduce the
inequalities in health and this is an academic discipline
and a practice.
It covers a number of areas which are of equal
importance. We've heard a very moving story about the
importance of care when it's needed, and equally important
is the prevention of ill-health at various stages. It can
be prevented - of course, not all forms of ill-health can
be prevented in mental health as in general health, but it
can be prevented in a whole range of different ways we can
no doubt consider further.
As well as, in addition to both those things, the
promotion of mental health which is important in terms of
understanding that good mental health is a value that we
can promote and use as well.
Q.
And so it's right, isn't it, that the objectives of
public health are much broader than the provision of
clinical services to treat illness?
A.
Yes, as I said, those are a very important component
but is one part of it.
Q.
Has it always been accepted that mental health
outcomes can and should be improved through public health
actions?
A.
Yes, that's been a conviction and an area of my work
for quite a long time.
Q.
I understand that you are convicted about that, but
has it taken some time for mental health to be understood
as an integral part of public health?
A.
Yes, I think it's something that is growing now, but
for a long time the idea that the state of mental health in
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a person or in a community could be changed through the
things that we do as a community has not been part of the
activities or part - not really been part of our clinical
training, not been part of the way that governments plan
and practice or manage services.
Q.
And, accepting that it is now, what are your views
about why it was that mental health was seen as something
separate from public health?
A.
Perhaps we go back to two things: one is, thinking
about the origins of public health, which was the origins
of public health in preventing infectious diseases,
beginning with cholera two centuries ago, by looking at
where the - how the people were distributed in terms of
water distribution in the city and dealing with that.
Providing sewers, preventing overcrowding to prevent
tuberculosus, and that gradually was taken up in terms of
more chronic and long-standing or so-called
non-communicable diseases such as heart disease and cancer.
More latterly - well, at that point too for a long
time the whole question of whether mental health was part
of health was in question. We had long-standing views that
mental and physical health are separate from one another;
the Cartesian view of human health, in a sense. But
there's been a growing body of evidence and understanding
that I think many in this room would now share, that mental
and physical health are closely interacting and need to be
considered together in the health system as well as more
broadly.
Q.
Yes. For example, at the level of the World Health
Organisation, is mental health now treated in the same way
as other non-communicable diseases for the purposes of
public health goals?
A.
Yes, well, this is a very new development; that for
the first time in the World Health Organisation's high
level Commission on non-communicable diseases that reported
to the United Nations General Assembly last
September, September 2018, it was the first time that
mental health was mentioned explicitly. There's now a
Commission in fact on non-communicable diseases including
mental health for a range of reasons that relate to that
interaction.
Q.
Just so we can be clear, what are the other groups of
non-communicable diseases?
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A.
There are several major groups, one of them would be
what they call cardiovascular disease, so diseases
resulting from problems with the heart and the blood
vessels that might include stroke and heart attacks;
cancer, diabetes and respiratory diseases of various types.
Q.
Can I ask you now about mental health promotion. In
your view, is health promotion the same thing as preventing
mental illness?
A.
Well, it's - conceptually they're different. The
activities overlap, but when we think of health promotion,
I think it's, typically think about how to improve mental
health. The analogy being, if we improve physical health,
we might go and exercise or diet, and provide as a
community the facilities for doing that.
In terms of mental health, we might be more connected
socially and we might be more engaged in education and such
like, and how do we provide the community facilities to
promote and protect mental health and allow people to make
those decisions.
In terms of prevention, it's preventing mental
ill-health. Now, mental health and mental ill-health are
related but not completely opposite, and so that, by
promoting health we are preventing a number of the risk
factors for mental ill-health, but prevention of mental
ill-health can be more specifically designed to prevent the
downstream consequences of things like violence and
maltreatment of children, neglect of children, difficulties
with parenting, bullying at school and poor conditions in
the workplace.
They may also include more activities closer to the
person than within the health service that may prevent some
conditions such as depression, although not all types of
mental ill-health.
Q.
And are those factors usually grouped together and
called determinants of mental illness?
A.
Yes, it's now the - in common with the rest of health,
there's a large focus on the social determinants of health.
Q.
And, what are some of the important social
determinants?
A.
Well, for all types of health, including mental
health, relative social disadvantage - so, poverty, and
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being worse off than the people around you, poor social
status, this is a powerful factor.
The second is gender discrimination, so that, the
place of women in certain communities and even more subtle
forms of discrimination.
The third is violence: violence in the family,
violence in the community. Another factor is in fact
physical ill-health in terms of mental ill-health.
Q.
Each of those things you've mentioned, are they,
according to well-established literature, determinants for
mental illness?
A.
For?
Q.
A.

Mental illness?
Yes.

Q.
Are there some determinants of mental illness that are
particular to the individual?
A.
Well, every - again, there's a close analogy with
health, that for any individual there are many influences
on a state of health or a state of ill-health. And,
although the commonly used term is "social determinants",
in fact these are influences on health, so there are always
instances where people come through major difficulties, for
instance severe trauma in childhood and are not depressed
in adulthood. But it's a question of risk. So, despite
the term, it's really a sense of, what are the major
influences, both biological within the person, their own
psychological processes, and the social influences.
Q.
So, is "influences" perhaps a better term because it
recognises risk rather than inevitability?
A.
Yes, correct.
Q.
Can I turn now and ask you about prevention. Can I
just ask you this: does primary prevention in the
literature refer to preventing the onset of illness?
A.
Correct.
Q.
Does secondary prevention mean reducing the duration
and associated disability caused by illness by providing
early treatment?
A.
Correct.
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Q.
Is there a difference between early intervention and
early treatment or are they the same thing?
A.
The way that I understand that term being used,
they're very similar, yes.
Q.
Alright. And what is tertiary intervention?
A.
Well that, in a way, is what happens in the clinical
services and beyond as well; the supports for
rehabilitation and recovery that may occur with supports
from outside the health system as well, hopefully well
integrated.
Q.
Is there a sense in which tertiary intervention is
after the event?
A.
Yes, that's right. And, sometimes of course the
activities are not that different if they involve a person
becoming more socially connected or having a sense of
self-esteem and an ability to find a job, support for that
that they wish to undertake.
Q.
You say in your statement that you've given to the
Commission, in your view:
"The importance of mental health promotion
in the context of public health cannot be
overstated."
We'll talk about that in some detail, but can I just
ask you to explain to the Commissioners why you hold that
view?
A.
Well, I think it's because of the fact that we have
had a view different in mental health from the rest of
health and we can see the difference it's made in the rest
of health. For instance, we could say that in the 1950s,
60s, 70s there were rising rates of - rapidly rising rates
of heart disease in populations in the wealthy world: in
Europe, the United States, Australia. And people began to
recognise that exercise and diet might be important and
began to put these measures in place.
At the time there was a lot of competition between the
clinical services and these preventive measures, but over
time people recognised that they were each important, and
in fact the public health measures, stopping smoking,
increasing the attention to what people ate and the way
they exercised, changed the pattern of disease in many of
those communities. At the same time many people still
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continued to have ill-health, that wasn't going to
disappear.
Q.
Do you have a view in the general health context about
some of the important things that lead to the lessening of
competition between different clinical streams?
A.
Ah, well, I think that's a very important thought. I
think it's to do with awareness to a large degree, that
when we have, first of all, awareness in the general
community, then that pushes everybody to think about what
sort of measures are needed to support this community
awareness.
So, if people are understanding the fact that good
mental health brings many benefits at the individual and
community level, and that ill-health is nothing to do with
blame or weakness but it's something that happens for this
multitude of reasons in terms of any one person's
experience, everybody's better off, the person, the family,
the community, if adequate supports are in place. We've
heard a very, again, moving story about the difficulties
that arise when they're not.
Q.
Can I ask you, before we investigate this a little bit
further, to tell the Commissioners - really to tell all of
us, because I think the Commissioners probably know
already - what are the principal classifications or types
of mental disorder?
A.
I suppose we begin with the idea that there are common
mental disorders and much less common ones. And, with the
idea that over time what has really affected the public
understanding and governmental understanding is the
so-called burden that these conditions produce in terms
of years of disability lost in terms - rather than just
counting numbers.
But the common mental disorders, in which depression
and anxiety are the major ones, are quite - of different
levels of severity are quite common in the community. It's
said that up to maybe 20 per cent of people in any
community will experience one of those conditions in their
lifetime.
Q.
A.

So, this is depression and anxiety?
Yes.

Q.

And they're grouped together?
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A.

Yes.

Q.
Alright. If we take that as a large prevalence
disorder -A.
Yes, that's right, high prevalence.
Q.
High prevalence, I beg your pardon, and perhaps moving
towards the less prevalence disorders, what is next?
A.
Yes, well then we might be thinking broadly about
conditions, schizophrenia and related conditions that come
under the heading of psychoses. Some of the mood disorders
called bipolar disorders might be linked with that group as
well, each occurring - maybe one in a hundred of the
population may be affected by these conditions.
Q.
So, with psychosis, is it appropriate to differentiate
between schizophrenia, bipolar disorder and other forms of
psychosis?
A.
It is, I believe, yes.
Q.
Are they the main classifications?
A.
That would be, broadly speaking, correct as I
understand.
Q.
Do substance abuse disorders fall into their own
category?
A.
Yes. So, that we could say substance abuse disorders
are also quite common, particularly alcohol use disorders
in this community and in many communities, and the use of
other substances, called illicit substances, is also a
problem, and the use of prescription opiates and other
prescribed medications in harmful ways is also important.
Q.
Where do personality disorders fit in that
classification?
A.
Well, I suppose, if we're talking about a general
public understanding of mental disorders we might have a
category we call "other" and we might include personality
disorders; we might include eating disorders and a range of
other conditions, all of which are - they're not to
minimise them by putting them in this "other" category.
And, as you've heard, somebody who may be diagnosed as
having a borderline personality disorder could have a very
severe and difficult experience.
Q.
Is there a separately understood category of disorders
of childhood?
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A.
Yes. Generally, that might include the early onset of
a number of the ones we've already mentioned as well as a
range of learning and development disorders and
disabilities.
Q.
With that background, professor, can I ask you about
the evidence base for the effectiveness of early
intervention and prevention. Can I go to something you
have said in your statement which is that:
"Experience has shown that many adverse
outcomes can be avoided with early
recognition and treatment or with
appropriate and sustained support for
people and families living with long-term
illness."
So, just focusing on that statement for a moment, when
you say "adverse outcomes", what's included in preventing
adverse outcomes?
A.
I mention two things in that statement: one is the
early intervention and the other is sustained support.
Q.
Yes.
A.
And in each case it's concerned with relieving the
suffering of the person.
Q.
Yes.
A.
And hence, the suffering and distress of those around
them as well, so that, we avoid the adverse outcome of
prolonged suffering. And then you might have the concept
of the associated disabilities, the person who's not able
to mix with other people, not able to enjoy life, who may
be terrified if it's a psychotic disorder by the
experiences and unable to participate in a range of other
activities.
Which leads to the next stage of, if you like,
disabilities of loss of education, loss of social
connections, loss of opportunity and vocation, loss of
family life or the opportunity to develop a family if it's
a young person.
Q.
Is it implicit in that analysis that, with some types
of experiences of mental illness they may be prevented, but
with others the experience itself and the duration might be
minimised?
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A.

Sorry?

Q.
Is it implicit in your analysis that for some types of
mental illness or particular experiences of mental illness
with certain people, prevention may occur; but with others
preventing adverse outcomes is about changing the course of
the disease or minimising its effect on a person?
A.
Yes, absolutely. I think where that second part of
the sentence comes in, that although for instance with
schizophrenia and related psychoses, we're not clear about
what are all the antecedents and the possibilities of
specific prevention, but we are aware that it's possible to
modify, work with the person, support them and their
families and modify the outcomes in many cases, many
situations, to support the recovery, support the belief in
themselves during that recovery process.
Q.
Alright. I'll ask you a bit more about that shortly.
You've said in your statement though that:
"Most people with potentially remediable
disorders are not treated. There's a
continuing failure to recognise and treat
mental illness, particularly anxiety and
depression in people attending general
practitioners or general hospitals. About
20 per cent of these patients suffer from
well defined mental illnesses often
associated with physical illness."
Is it your view that the failure to treat well defined
mental illness particularly relates to anxiety and
depression?
A.
I think that's the most - they are the prevalent
conditions and that's, I think, one of the major problems
and particularly in certain population groups, including
women who are pregnant and soon after birth.
Q.

You go on to say that:
"It's tempting for services, governments
and non-government organisations in the
face of overwhelming distress and
disability to concentrate almost
exclusively on those well-established
illnesses."
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What is it that makes that the overwhelming
temptation?
A.
I think it's partly the sense that there's - we're not
coping with that demand and there is a very high demand, as
we know, for help, or a high request; it's using the demand
in the technical sense. But that, so how can we be
diverting resources to things that may or may not work in
the longer term?
And I think that's where, as a community system, we're
working across health, we're working across education,
welfare, family support, workplace, relations and so on,
that it's - just as we've done for heart health and smoking
control, we have a huge job to do to support people and
families to be aware of what's going to be helpful and to
assist them when they do seek help as well.
Q.
And so, it's right, isn't it, that what you're really
saying is, you need both, investment in prevention, early
intervention, as well as treatment for chronic conditions
and acute conditions?
A.
That's right, yes.
Q.

You say in your statement that:
"Early case identification and intensive
treatment of first episode illness was
first proposed as a preventive strategy for
the psychotic illnesses in the 1990s."

So just focusing back at that period of time, that
early identification of the role of early intervention, was
that limited to the psychotic illnesses?
A.
Well, the idea began with the psychotic illnesses,
yes, and I would point out that we're talking there about
secondary prevention, about changing the course of illness
and reducing the risk of associated
complications/disabilities.
Q.
So sticking with that idea, going back to the
classification of mental disorders that we discussed
earlier, is the evidence base for early intervention in
psychotic illnesses the same in relation to schizophrenia
as it is for other disorders?
A.
Well, it's - there's been a lot more study most
specifically of the early intervention in psychotic
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disorders. There's a growing realisation that the same
thing is likely to apply for other conditions, but much
less study specifically of this point.
Q.
Alright. Perhaps to get a little bit clearer about
that. If we can speak about the present evidence base for
early intervention in psychotic illnesses other than
schizophrenia. Where is that up to?
A.
Oh, I'm sorry if I misunderstood your question a
little before, but I wouldn't be differentiating
schizophrenia and the other psychoses in the sense that,
when these conditions are first identified it's often not
clear what the exact diagnosis is: whether it's
schizophrenia or another psychotic condition that might
have a different outlook; there are so-called acute
psychoses or schizoaffective disorders that are a mix of
mood and psychotic disorders. There might even be a form
of mood disorder, bipolar disorder.
So, many of the studies have related to early
intervention and psychosis rather than in one specific
identified mental disorder.
Q.
I see, yes. Accepting that to be the case, what do
you say about the current state of the evidence in relation
to early intervention? Do you say it is established in
relation to secondary prevention or primary prevention?
A.
Secondary prevention for the - by using that term
"early intervention", yes.
Q.
A.

What about prevention?
Prevention for the psychoses?

Q.
Yes.
A.
Yes, this is a field of intense interest, and there
have been studies of so-called high risk groups of people
whose parents may have had psychotic disorders; there have
been studies of population groups and studies of young
people in particular who may present with a range of
experiences that are psychotic in nature but perhaps don't
add up as a whole to a current diagnosis, and those studies
are ongoing and it's important to understand where that may
lead, but it's different from what I've been referring to
as early intervention, and for these more rare conditions
it stands aside in a way from the broader statements about
prevention of disorders.
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Although many of the - what we may come to - the
upstream determinants or influences on mental health, such
as child maltreatment, overall there appears to be a higher
rate of all conditions, including psychoses, in people with
reported experiences of that type compared with the rest of
the population, but the mechanisms and pathways are not
clear.
Q.
Yes. So, would you say there is a good evidence base
for dealing with what you have called the influences and
what other people might call determinants in relation to
probably all forms of mental illness?
A.
The?
Q.
A.

All forms of mental illness?
Yes.

Q.
And when you come to primary prevention, the evidence
is limited when it comes to the psychotic disorders; is
that a fair statement?
A.
Yes, that's right. I mean, we understand that some of
these broader - we know that for some reason that people
don't fully understand psychotic disorders are more common
in people who have grown up in cities, and we believe it's
more common in people who are second generation immigrants
or people who are in minority groups in a community, but we
don't understand the mechanisms and how exactly to prevent
that.
Q.
When it comes to secondary prevention, is it the case
that there is good evidence that that is effective?
A.
Well, yes. We now have good evidence that, at least
for the episode of illness, this is very effective.
Q.
Yes. And, is there a question about the effectiveness
of secondary prevention and its relationship to the
duration of treatment?
A.
Well, the duration of treatment has - you mean, in
terms of the evidence, it extends up to about two years of
treatment. So that, when early intervention is begun and
continued for two years. There's limited study beyond that
and we don't yet know what this means for the further
course of the illness over the next 30 years, although we
can anticipate that with preventing to some extent the
accumulation of disabilities of the type we've described,
that this will mitigate or change the course, but that is
for the future.
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I think it's also very important to recognise that the
change of outlook in the episode of illness is very
important, and also, that we're undertaking this prevention
for that - these early interventions for this reason rather
than from necessarily relieving what may be seen as the
burden on services in the longer term; we just don't know
that yet.
Q.
Yes, and so, are you saying that what does happen with
intervention, whether or not the illness is prevented, is
that the person suffering it is benefitted?
A.
Yes. It would be just like someone having cancer although we know more about the long-term course because
there's been more study - or someone with any other
condition in health, that if there's a severe, terrifying
condition that's likely to - could lead to the person
damaging their life or losing their life, then we would
treat it.
Q.
Yes. You make a comment in your statement about an
analogy with other interventions in public health more
broadly, and you discuss the prevention of cancer and
similar diseases in connection with smoking.
A.
M'hmm.
Q.
And I think you say that at times one has to act on
the evidence as it is, rather than waiting until it
develops.
A.
Yes. Taking us back then to the idea, say, of primary
prevention in terms of the so-called upstream determinants
of health, that if we see that there is, in terms of the
pattern of disorders, an increase of both physical and
mental health problems in adults with these experiences of
harm and neglect, well then, we might feel it's appropriate
to act that way.
To say, as the state, as Victoria has done with
Commissions on family violence and institutional care for
children, we have the understanding now that there is
unfortunately many - that it's in front of our eyes that
these experiences are quite common in the community, so
what we can do to prevent them happening will be important
also downstream for the mental health for the population.
And also, we can monitor what we're doing, not
necessarily by waiting 30 years so see who gets well or
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ill - who is well or ill, but to say, well, the first thing
that we would find is that these particular regulations are
in place and the violence is abated and hence - and we
might anticipate, because of those links, that the further
results will be better.
Q.
Yes. Can I just ask you one more question about this
topic. You have said in your statement that:
"Essentially the case for investment in
prevention requires a degree of
specificity. We need to examine the
specific cross-sectorial interventions that
are known to act on modifiable influences
on mental health."
Can I ask you to elaborate on that by explaining what
you mean by the cross-sectorial interventions and to the
modifiable influence on mental health?
A.
Broadly, we could say that mental health is
everybody's business, so that, we understand that the way
children experience school, the relations with the teachers
and their peers, whether children are bullied or not, these
have a significant influence on their mental health.
We also have evidence that, from a range of different
places, that specific training in social skills, if you
like, for children is effective in improving their mental
health and improving their prospects of mental health.
Another example is from the field of community
development in a number of high income countries, including
in this country, there are community groups in a scheme
called Communities That Care that work together with
experts to assess the local situation in terms of youth
violence in communities and put in place measures to change
that, and this has produced significant results in terms of
reductions in youth crime and improvement in outcomes for
education and later vocation.
Q.
Do you happen to know where in Australia these things
have been implemented?
A.
Well, there have been some schemes in Victoria, in
Melbourne, as I understand.
Q.

Just on the question of young people.
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"Adequate access to services and early
intervention for those that need it [is
best practice]. Most of those needing help
are young people as the peak age of onset
of these conditions is between 15 and
25 years of age."
Can you just explain to the Commissioners what you
mean in that context about "the peak age of onset" and are
you referring to particular types of mental illness?
A.
Well, it's across a fairly wide range of mental
disorders, mental illnesses, that this applies; that
between the ages of 15 and 25 - although sometimes for even
younger ages - but that period would be the time when most
people who are going to develop depression, who are going
to develop anxiety, a psychotic condition, that would be
the time when it first begins; may not be recognised then,
but that's usually the time that it begins.
And this distinguishes the mental disorders from the
other non-communicable disorders, in fact. Here we're
dealing with, we're thinking of cancer and heart disease,
we're thinking of people at the end of their working lives
or post working life; here we're talking about people who
are entering community life before they've had an education
or support - established their own families.
Q.
You talk about the importance of linking primary
health and community based mental health services with
social housing and employment services. What, in your
view, is the importance of that linkage?
A.
Yes. Well, this is important in general life, I
suppose -Q.
Yes, of course.
A.
-- in supporting people in families and preventing promoting health, but in particular it's important if we
turn to the question of treatment and support and care for
people with the experience of mental ill-health and their
families. And again, working closely with these people
also, so that it's supporting the decisions of the people
with these conditions.
But we see that people's needs are not limited to the
health system, that they need somewhere to live, they quite
often might have combined health problems, like
drug/alcohol problems combined with mental health problems;
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they might have a physical health problem as well,
particularly as people enter middle age, they tend to have
premature onset of those other non-communicable diseases.
So, in many systems, including to some extent our own,
we have some separation indeed in the sense of specialist
mental health services and their links and interchanges and
sharing of care, and some separations between the mental
health and the drug and alcohol services and the ability
for one service to manage all of those conditions.
Q.
You've also spoken about the importance of
policymakers in different sectors having a combined and
comprehensive approach, and is that for similar reasons?
A.
Yes, I think this is particularly so if we think about
persuading the Minister of Education to take an interest.
How can we persuade the Minister for Education during the
ride in a lift that mental health is important for his
portfolio or her portfolio?
And the same resources that are used to deliver
education now could be shaped at the same time to improve
rather than - or to improve mental health and to avoid any
inadvertent compromising of mental health.
Q.
Thank you. You talk about some barriers to
implementing mental health promotion strategies, and one of
the things you have observed is confusion and vagueness
about what mental health itself is. Can you say a bit more
about that?
A.
Yes. I think again, coming back to the idea that we
are not used to, as a community, to thinking about mental
health in itself, it's very much a part of health, and it's
different from, although linked to, mental ill-health. So,
thinking of mental health as an asset, being able to
describe it as something that benefits the person in the
community, that supports productive relationships, supports
work, and supports the person's own sense of peace and
wellbeing.
And, without that - I think we quite often conflate
mental health and mental ill-health when we're speaking
and, without understanding that - we sometimes use the
analogy of physical health, that an Olympic athlete has a
different state of physical health from many of us in the
community. We all still regard ourselves as healthy, but
we understand what to do to improve our health. We demand
.04/07/2019 (3)
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from our governments that they don't let raw sewerage run
down the streets or that we want them to control alcohol
outlets, we want them to control the amount of fat and
label our foods. So, it's getting to the point where the
community demands this of our government and supporting
them in that.
Q.
And having worked in public mental health for quite
some time, in your view where does that lack of
understanding of the importance of mental health lie in our
society?
A.
Well, I think people have been very afraid of mental
ill-health. It is a very - it's a terrifying idea, people
have all sorts of misunderstandings about where it comes
from: is it a curse, is it a weakness? And the idea that
we could think about mental health as well is mixed up with
that and not fully separated.
And also, we're not used to thinking, as I mentioned
earlier, that mental health is part of overall health and
that a state of mental ill-health is going to compromise
the rest of health. What this confusion and vagueness
means, is that, we're not aware as a community of the
benefits to be gained from improving mental health, both
from promoting it and from preventing and treating illness
successfully; that mentally healthy people are going to be
more productive and the education system will be more
successful with its outcomes, and parenting will be - we'll
be able to support - parents may need or wish for some
support in what they're doing; early childhood development
can pick up early problems in learning or in relationships
and can again manage those early and help the families to
cope.
Q.
So from a public health perspective would you say that
where we're at is still at a state of needing some
consciousness raising about mental health?
A.
I think so, yes. Consciousness not necessarily in the
sense of campaigns, that can be helpful, but particularly
in government or in decision-making circles about what is
the evidence about the link between good mental health and
the other parts of community life, the ones I've mentioned,
and putting this alongside the need to raise awareness also
of what is mental ill-health and relieve the stigma and
discrimination that stand in the way of good service
provision and good support for those people.
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Q.
So, in that connection, is it your view that there's a
kind of institutional stigma in relation to mental health
and policy making?
A.
Yes, I think that's probably a good way to put it.
People often minimise or believe it's a luxury or a fringe
interest, whereas things like this new UN or WHO Commission
on the non-communicable diseases has for the first time
included mental health; that's because it's critical to the
delivery of - successful delivery of services to other
forms of ill-health; it's intertwined.
Q.
You've also spoken about what you call an unwarranted
pessimism about the efficacy of treatments for mental
health. What have you observed about that and where do you
think that pessimism lies? Who holds it?
A.
Right. Well, it's the general community and often the
professional sense, I think we were all taught as medical
students, if you like, about what's called the clinician's
illusion and we're all warned about it, that we as
professionals see people who need to come and see us, that
is, people who are not well. People who get well don't
come back.
So, it's always the case, and we were taught to keep
this awareness with us, that we can't discern the pattern
of disease in the community from our daily work and it
requires another lens, another - studies of communities and
the patterns of ill-health and disability and health in
communities to work that out.
Q.
You speak quite a bit in your statement about the need
for integration of various things, can I just ask you about
those. You say:
"We're yet to fully integrate the housing
system, mental health and drug and alcohol
services and the primary healthcare
system."
Now, there are a number of parts in that. If you can,
can I ask you what your vision is for integration in that
respect.
A.
Could I say first that I'm basing quite a bit of what
I say on observations from -Q.
A.

Yes.
-- the 1990s and the 2000s when I was director of the
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Mental Health Service in the city and from studies we did
at that time on people with homelessness and mental
ill-health, as well as those in other parts of the mental
health service.
The importance of being able to deal with all of those
problems, with mental ill-health, with addictions, with
housing, lack of adequate housing, they all fuel each
other, and when people come into a mental health service it
doesn't do them much good to go back necessarily to a
boarding house with very little income.
They may not have anything that they regard as
meaningful to do, they may have - they may be socially
isolated, all of which are toxic to their mental health and
that can result in - when I began training in psychiatry we
had longer term hospital stays and people would just come
back. I remember seeing young people who would come back
two or three times within a very short space of time
because the conditions in which they lived were toxic to
their mental health.
I think we've become much more sophisticated now about
managing that but not completely so, and that's partly
because people on the ground - the drug and alcohol
workers, the mental health workers, the housing workers may
not be familiar with and may be frightened of dealing with
the other two problems that they're not used to.
Q.
You also mention your view that there is a need for
close alignment between the mental health system and the
child protection system. Can you say a little about that?
A.
Yes. Well, I think we can look first at expenditure,
relative expenditures; that if we look at the child
protection system, the bulk of the expenditure, as I
understand it across our country, is on the out-of-home
care system. Advocates would argue that we want to be
thinking about how to keep families together, how to
prevent the maltreatment and violence and the other causes
of removal of children from their families.
So, the mental health - the links between mental
health and the child protection system might be in both
stages: that, how can the mental health system or mental
health expertise, if you like, be integrated well into
family support, parental support, early childhood
development work.
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And then, when children are in foster care, or kinship
care or in the minority residential care - again, we've
heard about some of that today - when they're in that
system, how do we support the carers of those young people
to understand their needs as well as provide any direct
support to the young people?
There's a great deal that can be done to support the
system as well as support individuals. I think it wouldn't
be unique for there to be difficulties in working across
systems and people understanding each other and how best to
work together.
Q.

Just in that connection you say that:
"Maternal and child health services would
ideally work closely with mental health
experts for training and support of
midwives and nurses and other providers in
the detection and management of depression
and other perinatal mental health
problems."

A.
Yes, I think we're very - probably world leaders in
this state in doing that.
Q.
Yes.
A.
And that's a good example that we could extend to
other systems.
Q.
Yes. Can I ask you about a slightly different topic
although still on your views about how the system might
change. You said that:
"Suicide prevention and mental health
promotion have tended to be different
discourses up to now and a holistic view
would assist."
What do you mean when you say "different discourses"?
A.
Well, we do some world-leading work again in suicide
prevention, and preventing suicide is a very broad canvas,
or ideally so. So that, there are specific things that we
can do in schools in terms of training, so-called training
of the gatekeepers to understand when there is a need to
intervene with some distressed person. We can prevent the
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means of suicide, guarding bridges and all the things that
we do that way.
But we need to - and many people do but it's important
to include the broader canvas of promoting health,
promoting mental health. That, if we think of violence and
we think of alcohol and drug use, that the prevention of
these circumstances also is relevant to suicide prevention.
Q.

Yes.

"There are obvious coordination
difficulties in integrating services which
are administered by different institutions
and government departments. People with
poor mental health and related disabilities
need support from a trusted integrated
environment which can withstand the ups and
downs."
What, in your view, are the features of a trusted,
integrated environment that can withstand the ups and
downs?
A.
Well, I think it's, we're looking for something that
may exist in some places, but the idea that a person or a
family can go to one place and tell their story and have be treated with respect and dignity. So, it's a question
of human rights, of treating people with mental ill-health
the way we would treat people with any other form of health
for a start, ill-health, and that sense of continuity, that
it's not a sense of having to transfer and move around to
find the different services, which is a very difficult
experience for people who are already experiencing mental
health problems.
Q.
Professor Herrman, is there anything I haven't asked
you about in relation to your views for reforming the
system that you'd like to speak about?
A.
No, I think we've covered a lot. I think the key
points perhaps would be the question of valuing mental
health, understanding the benefits for the community of
improved mental health, and of understanding that people
throughout their life course have mental health problems,
but for our community and every community it's the young
people that we are beginning much more to understand now,
this is when the problems begin and when we can intervene,
and that, if we think of the upstream determinants of
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mental health and mental ill-health, there's a great deal
we can do by working with education, housing, parenting,
social welfare and workplaces.
MS NICHOLS:
Thank you very much.
Commissioners have any questions?

Chair, do the

CHAIR:
No, I don't think so. Thank you very much for
that very comprehensive overview.
MS NICHOLS:
CHAIR:

May Professor Herrman be excused?

Yes.

<THE WITNESS WITHDREW
MS NICHOLS:
That concludes the evidence for today,
Commissioners.
AT 4.00PM THE COMMISSION WAS ADJOURNED TO
FRIDAY, 5 JULY 2019 AT 10.00AM
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MS COGHLAN:
Good morning, Chair and Commissioners. Today
we are continuing on with the topic of prevention and early
intervention.
As Lisa Nichols identified yesterday, a key challenge
for the Commission is to identify evidence-based prevention
and early intervention approaches to consider how they
could be implemented in ways that are sustainable and
effective, reaching those in greatest need.
There will be a number of witnesses called today. The
first is Amelia Morris who's a 21-year-old young woman and
consumer. After that, you'll hear from Dr Gaynor Blankley
who is a specialist in perinatal care.
But, before hearing from Dr Gaynor Blankley, you will
hear from Shaun McClare who is a principal at Kalinda
Primary School, and he will give evidence about Positive
Education and the impact it has had at the school where he
is the principal.
You will also hear from Dr Ric Haslam who is the
Director of mental health at the Royal Children's Hospital.
He will give evidence about the current infrastructure for
youth mental health services within the hospital context
and he will also address the difficulties in access for
children and young people.
Finally, this afternoon, you will hear from Professor
Pat McGorry. He is the professor of youth mental health at
the University of Melbourne and Executive Director at
Orygen, the National Centre of Excellence in Youth Mental
Health.
He will give evidence about the many issues facing the
mental health system and will opine about the elements he
sees as critical to a well functioning mental health
system.
I propose to call the first witness now.
Amelia Morris.
<AMELIA JANE MORRIS, affirmed and examined:

[10.03am]

MS COGHLAN:
Q. Just make yourself comfortable, Amelia,
make sure we can hear you in the microphone. Now, you've
provided a statement to the Commission in relation to your
.05/07/2019 (4)
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experience?
A.
Yes, I have.
Q.
I tender that statement.
currently 21 years of age?
A.
Yes.

[WIT.0001.0005.0001] You are

Q.
You live in Melbourne, but you grew up and went to
school in country Victoria?
A.
Yes.
Q.
Can you tell the Commissioners about, really, your
first experiences in relation to any mental health issues
you might have had?
A.
Yep. So, I've been diagnosed with major depressive
disorder, generalised anxiety disorder, and comorbid
attention deficit hyperactivity disorder. When I was 11 or
12, I started to become withdrawn, I kind of withdrew from
things I'd previously enjoyed, like hanging out with
friends. I spent a lot of time in my room when I was home,
I didn't spend time with my family which was a real change
to how I'd been before.
A lot of those changes were kind of dismissed by
people around me as puberty and hormones, and so, it wasn't
until I was 16 in 2015 that I kind of realised something
was wrong and I shouldn't be feeling like this, so I spoke
to my mum to try and get some support for my mental health;
that was in January 2015.
Q.
Where did you go then for that initial support?
A.
So, I first saw my local GP and, very soon after that,
I also started having appointments at Headspace; so, I was
seeing them both kind of simultaneously.
Q.
How did you select the GP that you saw?
A.
The GP was kind of locally acknowledged as the expert
in mental health in the town; so, he was who my mum thought
would probably be good for me to see.
Q.
What assistance did you get from the GP at that time?
A.
I was initially diagnosed with anxiety, which I didn't
feel was right and later was given a different diagnosis,
which is my current diagnosis. He was reluctant to put me
on any sort of medication even though I'd expressed a
desire to try because I didn't feel the talking therapy I
was having at Headspace was helping me very much.
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He told me to try an online anti-anxiety course and,
when I tried to sign up for it, it wouldn't let me because
you had to be over 18 years to use it and, when I told the
doctor this, he told me to lie about my age.
Q.
A.

And, you were 16 at that time?
Yes.

Q.
Was it at that stage that you had a feeling like, is
this it, is this all there is?
A.
Yeah, I felt quite hopeless and it really felt like
there wasn't really any sort of help there, because there
wasn't really any other kind of solution offered by the GP.
Q.
Can I ask you a bit more about Headspace. You
mentioned that you effectively were seeing someone at
Headspace at the same time as seeing the GP?
A.
Yep. So, I was seeing a psychologist at Headspace,
and we were doing a lot of talking therapy, which I didn't
feel was helpful.
I also saw a psychiatrist at Headspace who did end up
putting me on some medication. Unfortunately, I really
wasn't getting any better. I kind of reached the halfway
point of the ten Medicare subsidised sessions and I was
really beginning to worry about what I would do afterwards
because I wasn't improving at all, and I was already
halfway through, so I really, really was stressing about
what was going to happen at the end, how we were going to
kind of afford it; the burden on my family.
My psychiatrist also ended up going on emergency
leave, which really sucked for me because I really liked
him and I felt very validated by him, but he had a family
emergency and had to go, so I couldn't see him any more.
And, I was having some suicidal thoughts that weren't going
away. I had disclosed those to the psychologist and the
psychiatrist and they were helping - trying to help me
manage those, but I really wasn't getting any better.
Q.
I'll come back to that just in a moment. You talked
about the perceived burden this had on your family. Just
in terms of getting to and from the Headspace, how easy was
that for you or how difficult?
A.
It was very difficult. So, the Headspace was a 40, 45
minute drive away. There was no kind of public transport
.05/07/2019 (4)
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link for me to use, and obviously, because I was 16 I
didn't have my own licence, so my mum had to drive to
school, pick me up, take me to the appointment 40 minutes
away, wait for me to finish, drive me back to school and
then drive herself back to work.
So, it ended up being probably a two hour round trip
for her, which was really, really difficult. She was a
single parent; I have two other sisters, so having to do
that once a fortnight was a really big burden on her.
Q.
And it meant you missed out on about a half a day of
school once a fortnight as well?
A.
Yeah, I was very stressed because of school, and so,
I'd go to Headspace to help me manage that stress, but
unfortunately it meant I missed more school, became more
stressed, and it was a bit of a vicious cycle.
Q.
You mentioned your siblings, they were 13 and 15 at
the time?
A.
Yes, they were.
Q.
Can I ask you about a point in time in June 2015?
A.
Yeah. So, I had my Year 11 exams coming up which at
the time was a really big stress for me, and I wasn't
getting any better with the help from Headspace and my GP,
the sessions were starting to run out, and I just wasn't
getting any better.
And then one day I came home from school and I
attempted suicide. I ended up calling the ambulance myself
because I saw my dog and I thought, "What are you gonna do
without me?" My nana lived down the road and she came down
and sat with me while I waited for the ambulance. And, the
ambulance came probably about 20 minutes later and took me
to the hospital.
Q.
Can you just describe what that was like then arriving
at the hospital?
A.
So, I arrived in the emergency department and I had,
you know, my vitals done and blood taken and all that kind
of thing, which was pretty distressing, and we were put in
a room - me and my mum. I was kind of in and out of
consciousness a little bit, but I remember the hospital
staff kind of calling just about every psych ward in
Victoria trying to find me a bed, but there was nothing
available, and I ended up just being sent to the general
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children's ward overnight.
Q.
The next morning you were seen by a mental health
worker?
A.
Yeah. So, I think my mum had gone to get breakfast,
so I saw this worker by myself. I felt very dismissed by
him. He refused to give me a referral to any sort of
psychiatric ward. I got the impression that he thought I
was really just being a dramatic teenage girl and I wanted
attention, and I just got the feeling he didn't think I was
serious enough for a bed in a psych ward when I'd had a
suicide attempt the night before.
I'm not quite sure how much more serious you can get,
but I was dismissed and, yeah, there wasn't really any
solution offered. We ended up having to go ourselves to a
different doctor to get a referral to a psychiatric ward.
Q.
You ended up getting a referral to a private
psychiatric ward?
A.
Yes.
Q.
And that was in Melbourne?
A.
Yeah. So, it was three days before they had a bed
available, so I was discharged the morning after I was
admitted from the hospital and just kind of sent home with
my mum; she had to look after me for those three days.
She couldn't go to work because I couldn't be left
alone. She had to hide my medication and give it to me
whenever I needed it. I had to sleep in her room, and
there wasn't really - I don't think the hospital contacted
her at all in those three days. They might have after I
was admitted to the psychiatric ward, but by then I was out
of the house so that wasn't of much use to her.
So, on 4 June I was admitted to a psychiatric hospital
in Melbourne.
Q.
How far away was that from your family home?
A.
So, that was about two hours from my home, and from my
school, so I was quite isolated. My family couldn't come
and visit me until the weekend, which was my 17th birthday.
I was initially in the ICU, which was just basically a
big room with beds and curtains in between. I was in there
with adults of different ages and genders with just a
.05/07/2019 (4)
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curtain around my bed. There was no kind of privacy, all
my things were locked in a cupboard and I was only able to
have one book out at a time, and I had to ask whenever I
wanted my clothes.
When I was on the phone to a friend a couple of times
I got told I needed to be quiet because I was disturbing
the other patients. And for my birthday I'd gotten a,
like, a heat pack that was a dog from my nana, but they
wouldn't heat it up for me; so, it was a pretty awful
experience when I was in the ICU for those few days.
Q.
And, after that, you were moved to the drug and
alcohol ward?
A.
Yes, for a couple of days I was on the drug and
alcohol ward until they could find - until there was a bed
free in another ward that was more suited to me.
Q.
Once you ended up in that more suitable ward, was
there some sort of group therapy that you were able to
attend?
A.
Yeah, so the hospital run a group therapy program, but
unfortunately it was very adult-centred and not really
relevant to my problems as a 17-year-old. There was a lot
of stuff about managing your job and stuff about your
relationships with your family and your children, which
really wasn't relevant to me as a 17-year-old at all.
There was a young person's program once a week, but
pretty soon after I was admitted it was put on hold so that
they could restructure it and I don't think it was brought
back until about a year later.
I felt very disengaged from the group therapies
because they weren't relevant to me at all. They, as I
said, were very adult-centred and there wasn't anything
about problems I was facing. I was surrounded by a lot of
older people, there were not many people my age in the
hospital at all, which really contributed to my feelings of
isolation and I felt very abnormal.
When I thought about what I thought being 17 was gonna
be like, it definitely wasn't what I was experiencing. I
had pretty restricted access to my phone because I wasn't
allowed a charger so I had to give it in to be charged
every couple of hours, so that really restricted my ability
to talk to my friends, which made me feel even more
.05/07/2019 (4)
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abnormal. I felt very out of control and, yeah, it was
just very isolating.
Obviously, my friends and family were two hours away,
they could only come and visit me on the weekends because
of work and school, so I was really alone.
Q.
Can I ask you about medications that you were given
during that stay?
A.
Yeah. So, I kind of cycled through quite a few
different medications and none of them seemed to work for
me. A lot of them had pretty awful side-effects. There
was one that made me vomit for about a week straight, I
couldn't really keep any food down. So, they were all
pretty awful, I didn't have a great experience with them.
Q.
And then, in around August 2015, you began receiving
TMS treatment?
A.
Yeah, so that involved - it's non-invasive. As I
understand it, it involves the use of a magnet to stimulate
neurotransmitters in your brain. We had to get permission,
I think, from the hospital board because it hadn't been
fully researched on under 18-year-olds yet. But I did end
up having it and it made a huge difference to me, it
allowed me to stabilise enough that I was able to be
discharged and go home.
Q.
So you had a stay at this private psychiatric hospital
that you've described of a period of three months?
A.
Yeah, about two and a half months.
Q.
And then you were discharged, but still required to go
back every couple of months to receive this TMS treatment?
A.
Yeah. So, I went back, probably the first time after
that was a few weeks later, and kind of in between those
two admissions I had one Skype appointment with the
hospital psychiatrist, but that was it.
And then, after that, I had to go back every couple
of months to receive TMS. I would do it in the school
holidays because at the start of 2016 I went back to
school, competed my Year 12 over two years. So, I'd go
into hospital to have TMS every holidays, but I never
really had any contact with the hospital in between my
admissions. There was no communication.
When I was discharged every time I was given the exact
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same discharge summary self care plan that was very
general. No-one ever really went through it with me, and
it wasn't helpful to me because it had stuff about, I
think, like, exercising, going for a run, and I hate
running, so it was really quite general and not helpful to
me.
And, every time I was discharged it would kind of be
like, hand in your TV remote and go. I took public
transport to get home a lot of the time, but I don't
think - a lot of the time they didn't really ask how I was
getting home, so that was difficult.
Q.
Can I take you to 2018, and you moved to Melbourne to
study?
A.
Yeah. So, I moved to Melbourne to start Uni and the
hospital began to offer outpatient TMS which meant I didn't
have to be admitted as an inpatient for a 45 minute session
every day which worked around my life a lot better because
I couldn't work while I was in hospital.
So, I'd organised that but when I was on the way to
the appointment I was getting all these phone calls saying
that, "Oh, have you got your referral?" And I asked, "What
referral?" Because the referral had always been done
internally when I had it as an inpatient. They said I
should have gotten a referral for the TMS but I could just
go to the GP tomorrow and get one and I'd still be able to
have TMS that day.
Unfortunately, the calls in the next half an hour kind
of kept coming and the goalposts kept being moved. Then it
was, you need one from a psychiatrist, you need one from a
psychiatrist before you can have it today; your
psychiatrist in the hospital won't give you one; you're
just gonna have to wait until you can get the referral.
So, when I was told I couldn't have it I was actually
in an Uber on the way to the hospital. I think we passed
it when they told me that I couldn't have it, so I kind of
just had to go home and wait until the next week to have
it, which was very inconvenient as I'd moved the due dates
of all my Uni assignments to the next week when I thought
that I'd have had TMS and it would be a lot easier to deal
with, and now, they were all due when I was supposed to be
having TMS.
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I'd kind of re-organised my life, taken time - moved
my work hours around and, yeah, felt like the goalposts
just kind of kept being moved.
Q.
Can I ask you about some specific problems that you've
encountered with the mental health system. Starting with
the idea that, when you asked for help, it wasn't there?
A.
Yeah, so I think there's a lot of public attention,
media attention on the fact that - and I know I used to
think this - that you should just ask for help and
everything will be better and people have acute mental
illness because they just haven't asked for help and, once
you do that, it will be all sunshine and rainbows and be
great. But unfortunately that wasn't my experience.
When I took that really, really difficult step, that
really heartbreaking step of trying to ask for help, there
was really nothing there for me. I was kind of greeted
with silence in return. So, that's just really distressing
when you take that very difficult step of asking for help,
and there is just nothing there; it makes you feel very
hopeless and like you're really never gonna get better.
Q.
In terms of your interaction with Headspace, it was
insufficient to meet your needs?
A.
Yeah. So, I think Headspace has a good role, I think
it does help a lot of young people with maybe every day
stressors or mild, more mild mental illness than what I
experienced, but for me it just wasn't enough; I needed
more intensive care but I found there was nothing for me
between the GP, Headspace and the emergency room.
There was a real gap, especially youth-specific
services. I think even just after Headspace there's
nothing tailored to young people and their needs, so that
was a real problem I faced.
I think Headspace has a good role but it just wasn't
enough for me, but there was nothing else.
Q.
What about how you were treated by health
professionals in terms of whether you're taken seriously or
whether you were dismissed?
A.
Yeah, so as I've touched on, I did feel very dismissed
by a lot of health professionals. I think a lot of them
didn't take me seriously or, kind of, downplayed what I was
going through, invalidated my feelings. That's not to say
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I haven't had good experiences, but unfortunately I've had
a lot of bad ones, and you shouldn't really be having any
bad ones.
Q.
In terms of recommendations for change, you've touched
on this already in terms of the gap between GP or Headspace
and then emergency care. What do you want to say about
that?
A.
Yeah, so I think that there needs to be, obviously,
something in between there. My mum's a diabetic and they
wouldn't make her wait until her foot had gangrene before
they did something about it, whereas unfortunately with
mental illness, I think that what happens is that, if you
can get help, it just maybe stabilises you enough that you
are not in immediate danger to yourself and then you're
kind of just left on your own.
I feel like I've really had to fight very hard to get
the help I've just needed to survive. I don't think I
really know what it feels like to be thriving and be happy.
I think that the help I have gotten has just been enough to
get me stable and enable me to stay alive, but not really
more than that.
So, I think there is a real gap in those services
between primary care and the emergency room. And, the
primary care that you can access usually just stabilises
you.
Especially I think the Medicare ten sessions is really
just not enough; that's less than one a month if you want
to stretch it out over the whole year, and so, it's really
not enough to enable you to be functional and be happy and
live your best life, I guess. It's not even enough to
enable people to survive sometimes, so I think there needs
to be something to address that gap in between primary care
and the emergency room and primary care also probably needs
to be more accessible and there needs to be more of it.
Q.
Just in terms of, you've talked about your experience
of being in a regional area and how difficult access was
being outside of a city.
A.
Yeah, so obviously, as I touched on, the services that
I could access were very far away, I was reliant on my mum
to take me there, take me back. I had to take time off
school because the opening hours were such that I couldn't
go to appointments outside of school hours. Because, even
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if I had one after school, I would have to leave school
early to make that appointment anyway.
So I think, if I hadn't had the family support that I
did, I wouldn't have been able to access anything except
the local GP. I'm really lucky that I had a supportive
family, but not everyone does, and those people are kind of
left by themselves because they can't access the few
services that there are, like, practically.
Q.
Just picking up on that point, you're talking about
needs for support for families as well?
A.
Yeah. So, I think the whole experience for my family
was obviously very distressing, but there wasn't really any
support offered for them. I think one of my sisters sought
their own help, but they kind of had to do that themselves;
that wasn't brought up by anyone around me.
And my sisters were 13 and 15, so it was a lot for
them to deal with as, you know, young teenagers/children
really, so there really wasn't anything. There wasn't
anything for my mum, there wasn't anything for my dad,
there wasn't anything for my nana, it was just - they were
just kind of left to deal with it themselves and to manage
me themselves was so difficult let alone manage their own
feelings, I guess.
Q.
One of the others things that you've raised in the
course of your evidence is about the need for there to be
better contact and follow-up after a hospital stay?
A.
Yeah. So, in between my hospital admissions there
was - I think I had one Skype appointment with my
psychiatrist. There wasn't really any communication in
between the sessions. If I had TMS booked in, the staff
would kind of call me to organise that when it was coming
up, but that was it and that was kind of something they had
to do anyway, there wasn't really any communication in
between then.
Really, I could have died in between admissions and
no-one would have known because there was just no contact
and, on discharge, it was kind of like I was just cut loose
and left to go by myself, which was really hard for me; you
know, I had to organise all my post discharge stuff and,
yeah, it was just quite abrupt when I was discharged, it
was just like a sudden cut off.
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Q.
Just finally, in the course of your evidence you've
talked about, that services need to be adjusted to better
meet the needs of young people?
A.
Yeah, so I think, especially as a young person, the
care I could access wasn't suited to me: the group therapy
in the hospitals was adult-centred, I was surrounded by a
lot of adults which made it really difficult for me, it
really kind of reinforced those feelings that I was very
abnormal, and I was very lonely, and I was a freak.
That was how I was feeling at that time and I feel
like maybe, if I had been around other people close to my
age, I wouldn't have felt that so acutely, because it would
have shown me that this was okay and that there wasn't
anything wrong with me. Well, I was sick, but it wasn't a
personal fault and it wasn't anything I'd done and it
wasn't something that made me different.
And I think, yeah, the other thing was the support I
could access through the GP, I guess, especially being a
rural area, wasn't youth-centred or youth-focused. It was,
you know, the only recommendation was the anxiety course
which was for over 18-year-olds, and there wasn't kind of
any support about what I should be doing about school.
Luckily, my school was very, very supportive, I'm glad
I had those supports in place, and I was very lucky to have
that, but I also don't think that's a role my school should
have had to take on.
Yeah, there was no support from mental health services
and how to access that or how to manage my friendships or
anything like that that would have helped me in that stage
of my life. And things like opening hours of Headspace as
well; like, if they'd had an evening session once a week,
that would have made such a huge difference to me.
So, yeah, I think definitely services could change to
better meet the needs of young people
MS COGHLAN:
Thank you, Amelia. Chair, are there any
questions from the Commissioners.
CHAIR:
No, thank you very much, Amelia, for taking the
time to share your reflections with us, thank you.
MS COGHLAN:
.05/07/2019 (4)
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CHAIR:

Yes.

<THE WITNESS WITHDREW
MS COGHLAN:
The next witness is Dr Gaynor Blankley, and I
call her now.
<GAYNOR BLANKLEY, affirmed and examined:

MS COGHLAN:
Q.
Thank you, doctor. You've provided a
statement with the assistance of the Royal Commission?
A.
Yes, I have.
Q.
I tender that statement. [WIT.0002.0005.0001] You are
the Deputy Clinical Services Director, Mercy Mental Health,
and head of Perinatal Mental Health?
A.
Yes, I am.
Q.
And you hold qualifications of a Bachelor of Medicine
and Bachelor of Surgery?
A.
I do, yes.
Q.
A.

And also a Master of Psychological Medicine?
I do, yes.

Q.
Just in terms of your current role as Deputy Clinical
Services Director, Mercy Mental Health and head of
Perinatal Mental Health, can you just briefly outline the
key aspects of that role?
A.
Okay. So, that role is four days a week and half of
that time is clinical service delivery, so I'm a clinician
in clinics in that role. And then the role also involves,
I guess, coordinating, heading up and running the service
in conjunction with a manager, and the service also
involves some teaching; that's teaching of doctors who are
studying to be psychiatrists in Perinatal Mental Health or
general psychiatry; maternity care doctors, so
obstetricians and gynaecology trainees, midwives in the
hospital; and also medical students; and also to GPs,
maternal and child health nurses in the community. And the
role also involves some research, but that's a small
component of it.
Q.
Okay. I'm just going to ask you in a moment what is
meant by "perinatal mental health", but firstly, can I just
ask you, why is it important? Why do you view it as an
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important thing?
A.
Look, 50 per cent of the population are women, and
there's a significant number of years in a woman's life
when she is either planning - for a lot of women, most
women - thinking, planning or being pregnant or raising
very young children, and so, I actually think that
perinatal mental health, at one level we need to have some
subspecialty knowledge, but at another level it should just
be a part of mental health services mainstream and it be
sort of woven into the, I think, the fabric of all mental
health care services.
Q.
Can I ask you now what is meant by perinatal mental
health?
A.
So, specifically perinatal mental health does refer to
the time in a woman's life when she's either planning a
pregnancy, or is pregnant, or in the postnatal period.
Generally speaking with respect to services, it's up to
12 months postnatally but, I mean, it can be considered
longer as well.
The key aspects of perinatal mental health are
actually the mother's mental health, but also her
relationship with her infant who at that stage of their
lives is wholly dependent usually on the mother as a
primary caregiver but not necessarily. But at that stage
of either the unborn infant's life or the newborn infant's
life their development is very much experience expectant
and dependent. That means that, as they're developing,
they need experiences, they need the environment, and also
the environment, either the pregnancy-related environment,
so the health of their body and wellbeing while they're
carrying - while they're pregnant, or else the environment
that they're able to provide postnatally also impacts on
the infant's growth, development and wellbeing.
Q.
There's two things there: you're talking about not
only the mental health of the mother?
A.
Yes, that's right.
Q.
A.

You're also talking about the impact on the child?
That's right, yeah.

Q.
I'll ask you more about that a bit later. Can I just
ask you this at the moment: the perinatal period is
considered to be a high risk period of illness?
A.
Yeah.
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Q.
A.

For either onset, relapse or exacerbation?
Yeah.

Q.
Can
A.
So,
disorder
times in
that can

you just expand on that, please?
at some levels the rate of having a mental health
in the perinatal period is no different to other
one's life, except that there are a few factors
change the course of the illness during that time.

Some of those factors are that during that time in
your life, in one's life, there are - you're much more
likely to have physical illnesses or physical conditions
that are pregnancy-related or postnatally-related. There
are also a whole range of changes in the way that you see
yourself, identity changes.
So, for example, at this point in time I see myself as
a doctor and also there are other aspects of my life, but
it's coming to terms with, how do I manage all these things
in my life, how am I going to be a mum?
So there are identity changes, there are social
changes: some of those are financially-related, some of
those are relationships with either the father of the baby
or your partner, they're frequently different people.
There are also changes at times to - I mean, generally
changes to income and financial stressors, and often there
are also changes in relationships with family as well and
in-laws or out-laws as well. And these are all stressful
and these are known to be stressors with respect to the
onset of anxiety, depression or a mental health disorder of
any kind.
Q.
Okay. So, can I just ask you now, in terms of the
types of treatments or interventions that are provided as
part of perinatal mental health care, just in terms of
principles rather than going into the specific treatments,
just briefly?
A.
Okay. So, I mean, the principles of treatment should
always begin, I think, with prevention and prevention goes
right back to thinking about what are the factors that we
can do in the community at large to prevent, and then early
identification of illness, so that you can prevent the
length or duration - getting into early treatment and
prevent the sequelae of illness.
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So, prevention, and then there's early intervention,
so early onset of treatments, and the treatments in
perinatal mental health are in some respects the same as
the treatments for all mental health disorders, but you
actually have to consider the impact of treatment on
pregnancy and the infant, on the unborn infant, and also
the impact of treatments when you're - if you're
breastfeeding.
So, you do need to understand the physiology, that's
the changes in a woman's body when she's pregnant; with
respect to choice of treatment, you need to understand the
risks and impact of treatments on the unborn infant in
particular.
Q.
Okay, we'll come back to that just in a moment. Can I
ask you about education awareness, screening and
prevention?
A.
Yes, I mean, that's a topic that I actually think is
really, really important and it probably is something that
shows the whole fragmentation of, not just - of our whole
mental health care system going right back to primary care.
I think, thinking about women and - sorry, what was
your question, it was about?
Q.
A.

So, in relation to the topic of education?
Oh, education, that's right.

Q.
Awareness, screening and prevention.
A.
So, going back to education: I mean, I think there are
choices of medications - if we focus on medication, there
are actually choices of medications that could be
prescribed or not prescribed to women at the onset - at the
outset, that is, before they're even thinking of having a
baby.
So, education to primary care around prescribing
practices for women is absolutely fundamental and
essential. Education to decrease stigma, because stigma is
a huge issue that has been found for women in the perinatal
period.
Q.
Can you just expand on that?
A.
I think that, actually you can look at organisations,
peer organisations, like in Victoria it's PANDA, the
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Perinatal Anxiety & Depression Network. And pregnancy and
childbirth, it's meant to be a period of great joy and hope
and there's particular stigma for women around feeling becoming anxious and depressed during that period of time.
So a particular feeling: you know, I'm meant to be
happy, and also, if you - women can feel very ashamed as
well that they're not enjoying or they're not able to meet
the needs of their young baby, so there's a lot of stigma.
And, I think education can really help raise community
awareness as well as the awareness in primary care and also
actually in mental health care services.
So education in mental health care services is an
enormous need, because actually, once women - if a woman one of the big issues is a lack of understanding of what
it's actually like to have a mental health disorder when
you're trying to care for a baby.
So for example, if I had a mental health care disorder
and I went to seek care I might be given two weeks off
work, and I could go home and have some support perhaps,
but not have to work, not have to think, not have to
concentrate. You can't do that with a baby, you can't put
a baby aside for two weeks while you're waiting for your
treatment to benefit for you and to kick in.
Also in perinatal health care the threshold for what
is considered a crisis is much lower than in the community
at large, so there needs to be education within the system
around those sorts of issues as well.
Q.
Can you just flesh that out please, in terms of what
you're talking about in that crisis, the context of that
kind of crisis?
A.
Yeah, so I think - I don't actually have data on this,
a lot of this will come from experience within the service.
But the majority of mental health disorders in the
perinatal period are what are called the high prevalence,
low acuity disorders: anxiety and depression. I mean, I
don't particularly like those turns of phrases but that's
what they're called.
So, they're managed in the primary care setting, so
women attend their GPs and then maybe referred to a
psychologist or a psychiatrist in the community in which
they're living. But they do also have to care for a baby,
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and if they find that they're unable to care for a baby,
they can feel really - that can be - they can feel a lot of
shame or they can feel a lot of guilt and that can actually
make their illness worse.
So, frequently they would then benefit from having
some time in an inpatient setting, but it can be very
difficult to sort of navigate - get a woman admitted
through the access into a mental health care system for
inpatient care because it can be considered at that point
in time when a clinician in primary care rings and tries to
access the service, that their illness isn't acute enough,
they're not unwell enough.
And the fact that they're not able to attend to their
infant's needs, or finding that extremely difficult, isn't
considered to be as big a risk factor as it should be.
Q.
Can I ask you then about the idea of screening and
what that involves?
A.
So screening: screening is sort of like throwing out a
net into the - like, you go out and ask everybody who is whether: screening is a process by which you ask everybody
particular questions or give them a particular
questionnaire to sort of see whether or not they reach a
threshold point in response to those questions.
Q.
And so, who administers that screening?
A.
Okay, sorry, yeah. So, screening can be done
antenatally in antenatal clinics or by obstetricians, by
midwives and by GPs, and then postnatally screening can
also be done by GPs and by - at postnatal checks and cares,
at the postnatal check.
And screening can be done by - there's a couple of
tools that are very well ratified worldwide that can be
used for screening, and what they do is, they provide a
sort of an indication that this person should have further
clinical evaluation. They're not diagnostic, they just
pick up that this person looks like they are at risk of
having an illness.
Q.
And so, I'll ask you about this later, but then in
terms of the treatment pathway that might follow, is that
working effectively at the moment?
A.
I think it's really, really sporadic, I really do. I
think in some areas it might work quite well and then in
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other areas - you know, it really depends on whether there
are services as to whether that works well.
Q.
I'll ask you more about that later. So, in summary,
there is this screening process to identify potential risk?
A.
Yep, yep.
Q.
But the process for then managing that risk is
sporadic?
A.
That's right, very sporadic, yep.
Q.
I want to ask you something very specific about
treatments.
A.
Yep.
Q.
There are a number of treatments that might be
available depending on a person's needs?
A.
Yes, that's right.
Q.
If I could just ask you about medication, and really,
the challenges that might be posed with the use of
medication: you've talked about during pregnancy, during
breastfeeding. Can you just expand on that, please?
A.
Okay. So, when a woman is pregnant and she's being
prescribed medication, you really need to think about
medication in terms of - or even before she's planning a
pregnancy - will this medication impact on her fertility at
all? Is it likely to increase risk of pregnancy loss? Is
it likely to cause an increase in malformations to her
infant? Is it likely to cause any risks across pregnancy
in terms of foetal growth and development across pregnancy,
or length of pregnancy? And then is it likely to cause any
impact for the infant when it's a newborn? And is it
likely to cause any impact for the infant in terms of
longer term development? And how much of that medication
is likely to be expressed in the breast milk? What
percentage of it will be in the breast milk? And so,
therefore, you know, can it be used in breastfeeding?
So these risks or these issues need to be considered.
The other issue that needs to be considered with
respect to medication is the fact that across pregnancy a
woman's blood system is sort of one and a half times the
volume that it is normally - like pre-pregnancy or
postnatally, so there's a dilution effect of medications,
and also - and some of these factors are not actually known
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well enough at all, but we just know that these are issues
with respect to how we manage medication in pregnancy and
postnatally
Q.
Can I move on to ask you about the setting of
treatment?
A.
Yep.
Q.
Again just briefly, if you explain the tiers, just in
brief terms?
A.
Okay, so Australia' got a primary tier - a primary,
secondary, tertiary healthcare network. Primary care is
like general practitioners, psychologists, maternal and
child health nurses. Secondary will be private
psychiatrists, psychologists as well and an outpatient
service, and then tertiary will be inpatient services.
Q.
I'll come to ask you later about the interaction
between those three tiers but, before we get to that, can
you just indicate when perinatal mental health treatment
might be indicated?
A.
So really, it's indicated for any woman, I think, from
potentially planning a pregnancy through to when her infant
is born and crossed the first year of life, and so, it's
indicated in women who have a pre-existing mental health
illness that they're living with who are wanting
pre-conception planning and how to manage their illness
across that period of time.
It's indicated in women who develop an illness in
pregnancy for the first time and they may go on and have an
illness further on across - that may be the start of an
illness that is ongoing. And, there are some specific
pregnancy-related illnesses that it's indicated in as well
that develop late in pregnancy and early in the postnatal
period.
Q.
Are you talking about mental illnesses or physical
illnesses?
A.
Mental illnesses, yeah, sorry.
Q.
Which groups in the Victorian community are the most
at risk?
A.
So, the groups in Victoria that are most at risk will
be women who have a pre-existing major mental illness, so
women living with schizophrenia or a bipolar illness, also
women with personality disorders, particularly severe
personality disorders. Women from - Aboriginal and Torres
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Strait Islander women are at greater risk of accessing
services. Women who are - sorry, I've lost my train of
thought.
Q.
Some other examples might be women who don't have a
home?
A.
That's right, yes. Women without a home and I think I
listed a few: women who are -Q.
From culturally and linguistically diverse
backgrounds?
A.
Culturally diverse backgrounds, yeah.
Q.
A.

Also LGBTI?
That's right, LGBTI women as well.

Q.
As well as women living in situations of family
violence?
A.
That's correct, yes.
Q.
A.

Who have experienced childhood trauma?
Yes, that's right.

Q.
And also those who may have also experienced sexual
assault previously?
A.
These groups of women, yes, these are the groups of
women who are at higher risk.
Q.
And then finally, also women living with alcohol and
illicit substance abuse disorders?
A.
Yes, that's right.
Q.
Substance use disorders, I should say. Why are they
then particularly more at risk?
A.
As a group, and for different reasons within that
group of within, within those different groups of women,
they frequently have had really difficult experiences in
the past accessing either authoritative services - and they
can see the health care service as authoritative.
They also have had a lot of shame and stigma, and
there's a lot of fear within these different groups of
women about being judged about - in some of these groups of
women there's a lot of fear that, if they present and ask
for help, that they will have their babies removed, and so,
a lot of these groups of women - so Aboriginal and Torres
Strait Islander women have that fear, so do women who are
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homeless, so do women who have grown up with a lot of
services, like, under the child protection system
themselves, so have come from violent backgrounds. So,
these groups of women are fearful of accessing services,
that it will mean that their children will be removed from
their care.
There's a lot of shame, and the services as well are
often just not organised practically - logistically to sort
of meet their needs as well. Sometimes the timing of
appointments are very specific and, if you don't turn up,
then you've missed your appointment, and so, that can be
very difficult.
Certainly, those groups of women find it very
difficult to access primary care because of those
logistical reasons, and cost, and secondary care as well,
because of cost.
Q.
Can I ask you about the importance of mental health
care in the perinatal period, about that topic, and I'll
ask you some specific questions?
A.
Okay, yeah.
Q.

In your statement you say:
"The importance varies across the various
phases of the perinatal period."

So, for example, if you consider pre-conception care,
prenatal care and then postnatal care, can you just briefly
address those three areas?
A.
Okay. Preconception care is an opportunity to plan
with a woman living with a mental health disorder how she
might best manage her pregnancy with respect to her mental
health. So, that can be planning for medication
treatments, which is like planning to be on the - what we
say as being the minimum effective treatment of the least
risky medication in pregnancy.
Q.
Yes.
A.
So, you can plan that ahead of time. Just like when
women are planning a pregnancy and they go to see the
doctor regarding, you know, have I had all my
immunisations, or should I take Elevit, which is to make
sure your physically well in pregnancy, you can do that
prenatally.
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Also, you can actually discuss with a woman what's
going on in her life and how she might best have supports
in place, what are just community supports, so that's with
prenatal care.
In the early stages of pregnancy - and also it's
really important, if possible, to do that planning because
you can make some specific medication changes if
medications are ones that maybe are more risky and you can
really think about making some changes there.
Across pregnancy, early treatment is really important.
I mean, a high percentage of women do suffer from
anxiety/depressive illnesses in pregnancy. So it's really
important to get services in place at that point in time,
and to begin early treatment, and it can assist with
preventing secondary problems associated with suffering
from a mental health disorder in that time of life, and
also plan for services.
And postnatally early intervention is essential
because of the impact that untreated mental health
disorders can particularly have both on the mother and on
the mother-infant relationship. And then also on her
relationship with partner and her family and the wider
community.
Q.
Can I just pick up on that, the impact that you've
just raised and ask you about specifically the impact on
the infant.
A.
Uh-huh.
Q.
And then secondly, the impact of the infant. If you
consider it that way: so the impact of maternal mental
health on the infant, if you could just address that,
please?
A.
Okay. So, we're born very immature as human beings,
and in particular our brains are very, very experience
expectant and independent, I've used that turn of phrase
before.
Q.
Sorry, can you just break that down, what are the
words you're using?
A.
I use the words experience expectant and dependent.
So, the actual growth development, and I guess I'd say
wiring of our brain - I'd use, say, a wiring metaphor for
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that - depends on the experiences that we have, and our
brain's wiring pathways actually literally sprout out and
grow and are looking for connections.
Perhaps it's easier to use the visual cortex, visual
part of our brain. When infants are born, they cannot
really process what's coming in through their eyes, but
over the first year of their life or ten months or so of
their life, they actually make sense of material that's
coming in, like, through their eyes and it goes to their
brain, and their brain develops in response to the
information that they are taking in.
That's the same with a whole range of growth
development and experiences for an infant. So, treatment
of the mother's mental health is really, really important
across the early period of an infant's life, really
important, because she can't - if she's really quite
depressed and she can't - and it's very hard to sort of
interact and play with her infant, it is actually - the
infant learns that the world isn't such a happy, joyful
place so to speak and it actually has been shown to impact
on language development and behavioural development down
the track for those infants if depression isn't treated and
intervened with early.
Q.
And so, what about then - you previously touched on
this - but the impact of the infant on the mother?
A.
So, the infant can - I mean, just in terms of some
medications used there can be an impact there, but also,
infants do wake up a lot at night and so interrupt sleep
and that can actually impact on the capacity to recover.
You can't just put an infant aside for a week or two while
you recover, unless somebody can come in and assist you, so
you can't, say, rest and recuperate so easily.
Also, you can experience - women describe experiencing
an enormous amount of guilt about not being able to give
their infants what they'd like to give them and really want
to give them, and then that kind of interacts back and is a
stress in its own right, that feeds back into becoming more
anxious or more depressed and impacting on a sense of self,
and so complicates actually the personal recovery process,
if that make - yeah, the personal recovery process as well.
Q.
Can I move on to ask you briefly about data or
research?
.05/07/2019 (4)

287

G BLANKLEY (Ms Coghlan)

Transcript produced by Epiq

375

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

A.

Yes.

Q.
What do you say about there being data available that
provides evidence for the effectiveness of perinatal mental
health care?
A.
So, that's a really difficult area to discuss, and I
think in some ways science let's us down. Because, if the
focus is too much on data, and if the focus is too much on
quantitative data, one of the problems is that then you can
end up - we've ended up with, you know, hundreds of studies
that sort of can amalgamate sometimes to, if you look at
them individually to say, well, this one shows this small
effect and this one shows that small effect and then you
put them all together and you can say, well, there's not
enough evidence.
So, it's really important with the data to try to make
sense of it in terms of trends and to also look at it from
a qualitative point of view as well as a quantitative point
of view. So quality is experiences of and think about the
data, not just actually look at the hard numbers.
We do have quite a bit of data around medications and
individual medications and their impact on which
medications to use or not to use, but it's really difficult
to actually say which - there's not a specific treatment
that should occur in this way for all the different aspects
of perinatal mental health care.
What we do know, though, is that you really need to
focus on understanding the woman, her relationship with her
infant, what it's like for her in the context of her life
that she's living in and put that all together, understand
her sort of situation. And there's data globally to kind
of - for that and the importance of treatment in terms of
her ongoing wellbeing and the infant.
Q.
A.

So that person-centred approach?
Yes.

Q.
I asked you earlier about the tiers of mental health
care in Victoria, and you described those. I just want to
ask you now about, how are they operating in Victoria at
the moment to meet the needs of pregnant women?
A.
I think that the services are really - at one level
there's quite a few services in Victoria, but at another
level they're - I think they're not funded well enough
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overall and they're quite sort of, they're quite sort of
fragmented.
So the pathway for a woman from being unwell in the
community to accessing primary care with her GP, a
psychologist, and I think we've heard from other people
that the number of psychology sessions available are
absolutely inadequate: I mean, tens sessions is less than
one a month, and then GPs are really busy.
To then secondary health care: the freeze on
psychiatry sessions through Medicare has meant that there's
quite a gap in Medicare rebates for women, so cost is
actually an issue in terms of accessing care; through to
accessing inpatient services if they are required. It's
very fragmented, and it depends a little bit on where you
live and it shouldn't be like that and I think -Q.
Sorry, go on, I don't want to cut you off. Go on.
A.
I actually think that the notion of just having
separate perinatal mental health services is actually not a
helpful one or a useful one. It goes back to what I said
at the start, where 50 per cent of the population are
women, women become pregnant, women have infants, and I
actually think that there should be clinician and
stakeholder-led funding from above and that perinatal
mental health services should be embedded in all area
mental health services and funded, not sort of, okay, now
you have to do that and add that in to what you're doing
out of current funding, but they should be specifically
focused on and funded so that the access to care through to
all areas is available.
Q.
What do you say then about the interaction between the
services that currently exist? And I mean that in terms of
the various tiers.
A.
I think it can be very difficult to sort of access
services from primary health care through to inpatient care
or area mental health services if required, and so, it can
be very difficult if you require admission to get into
hospital, and it can be very difficult to access - yeah, so
it's very difficult if you get into hospital and I think
also if you've been in hospital, often there's not a step
down - there's nowhere to step down to, so you go straight
from hospital back to an occasional visit to your GP, which
is just - there's huge gaps in the service delivery.
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Q.
And so, just in terms of best practice from your point
of view, what does that look like?
A.
I think best practice should be led by clinicians,
stakeholders; I mean, there needs to be an understanding of
costs, serve, care, but it definitely should be led by
clinicians and peers, and that -Q.
A.

Do you mean by that that there's a hierarchy?
Yes, I do, I mean a hierarchy and that actually --

Q.
And how would that hierarchy work?
A.
So, I think that the hierarchy, like, there needs to
be: these are the practices that we think should be
implemented clinically, both in terms of actual clinical
guidelines, and also these are the pathways that need to be
followed and these are the access points.
Pathways and services should be mapped out and they
can be mapped out; I mean, it's a bit of a task, but really
literally mapping out from pre-primary care, so when
someone's just living in the environment and perhaps
feeling stressed, to primary care, to then secondary care,
to tertiary care. And actually looking at access points,
where the blockages are and sort of gap filling there.
And I think this should be implemented from above so
that it's expected, so that it's the standard of care and
that it's not idiosyncratic and individualistic, so that
this person does this and this person does that and that
person does this.
I also think it should be funded, this funding
shouldn't be sporadic, it should be actually an integrated
model of care. I think actually it's really important not
to just look - even as I'm speaking, like, as I'm here as a
witness on perinatal mental health, I don't think perinatal
mental health should be isolated as just a subspecialty.
There needs to be a bit of a subspecialty component and
understanding, you need to have leaders and people who
understand it, but it actually needs to be woven into the
substrate of the system.
And I also think there needs to be an educational
component that goes from community through to primary care,
secondary care, and also a research component as well to
really understand what it is that we need to deliver
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MS COGHLAN:
Thank you, doctor. Chair, are there any
questions from the Commissioners?
CHAIR:
Q. I'd like to ask one, thank you very much. In
relation to the feedback that you receive from the women
that you're working with about the complexity of navigating
that system, what do they say to you?
A.
I think, I mean, they do find it really difficult and
complex. Cost is a huge issue. A lot of feedback that
we'd get would be around cost: that it's too expensive to
have care in the primary care setting in the private
setting, and so, you know, they budget out their
appointments.
And also, accessing services at times of crises as
well, and that the crisis point is lower. When I say
"lower", it's different. I don't mean it's lower, it is a
crisis point, but it's different and not always recognised
or frequently not recognised.
Q.
I think that's an important point you made in the
statement a few times, that you felt people underestimated
the risks that there were for the mother and the infant at
this point of time?
A.
Absolutely.
Q.
And hence the importance of them getting access to
treatment. Can you just make sure we understand that
clearly, what you're saying there?
A.
So, I mean, there's obvious crises of - first of all,
the worst and the most tragic is loss of mother and loss of
an infant; that's the most tragic and is rare but it
occurs. There's a myth that, if a mother has a baby then
she's at less risk of, say, taking her life and that's not
true. So, that's one thing. I think - I lost track of
your question.
Q.
I think you were saying people underestimate the
urgency of access to care.
A.
Yes, that's right. The next thing is that people
underestimate that the long-term need, if you are looking
after an infant, that it's not just the mum, there is an
infant there and that infant is really dependent on her,
largely speaking. But then there's also a family network,
and you can't just - there are not necessarily people who
can just jump in and support a person - a mother at home
with an infant.
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I think when an individual adult is anxious, depressed
or has an illness, you can sometimes manage individual
adults in the community for longer, because you can sort of
touch base with them, you can make sure that they're
looking after themselves; you can actually do that and
check in with them. But I think when there's an infant
it's actually - she can't just go away and put the infant
in the spare room for three hours while she has a bit of a
break - or he. I mean, it's mainly women that we're
talking about.
So, I think that that's often not recognised, that
that's actually a really, really important point, both for
the mother's wellbeing and her recovery, but also for the
infant's development and wellbeing.
Q.
Can I just ask how well placed you think the maternal
and child health nurse network is to respond to mental
health issues?
A.
I don't think they're well placed at all. They do a
fantastic job, they really do, but maternity and child
health nurses are not trained in mental health disorders.
They're a really excellent part of our overall service of
health care, but the maternity and child health network now
are funded much less than they used to be, so there's
specific appointment times - I mean, numbers of
appointments that women can access maternity and child
health nurses.
Maternity and child health nurses - this is feedback
that we receive - but they express often feeling an
enormous amount of work stress, just like, in terms of the
load that's placed on them because they don't - they're not
trained in mental health care at all.
I actually think it's - I think it's not right for us
as a - thinking mental health care - to put too much on to
maternity and child health nurses. They're a really
important part of the system but not, you know, not - we
shouldn't be pushing down onto them
CHAIR:

Thank you.

MS COGHLAN:
please?
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Yes, thank you very much.

<THE WITNESS WITHDREW
MS COGHLAN:
break.
CHAIR:

Chair, is now a convenient time for a short

Yes, let's adjourn.

SHORT ADJOURNMENT
MS COGHLAN:
The next witness to be called is Shaun
McClare. I call him now.
<SHAUN DANIEL MCCLARE, affirmed and examined:
MS COGHLAN:
Q.
Thank you, Mr McClare.
a statement to the Commission?
A.
Yes, I have.

[11.36am]

You've provided

Q.
I tender that statement. [WIT.0003.0009.0007] You're
a principal of Kalinda Primary School?
A.
Yes, that's correct.
Q.
A.

Whereabouts is Kalinda Primary School?
In Ringwood.

Q.
A.

How many students do you have there?
Approximately 580 students.

Q.
Just in terms of the types of issues or challenges
that the students might face at that school, is there
anything particular about what they might experience?
A.
Yep. So Kalinda is a fairly middle-class school. The
data suggests that socioeconomically students are
reasonably advantaged, with a small pocket of families from
English as a second language background.
However, just like any primary school, we have
students who face issues such as depression, anxiety, a
small number of students with suicidal ideation. The
issues faced by the students at Kalinda are quite typical
of students across the state.
Q.

In your statement you say:
"Much of our work [and this means your work
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at the school] in mental health is focused
on building a child's resilience to help
them when they may encounter greater
challenges when they get to high school."
A.
Absolutely. So, the issues to do with mental health
come out a lot more within a secondary setting and the
challenges are a lot greater. Part of the role of a
primary school is to, in the best possible way we can as
educators, prepare our students for those challenges that
are ahead, and developing their sense of resilience and
giving them the wellbeing skills and capacities to be able
to face those challenges and seek help and seek advice and
get through challenges in high school and beyond, is a
really important part of our role as primary school
educators and educators across the whole system.
Q.
Can I ask you specifically about the Maroondah
Positive Education Network?
A.
So, in about 2016 the Maroondah Principals Network,
which comprises of principals of public, primary and
secondary schools in the Maroondah region, along with the
Maroondah City Council and the Department of Education,
formed a partnership to work on improving the wellbeing
outcomes for young people throughout the Maroondah area.
This work came off the back of a Maroondah youth
wellbeing survey which was commissioned by the Maroondah
City Council, was done in conjunction with the University
of Melbourne, and the survey was implemented across
schools, so the data coming out of that survey was one of
the big drivers to actually getting the network formed and
that partnership developed.
Q.
What was the nature of that data that led to those
developments?
A.
The data showed - and the survey collected data from
students from Year 5 through to the end of high school and it showed there was increasing levels across all
schools in the area, increasing levels of anxiety,
depression, other health issues such as lack of sleep,
stress, issues with worsening attendances as students got
older through school; they were some of the general issues
that were identified in the survey.
Q.
What did that give rise to, if you can focus on the
Maroondah Positive Education?
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A.
So, the Maroondah Positive Education - the Maroondah
principals really came together, and as a group of
principals, formed a collective vision of working on
improving the wellbeing of all students within Maroondah
schools and this led to the partnership, where we're
actually being able to do some proactive work in developing
the skills and capacities of our skills to improve the
wellbeing of these students.
Q.
is?
A.

Is that what the Maroondah Positive Education Network
Yes, absolutely.

Q.
And so, that's about increasing wellbeing and
educational outcomes for students?
A.
Yes, it is. Yes, it is.
Q.
That's through implementation of a Positive Education
program?
A.
Yep, so the Maroondah Positive Education Network,
which was formed in approximately 2016, worked together to
implement Positive Education throughout the network. 26
schools, along with the Maroondah City Council and the
Department of Education, were dedicated to implementing
Positive Education throughout all of our schools.
Positive Education is an approach to look at wellbeing
of students where we're not just focusing on students who
have high levels of need when it comes to wellbeing or
mental health, but looking at the overall mental wellbeing
of all students and staff in a proactive way through
developing wellbeing literacy of staff members, through
being able to develop a culture within the schools where
wellbeing outcomes are valued just as highly as academic
outcomes, and that it's really important that we see the
two as intrinsically interwoven; that when we improve
wellbeing outcomes, that will improve academic outcomes,
and when we're doing things better academically, it also
improves wellbeing outcomes.
So, it's trying to move for the schools in the
Maroondah network, the focus from not just focusing on
numeracy and literacy outcomes, but really making sure
wellbeing has an equal footing with the importance in what
we do and the work we do with our staff and the
professional learning we focus on.
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Q.
So, you're looking at the way in which education is
delivered rather than implementing a program; is that
right?
A.
Absolutely. So, Positive Education gives us a
framework for how we deliver wellbeing and how we teach
throughout our schools. It is not a program where you can
just learn how to do Positive Education and go in and do a
half hour class once a week.
It gives us a framework to focus on things that are
really important for student wellbeing, such as positive
relationships, meaning, gratitude, positive emotions,
developing those skills and capacities amongst staff
members, and then each school looking at their own unique
setting and circumstances and being able to then develop
curriculum and programs that are going to meet the needs
for their students under the umbrella of Positive
Education.
Q.
Okay, so the needs of Kalinda Primary School for
example might be different to the needs of a different
primary school?
A.
Absolutely. Whilst there will be a lot of crossover
and there will be a lot of similarities - it may be the
size of the school, it may be the demographics of the
school are different - so it's important that we are able
to work together collaboratively, because there's a lot of
power in that, there's a lot of sharing of experience and
expertise, but at the same time we have to really focus on
what we need to deliver in each school and where the
correct starting point is with the work.
Q.
And so, there are various modules that you can focus
on?
A.
Absolutely. So, initially we worked with Geelong
Grammar; Geelong Grammar has a lot of experience with
Positive Education and we looked at doing a lot of training
with them in looking at a number of different models, and I
might refer to my statement about the modules that were
developed to focus on.
So, the modules that we looked at developing were on:
character strengths, positive emotions, engagement, growth
mindset, positive relationships, meaning and purpose,
strength-based coaching, health including sleep and
nutrition, and brain breaks.
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So these modules were developed and then schools are
able to access and work with their own staff in
professional development to build expertise amongst their
staff members in these different areas, and then schools
are able to develop plans and build curriculum around those
areas.
Q.
And so, one of the focuses is on building staff
wellbeing, which then is perceived to have a positive
impact or the children?
A.
Absolutely. So, since the start of the work we did in
the Maroondah Positive Education Network, we certainly had
a strong focus on having a focus on learning it, living it
and then leading it.
So we knew that it was really important to have staff
being able to see the impact of particular strategies
around wellbeing and how it could impact on their own lives
before they were actually going ahead and looking at
educating their students about these strategies.
Also, on the other hand, we know that, if staff have a
higher level of wellbeing, that will create a culture and
an atmosphere which is going to enhance the wellbeing of
all students throughout the school.
I think what is a really powerful part of what we're
doing in the network and what we're continuing to do, is
that, we are not ignoring the wellbeing needs of the staff
and, just like in any career, there are lots of unique
challenges that come in education and, if we can really
support our staff and support their wellbeing and their
mental health, that's going to create a better environment
for all students and have a great impact in the long run.
Q.
And so, Kalinda Primary School has had Positive
Education influencing its program since 2016?
A.
Correct.
Q.
You haven't been there that whole time?
A.
No, I've been working in the network since 2016.
Prior to Kalinda Primary School I was at Marlborough
Primary School, so I had been working in the network but
I've only been at Kalinda Primary School since April
this year.
Q.

So, what have you seen though in terms of the impacts
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on either the previous school or at Kalinda?
A.
Firstly to my previous school, Marlborough Primary
School, I saw a real change in the language that staff
used; a focus on a strengths-based approach to wellbeing
issues.
So, it wasn't focusing entirely on the negative issues
that were faced with students, it was looking at how we
could build their strengths and their level of resilience
to focus on, you know, facing the challenges that lay ahead
in life.
At Kalinda Primary School, being there a term so far,
I can see there's a really strong focus on wellbeing in
line with the focus on, you know, academic performance at
the school.
We have two HOPE Leaders, so that's Head of Positive
Education Leaders throughout the school, we have wellbeing
leaders amongst our students, and there are a number of
fantastic programs that are going on underneath the
umbrella of Positive Education that shows that at Kalinda
we're really focusing on wellbeing in a very broad yet, I'd
say, well researched and strategic way.
Q.
Can I ask you about two particular programs?
A.
Yes, absolutely. So, at Kalinda at the moment a
couple of programs that are going on under that umbrella:
one of them is, in the last 12 months we've implemented the
Play is the Way program at the school. Play is the Way is
a program where students take part in games and role
playing activities that put them inside challenging
situations. Then, during those games, a teacher is able to
pause the game and have the students reflect on how they
reacted emotionally to the challenges.
The students then are able to discuss how they could
approach that challenge differently in the future; what the
particular game or challenge really - how it impacted on
them, how it impacted on those around them, and then we can
focus on the students' ability of resilience and wellbeing
and also student relationships, so it's a fantastic program
that can look at some of those big umbrella items within
Positive Education about positive emotions and positive
relationships.
That's implemented for all students throughout the
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school, so that's across every classroom from Foundation
through to Year 6 and is part of our curriculum and part of
our timetable part of what we deliver.
Another program we started recently throughout the
last term is the Rock and Water program. This program is
delivered for 60 students, so it's a much more discrete
students. Those students have been selected for a variety
of different reasons. It may be that they are students who
are facing some wellbeing challenges, they may be showing a
lack of resilience, they may be having trouble with their
relationships out in the yard. But then there's also some
students in there, it may be that they show fantastic
leadership capacity and skills.
So there's a wide variety of students but they're
being selected for specific reasons. That program uses a
range of physical activities loosely based on martial arts,
so that really builds students' resilience, leadership and
relationship-solving issues
MS COGHLAN:
Thank you.
from the Commissioners?
CHAIR:

Chair, are there any questions

Professor McSherry.

COMMISSIONER McSHERRY:
Q.
Just one question. I was
just wondering whether you were working with some of the
researchers to evaluate the framework and some of the
programs that you are doing?
A.
Yes, absolutely. So, with Melbourne University, so
with the youth wellbeing survey that was implemented, just
in the last month we've also completed that survey again so
we'll be looking at the data there.
That's a tricky one because it's still in its first
few years so we don't really have a great amount of data to
see the success and the impact, and we know that cultural
and practice change within a school can be long, slow work.
But certainly, with everything that we do, we are always
collecting data and analysing that data too, to make sure
that we're being rigorous and we're not just - we're not
just having a go, we're making sure we're doing the right
work when we put the effort in.
CHAIR:

Dr Cockram.
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COMMISSIONER COCKRAM:
Q.
Hi, Mr McClare. Yesterday,
and I'm not sure if you're aware of the evidence we heard
yesterday from Georgie Harman, CEO of Beyond Blue, but she
talked about what I think is an alternative program that's
operating within the Education Department and across
different schools called Be You.
This sounds like quite a different program, what
you're describing to us today. Can you just articulate the
differences between the programs and why you and the group
of schools that you're working with chose Positive
Education?
A.
That's a good question. So, I'm not that familiar
with the Be You program to be honest, but the rationale
behind choosing Positive Education was, there were a number
of principals within the network who had experience with
Positive Education in the past. Out of the work that
Martin Seligman has done with positive psychology and then
has been implemented into work such as Places at Geelong
Grammar, there's quite a lot of research and evidence out
there that shows that work has had a high impact, so the
decision was to head down that path as a network.
As a network of schools, we were very mindful of the
fact that, you know, we've got special development schools,
small primary schools, large primary schools, smaller high
schools, larger high schools, so whilst we're from the same
region, there still is quite a lot of diversity throughout
the schools so we're very mindful of not just getting a
program that we could fit in, we wanted to really work on
Positive Education as a framework for wellbeing, that each
school could then develop their plan, which could include
programs, and it can include lots of different programs
that are then put into the schools, but it's making sure
that, as a whole, we've got a framework with which we look
at wellbeing throughout the school.
MS COGHLAN:

CHAIR:
I've just got a few other questions I'd like to
clarify, thank you very much, Mr McClare. The first one
is, in the survey that you describe gave rise to this
initiative, I think it was for students aged in those
higher years of primary school and into high school, but in
terms of the issues you've identified as the principal and
with your colleagues, for children experiencing what you've
described as increased incidents of anxiety and depression
.05/07/2019 (4)
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and a small number of students with suicidal ideations, has
that been across the whole continuum of primary
school years, from Prep to Year 6, that you see those
issues or are they concentrated in the latter years of
primary school?
A.
I would say through my own experience but not with any
actual data, but through my experience it is in the latter
half. So, it really is in those later years of primary
school that we generally see those issues, yes.
Q.
Can I just ask then, for those students for whom you
might be concerned about their wellbeing, as well as
building the overall resilience for all students, typically
what access to additional support and assistance would you
be able to seek for those students?
A.
Absolutely. So, you know, as educators we don't think
that our teachers are mental health experts in any way, and
also as a principal I'm not as well, so it's really
important that we're able to access support from experts to
really help when there are students who are presenting with
mental health issues that are really concerning to us.
So, the first point of call generally within a
government primary or secondary school is to, in
conjunction with the parents of that student, is to put a
referral in to student support officers who work within the
department, so that can be psychologists, speech
therapists, a range of different services that are there.
They can then look at assessing a student and helping that
student and the family access further services as required.
Q.
Do they also provide secondary consultation to you or
the classroom teacher about making sure you adopt
appropriate practices in relation to individual students?
A.
Absolutely. So, the SSO officers come in and work
with schools and have established ongoing relationships
with the schools, so it's quite typical that you would have
the same psychologist, for example, come in and work at
your school one day per week, so you know this person quite
well, they're an established part of your staff.
And absolutely part of the work you're doing there is,
of course, assessment of a student, but then, it's
educating teachers to be able to give appropriate responses
and have the correct supports that are there to make sure
we can, you know, do our part in looking after the
wellbeing of those young people who may be at risk.
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As with all sectors, we would always love more support
and more resources, and that's part of the ongoing nature
of things, but there's a very clear process there for us to
follow.
CHAIR:

Great, thank you very much.

MS COGHLAN:
CHAIR:

Yes.

<THE WITNESS WITHDREW
MS COGHLAN:
The next witness is Dr Richard Haslam and I
call him now.
<RICHARD HASLAM, affirmed and examined:

[11.56am]

MS COGHLAN:
Q.
Dr Haslam, I speak pretty quickly, and I
fear that you might too, so let's try and keep the pace at
one that can be followed. You've provided a statement to
the Commission?
A.
Yes, indeed.
Q.
I tender that statement. [WIT.0002.0006.0001] Can you
please state what your qualifications are?
A.
I have a basic medical degree, the Bachelor of
Medicine, Bachelor of Surgery, postgraduate qualifications
in child and adolescent psychiatry, and in child and
adolescent mental health. I'm qualified as a consultant
paediatrician.
Q.
What is your current role?
A.
I'm Director of Mental Health, which is the department
involved in mental health at the Royal Children's Hospital.
Q.
Can I start by something you about CAMHS; that's a
term that the Commissioners have heard and is often used.
First of all, what does it stand for?
A.
CAMHS stands for child and adolescent mental health
services.
Q.
And, what are they?
A.
CAMHS services are team-based services made up of a
number of disciplines set up to deliver care for children
and adolescents, and indeed infants, with severe and
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complex mental disorders.
Q.
A.

What age group do they service?
0-18.

Q.
How many regionalised CAMHS are there in Victoria?
A.
There are 13 regionalised CAMHS services each with a
catchment area, eight of them regional and five
metropolitan.
Q.
And all of them, apart from the Royal Children's
Hospital, are aligned with and governed by health services
that also provide adult mental health services?
A.
That's correct.
Q.
Another term that the Commission has heard is CYMHS.
Can you just tell us what CYMHS is?
A.
So, over about the last 20 years a youth model of
mental health has come into place in Victoria and it offers
a focus on young people aged 15-25 years. It's evolved
from adult mental health models and is a significant
modification of those. Amongst other things, it aims to
improve access for a group of young people who have
traditionally had difficulties in gaining access to mental
health services.
CYMHS is a term for CAMHS services which have
incorporated youth mental health, and to differing degrees,
but which essentially cover an age range of 0-25.
Q.
I'll come back to ask you about that later. Can we
just focus on, for the moment, the Royal Children's
Hospital and the breadth of services provided by the Royal
Children's. If you could just outline what they are.
A.
Certainly. So, I guess we might use two umbrellas:
one is clinical and the other is collaborations. So, we
provide a very broad range of clinical services, from
inpatient care for young people 13-18 years of age, with
serious or highly risky mental health conditions.
We provide community mental health care based from
three clinics around Western and Northern Melbourne, which
is probably the predominant means by which Child and
Adolescent Mental Health Services are delivered.
We offer a fairly wide range of specialist clinics
based at the Children's, many of which have a state-wide
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remit, for example infant mental health, gender services,
eating disorders, neurodevelopment and so forth.
We provide mental health care for children who are
inpatients of the hospital, including the emergency
department where we've seen a remarkable rise in the rate
of presentations of young people with mental disorders and
mental health symptoms, particularly after hours.
From a collaborative point of view, and I guess this
is something we'll talk about a little more later, we have
a number of services that we take pride in. We, for
example, offer a School Refusal Program in partnership with
the Travancore School, which is called Inter-School. We
provide, like many other CAMHS services, the CASEA program,
C-A-S-E-A, which is a universal targeted and specific, if
you like, intervention for children in Prep to Grade 3 in
primary schools aimed to reduce the incidence of conduct
problems and conduct disorders.
We have collaborations with, say for example, maternal
and child health nurses in our new program called "Bubs in
Mind" in two Local Government areas.
We also take part in mental health promotion, which is
sort of right up the other end of the spectrum, if you
like, and we're very proud of the 21 years of our Festival
For Health Living which provides mental health promotion
and building resilience through the arts.
Q.
There's also some new collaborations that are
occurring at the moment?
A.
Yeah, our CAMHS service was fortunate to receive
growth funding over the last couple of years, and we
dedicated most of that to a range of programs which were,
again, about capacity building and collaboration.
So, for example, with the Wadja Family Place, which is
an Aboriginal Mental Health Service within the Royal
Children's Hospital, children with developmental
disabilities, children who are from a refugee background
and who have suffered trauma, children who were in
out-of-home care. So, we targeted those collaborations and
that clinical work to really reach into and build mental
health capacity in those really under-serviced areas.
Q.

Can I ask you specifically about one of the specialist
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services that you mentioned, and it was the - I think it's
the Infant Mental Health Team; is that the correct name?
A.
That's correct.
Q.
You said earlier on that CAMHS provide services to
children aged 0-18 years, or it has the capacity to. But
is it the case that, in the past, little attention has been
paid to that 0-4 age bracket?
A.
Yeah, I think that's very true. Probably in the
community, but perhaps also amongst health providers,
there's a neglect or a lack of appreciation of the presence
and the severity of mental illnesses and symptoms of mental
health problems which are present in infants. And by
infants I'm using the term for 0-4, but it could equally be
applied for 0-2 as well.
Q.
And so, how has the Royal Children's Hospital
responded to that?
A.
So our response, and I'd like to think that we're
really world-leading in infant mental health, our response
over time has been one of clinical services. So, we
provide clinical services for children in the hospital and
who have left the hospital who've suffered from, what we
use the term of medical trauma, which is the result of
often very severe congenital or medical problems early in
life. And, as you can imagine, the stress for children,
infants, and also for their parents, is enormous with some
of the required medical interventions and surgical
interventions that infants might experience.
We've also provided care for children who have
suffered from what we call adverse childhood experiences,
if you like, and so, they might have been born in a family
where there is substance use, parental mental illness,
family relationship difficulties, family violence, these
sorts of things. So, children in that kind of environment
are far more likely to experience traumatic symptoms as
well as anxiety and depression.
And we also see infants who develop anxiety and
depression just like children, just like adolescents and
just like adults. So, we provide those clinical services
and, as well as that, we've provided training for
paediatricians, for child psychologists, and widespread
training for a number of other disciplines as well.
Q.

Is that just within the Royal Children's Hospital
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context or is that training more broad?
A.
The training is state-wide and we run, for example, a
two-day training each year which is widely subscribed to
and typically sells out.
Q.
Can I turn now to ask you about some challenges that
might be faced in this sphere, particularly in relation to
the Child and Adolescent Service model. Can we start with
the idea that there's a mismatch between inpatient care and
community service providers, or the provision of services
in the community. Can you just expand on that?
A.
Okay. So, there are four inpatient units for
adolescents, essentially aged 13 to their 18th birthday in
metropolitan Melbourne which provides services for
Victoria. There are also two inpatient units for children
under the age of 13 in Victoria. There are also youth
mental health wards for an older age group.
To an extent there's a mismatch between the provision
of outpatient care and inpatient care. A good example is
the ward at the Royal Children's where, because of
catchment - well, because of age cutoffs that exist for
outpatient care, the vast majority of young people admitted
to our ward are receiving the community care from either
Orygen Youth Health if they're over the age of 15, or from
regional providers; so, we provide inpatient care for three
large parts of western and southern Victoria.
So in fact, most of the young people in our Banksia
ward, our adolescent ward, are receiving community
treatment from another service, whether it's a youth mental
health service, a CYMHS or a CAMHS. And that's a problem
because inpatient care really is generally a small period
of time in a course of outpatient treatment. The
definitive treatment of most child and adolescent mental
disorders is outpatient treatment.
So, it's important that there's coherence between the
models of care, and also there's clear communication
between inpatient and outpatient, and that's not well set
up in arrangements such as we have at the Children's and to
some extent in other services.
Q.
Just moving on then to another challenge; this is in
terms of the way that perhaps CAMHS were initially
established, and the idea that they're really bolted on to
a system that's designed for adults. Can you just explain
.05/07/2019 (4)
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that?
A.
Yes. So, I guess that CAMHS services, apart from the
Royal Children's, CAMHS services are part of, and typically
all ages, mental health service that's regionalised, so
there's a logic in terms of a catchment area, but the
result, in my view, is a rather fragmented and devolved
system of CAMHS services.
I think that the delivery of mental health services in
Victoria is really predicated on adult mental health models
and adult mental disorders, mental illnesses in the first
instance. So, in my view, structural issues like catchment
areas and models like the recovery model or a case
management model are devised predominantly for adult mental
health services and then there's an attempt to make them
work for child and adolescent mental health services.
Certainly, we see that funding opportunities and
funding guidelines are typically directed for the much
larger adult mental health services; and quite often
funding initiatives, such as the Multiple and Complex Needs
Initiative, is specifically only for people over the age of
16 or over the age of 18 in some other policies.
Q.
Can I ask you also, and just picking up on something
you've said in your statement, that you consider that there
are three dimensions which represent the range of mental
health problems for children and adolescents and therefore
represent the needs of the system. Can you just elaborate,
first of all, on what those three dimensions are?
A.
Sure. So, if one pictures a cube in one's mind's eye:
so, what we have is a range of ages: clearly we have
children, we have infants, we have children, we have
adolescents, all with very different settings, all with
very different needs, all with very different degrees of
independence. Clearly, devising a mental health system for
infants will be in some ways very different from the way
one might devise it if one has the patient or the young
person in mind, very different from that for a 15-year-old
or an 18-year-old. So, that's one of the dimensions, if
you like.
The second would be that there are a range of
conditions or disorders, or symptoms which present in
childhood: anxiety and depression, for example, eating
disorders, psychoses, conduct problems, neurodevelopmental
difficulties like attention deficit hyperactivity disorder
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or autism spectrum disorder. So, there's actually a very
broad range of the sorts of conditions which fall into
mental health and mental ill-health.
Then the third dimension, if you like, is that of
severity. So, we see great degrees of range in severity:
we might see a child with anxiety who has difficulty
speaking in front of class, we might have another child
with anxiety who's been unable to go to school for two
years. So, we've got a range of ages, we've got a range of
conditions, and we've got a range of severity.
Q.
You say in your statement, in relation to those three
dimensions you've described, that they're "a challenge to
developing a service system for mental disorders in
isolation." So, can you just expand on that please?
A.
Yeah, I might just make the point that, as we've seen
from the second and most recent national survey of child
and adolescent mental health and wellbeing, that somewhere
close to 15 per cent of children will have symptoms of a
mental disorder or a mental illness. So, a specialist
mental health service system simply won't be able to manage
with that degree of prevalence.
If we think about a cone or a triangle with the
specialist services at the top or the top part of that,
15 per cent is an enormous number of children and
adolescents, so that's probably the context I might add.
In terms of the severity, most of the young people
with mental health problems, mental illnesses or mental
disorders will have the milder or more moderate
difficulties, and so, a mental health service system, a
specialist system in isolation isn't going to be designed
for that large - which is a large number - of children who
have mild and moderate difficulties.
Q.
What about the expression of the child's voice and the
parent's voice, and how a model responds to that?
A.
Yeah, I touched on this in talking about infants, but
I think that the child's voice when it comes to mental
health problems is, again, often a little minimised. We
know that generally the best informant, the best person to
explain the degree and nature of anxiety and depression is
the person themselves; in contrast to behavioural
difficulties, like conduct problems, where probably the
best informant is going to be educators or parents.
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So I think there is to an extent a minimising of
mental health problems in childhood as part of growing up,
and so, I guess the child's voice isn't well represented
because they're so dependent and because there's this
perhaps systematic underplaying of the nature and degree of
mental health problems that children and adolescents might
experience.
Q.
You see that in some parents, for example, there's a
perception that their child might grow out of a certain
problem they're experiencing?
A.
Yeah, this is compelling results from the National
Child Health Poll which the RCH conducted or continues to
conduct, but conducted in mental health last year, that
many parents feel that infants don't have mental health
problems and children - and they struggle to appreciate
that children might also experience enduring mental health
difficulties, and certainly they report that they wouldn't
know where to turn in a significant minority of this
representative sample of Australian parents.
Q.
Can I ask you about that in terms of knowing where to
turn and ask you some further questions about difficulty
accessing services when needed. Can I start by asking you
about this prevalence issue you've already raised. Do you
agree with this proposition: that the prevalence is too
high for 13 CAMHS to meet, for example?
A.
I do.
Q.
What about waiting times?
A.
So, my observation would be that, in a situation - and
we'll possibly talk about this later - of what I term "the
missing middle", an absence of -Q.
That's next.
A.
Great. An absence of providers who can meet the
demand for and feel authorised and supported to meet the
demand for addressing mental health problems that are of a
mild and moderate severity, CAMHS services, what we see in
health is that the work sort of moves upwards if there's
nowhere for it to be met in the first place, so children
and adolescents will be presented to CAMHS services even
with mild difficulties, and CAMHS services will spend a
significant amount of their time triaging or sorting
through, finding pathways for children with mild or more
moderate difficulties.
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Q.
And, what's the result of that for CAMHS?
A.
So, the result is that we see, I guess, rationing; we
see catchment areas being strictly adhered to; we see
referral criteria that rely on severity and acuity. So,
children are able to access a CAMHS service in an emergency
or in an urgent situation, but waiting times might be as
long as 12, 16, 18, weeks for a regular referral of a child
who's even got over that referral bar.
Q.
In terms of this missing middle, what should be there?
A.
So, at the moment the middle, if you like, is
predominantly Federally funded, a Commonwealth funded fee
for service providers, like paediatricians, Better Access
psychologists and a range of other providers, and my
observation is that there's a maldistribution of those,
such that it's really not a system, it's a series of
providers each in isolation.
So, the missing middle is the lack of or the paucity
of, but also the maldistribution of solo providers of child
health and child mental health, such as paediatricians,
psychologists, and of course school welfare staff and
school counsellors, school psychologists and so forth.
There's a shortage of them, but also a maldistribution.
What we know is that the rates of mental health
problems, mental illnesses, differ in different parts of
Victoria. And we know that where, for example, there's
lower socio-economic predominance, that there are much
higher rates of mental health problems, and yet, we don't
see what we call proportionate universalism where services
are provided in proportion with need. Instead we see CAMHS
services provided on a more or less per capita basis and
then a Federally funded system or series of providers which
attempt to meet the middle.
Q.
Just picking up on that funding question, what do you
say then about the adequacy of funding in the context of
prevalence that you've raised?
A.
So, I think it's demonstrated, from the recent
Victorian Auditor-General's Office audit of child and youth
mental health services, and indeed access to mental health
services, that funding is really insufficient, even for the
prevalence of serious, severe mental illnesses in all ages.
So, even for the most pointy end if you like, or
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serious, the funding is insufficient. But, as I said, the
presence of and the affordability of private providers is
really quite variable across Victoria, and I suspect is they're even more difficult to access in regional Victoria
than they are in metropolitan Melbourne.
Q.
What about monitoring in terms of, what monitoring is
there for CAMHS?
A.
Predominantly CAMHS are funded on the basis of input,
so activity, and it's a little bit like the fee for service
system, that one is reimbursed from MBS for the time taken
rather than the outcomes that ensue.
Q.
So what's your view then on whether it should be
outcome-based?
A.
So I think measurement-based care and funding on the
basis of notions such as access for vulnerable groups,
outcomes, the use of evidence-based interventions, these
are all things which are likely to lead to a much more
effective and impactful CAMHS service.
Q.
Does it then offer the best means to improve services?
A.
Yes, I do. I think that funding for outcomes - as I
said, access for vulnerable groups, collaboration with that
middle, the missing middle, with other providers, with
health providers/schools, these are all things which, if
there are funding targets attached then it's far more
likely that services will evolve to develop those services,
even if we have a devolved system of 13 CAMHS.
Q.
Can I take you now to some specific recommendations in
relation to system design. Before I get to that though,
can I just ask you about the importance of early
intervention. You say in your statement that:
"Mental disorders tend to be persistent or
recurrent, and accumulative. There is a
snowballing effect when mental disorders
develop and accrete with other medical,
mental health and social difficulties."
Can you just expand on that in terms of looking at an
effective system?
A.
I think there are powerful reasons to intervene early
which are probably pretty obvious to all of us, but there
are - as well as the cost-effectiveness of intervening
.05/07/2019 (4)

311

R HASLAM (Ms Coghlan)

Transcript produced by Epiq

399

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

early, for example through parenting interventions or more
simpler shorter interventions because of less - a lower
severity, I think there's an economic impact from failing
to intervene early - children become adults and become
parents, of course.
What we typically see is that, as I think as other
testimonies have provided, we see that there's an
accumulation of difficulties. So, again, adverse childhood
experiences, mental health difficulties that might also be
present in other members of the family. So, intervening
early for children whose voice is not often easily heard is
valuable for a whole lot of reasons.
Q.
Taking you now to specific recommendations, one of the
things that you've already touched on is the idea of this
missing middle, and an alignment with primary care system
and building capacity. Is that one key change that you
would recommend?
A.
Yeah, I think that, rather than having a specialist
service that's potentially a little bit isolated, I think a
proportion of CAMHS or CYMHS services time should be
specifically around building capacity. There's a range of
things I could refer to, and I think I have in my witness
statement, that the Children's is seeking to do and is
doing, but I think there has to be a devotion to and a
commitment to building the capacity and providing available
support for, for example, paediatricians, and I've cited
the example of the Massachusetts Child Psychiatry Access
program providing direct sustainable supervision,
consultation for paediatricians dealing with these sorts of
difficulties.
Q.
Can you just expand on that, that example?
A.
Yeah, so the MCPAP's been running for probably 10 or
20 years. It obviously started in Massachusetts but it's
used in a number of states now. One of the parts of that
is that there are child and adolescent psychiatrists who
are available for consultation generally within 30 minutes
for paediatricians who might have a - who are essentially
primary care providers in the US.
Q.
A.

Is that a phone contact, do you mean?
Yes.

Q.
A.

Sorry, go on.
So, to be able to provide advice and recommendations,
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for example about medications or therapies or treatment
pathways.
Q.
A.

So, would that include referrals?
Sure, yep.

Q.
Just in relation to, like, a further recommendation:
the idea that there needs to be greater recognition of the
special needs of child and adolescent mental health in
system design; if you could just expand on that?
A.
As I mentioned earlier, I think conveying the voice of
children, the participation of children, in the care that's
provided and the way the system's designed is something
that we need to purposefully do. It's something that's
been done quite well in youth mental health services, and
indeed there are paid peer support workers in adult
services, but I think we can do better to present the needs
of children for children.
Q.

One of the things you say in your statement is:
"While the community may now better
understand mental disorders for those aged.
Between 15 to 18 years old as well as
issues such as youth suicide and drug use,
the impairment of mental illnesses
occurring early in life are often minimised
and misunderstood."

So, is what you're saying seeking to address that area
that is minimised and misunderstood?
A.
Yeah, I think we can strengthen both in health
providers and in the community the understanding of the
impact and the presence of mental illnesses and mental
health problems in children; children who might have other
adverse experiences, might have health problems, or might
simply have a range of mental health difficulties. So, we
can simply do better with that. The term is used of
"mental health literacy for the community".
There are a range of resources such as the Raise Your
Children Network which provide, you know, evidence-based
and useful information for parents, but there's much more
that we could do to support parents to appreciate and
understand mental health difficulties in their children,
and the same goes for educators and the same goes for
health and welfare providers.
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Q.
Can I ask you now about the point of view that you
have which is to amalgamate CAMHS. So, if you can just
explain that, please?
A.
So, I think a devolved or essentially fragmented
system of 13 separately governed CAMHS services is probably
not how you would design things if you wanted to have
consistency, if you wanted to have workforce development,
if you wanted to have evidence-based care spread across all
of those services.
So, I think we've found ourselves with 13 separate
CAMHS services, but I think that there are problems with
that. I think there's a gradient of services that are
available across catchment areas, and I think in terms of
critical mass for the workforce and from the point of view
of introducing evidence-based interventions, common
pathways, consistency of care, it would make much more
sense to pattern from, for example, children's cancer or
paediatric rehabilitation where we've approached things
from a state-wide perspective.
I do think that the missing middle is child and
adolescent providers, health providers, paediatricians,
general practitioners, psychologists and so forth, and the
better that CAMHS services are aligned, or a single infant,
child and adolescent mental health service is aligned with
those services, the better for children.
Q.
In terms of evidence-based interventions in child and
adolescent mental health, one of the things you refer to in
your statement is the example of what's going on in Canada,
in Ontario. Can you just explain that?
A.
Yes, I've referred to the Ontario Centre of Excellence
in Child and Youth Mental Health, which is really a
remarkable organisation. Ontario has a population of
nearly 15 million, and the Centre of Excellence is partly
about knowledge translation and partly about disseminating
and implementing evidence-based treatments, but it's very
much involved in that implementation part.
So there's developing policies, policy advice, there's
developing evidence and then there's making sure that it's
implemented using meaningful outcomes and having them
employed in mental health services. So, it's really a
centre for the whole state to improve the uptake of
evidence-based interventions which, after all, are the most
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likely things to help children and youth.
Q.
Can I ask you about your thoughts on the resolution of
the youth mental health model, and what I'm referring to
there is, you've given evidence about the CAMHS service
covering children 0-18 years, but also the CYMHS service
which is, is it 15-25 focused?
A.
The CYMHS would technically be 0-25 in most cases,
yes.
Q.
Zero. Can you just explain what you mean by
resolving, if there is tension, between those two services?
A.
So, I think there's a - as I mentioned earlier,
there's been the presence of a youth mental health model in
Victoria for probably 20 years, and to some extent it's
been taken up in the use of, for example, child and youth
mental health services in a number of other ways, and
certainly interventions, or services like Headspace are a
great example of that.
I think it's laudable that there's been attention to
the mental health needs of people over the age of 15.
I think that it hasn't entirely been resolved, and
certainly in the case of a paediatric or a child and
adolescent model there are still - there's an extent to
which there are unresolved inconsistencies. And so, the
example of the inpatients and the outpatient care in the
North and Western Melbourne was one that I gave a little
earlier.
So I think it's really important that the community
care is aligned with inpatient care, and at the moment that
isn't necessarily the situation that we have.
I think that, from a paediatric perspective, child
health and children in families, which is most young people
under the age of 18, is to some extent, if not at odds,
then in some sort of creative tension with a youth mental
health model.
I think that one of the things that I'm aware of in my
region, or in my department, is that the acuity or the
severity or the risk of young people presenting with mental
health problems who are perhaps over 15 tends to be more
acute and more risky; so, for example, if you think about
suicidal behaviour.
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So, the result is that, if one has a service where
there are choices to be made about allocation of funding,
inevitably there will be an allocation of funding to where
that risk sits; so that's something that we've done with
funding emergency department mental health staff where we
might otherwise have devoted that to community outpatient
care.
So, I think it would be interesting to examine, in say
for example a child and youth system, which is 0-25, the
extent to which young people, children and adolescents who
are in the younger age bracket, are continuing to receive
parity of service and continue to have their various and
particular needs met.
It's very important that all ages are able to gain
access to appropriate settings and services and trained
providers with evidence-based treatments and measurement of
outcomes and so forth. But it's also very important that,
if we're having a 0-25 model, that we make sure that we
recognise the various needs and the nature of serious
mental illnesses in children and adolescents at the same
time as the serious and impairing mental disorders that
might present themselves in young people; that is to say,
people over 15.
Q.
Thank you, doctor. Are there any other key
recommendations that you'd like to voice before the
Commissioners?
A.
We've touched on it a little, but I think that general
practitioners, schools, paediatricians are very much at the
frontline of this very high prevalence of mental health
problems, and I think that it's important that - you know,
we use the phrase "no health without mental health" - I
think it's really important that general health providers
are supported to see mental health as part of their work,
not as something for another discipline or another area.
It's very important, given the prevalence and the
overlap of medical and mental health difficulties, or
physical and mental health difficulties I should say, that
those service providers, those health providers see mental
health as very much part of what they do.
And I think CAMHS or CYMHS as specialist mental
health, as I said earlier, really needs to be expected and
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tasked to support, like that Massachusetts program I
mentioned, to support those paediatricians and others.
I also think that there's a case that could be made
for community paediatricians, as there are in other
jurisdictions in Australia which are co-located with mental
health providers, so salaried paediatricians, if you like,
to provide accessible services for children and families.
Q.
Can you give an example of where else they're
provided?
A.
New South Wales, would be an example.
Q.
A.

Thank you. Anything further, doctor?
That's all.

MS COGHLAN:
Thank you.
Commissioners?

Chair, any questions from the

COMMISSIONER COCKRAM:
Q.
Dr Haslam, I just want to
revisit this issue of the youth model and the CAHMS model.
It's, as you say, quite a contested space and just getting
further clarity from you on your thinking.
In a model where you're suggesting an amalgamated
CAMHS service, and in a further description you were
describing the increased need for resources around over
15-year-olds, the impact that has on the rest of the
system, is it your suggestion, let's say, rather than
recommendation, that there is something important about
that 15-year-old point, noting that there is no age
point which will be universally appropriate for any
community, but are you describing that as being potentially
a significant point in the developmental experience of
children and adolescents and in service system design?
A.
It is indeed contested, and I suppose my conceptual
proposition is that fragmented child and adolescent mental
health services, or a devolved system as we have, is
probably not the way you would design things for consistent
and best practice.
I think the age of 15 is probably conceived because
around 14 to 15 is where psychotic disorders start to
become a lot more common. I'm not sure of any particular
reason why 15 otherwise is a particularly logical seam or
separation point, but I completely agree that there is no
single age. You know, we think of adolescence as going
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right through, and brain development of course right
through into the early 20s, so in many ways any age that is
sort of selected will be supportable and also could be
criticised.
From a paediatric point of view, there's not really
something that happens at 15 that's any different, and so,
chronic medical disorders and medical difficulties don't
really - you know, the physical phenomena of illnesses
don't change.
What is also different at 15, is that, that's around
when we're starting to contend with issues of capacity and
consent for treatment and so forth. So, to that extent, I
think as well as the onset of psychotic disorders, I think
that 15 has some sort of face validity or some merit. But
from a paediatric health point of view, from the training
of practitioners, child and adolescent psychologists, child
and adolescent psychiatrists, 15 doesn't particularly make
a whole lot of sense.
I think there'd be a lot to be said for having fewer a lesser emphasis on catchment areas and a much lesser
emphasis on strict ages, and more on what's the right
service for this young person who's presented in this way.
I just think it's important to recognise that many of
the young people who might present to specialist mental
health services around 15 or 16 have actually had
unrecognised mental health difficulties such as anxiety and
depression, ADHD and so forth, in earlier life; it's just
that they've presented to mental health services for the
first time with perhaps a psychosis or a depression or
self-harm or something of that sort
COMMISSIONER COCKRAM:

CHAIR:
Q.
Dr Haslam, I've got three issues I'd like us
to address. The first is, in your statement to us you
talked about, "The prevalence of low to moderate severity
mental illnesses has been fairly stable, but there is a
clear rise in presentations of depression and anxiety in
adolescents which is associated with increasing rates of
self-harm and suicide", and you talked, I think, about "the
gains we've made has declined" in terms of that.
But you also went on to say that this increasing
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presentation and the presentations at EDs is
contemporaneous with the arrival of the smartphone. Could
you just talk a little to what you think about that issue
and the challenge that it poses?
A.
Sure. So, it's really - this is opinion rather than,
you know, substantiated fact: we have certainly seen a
rapid increase, probably 9 to 10 per cent a year, of
presentations to our emergency department of predominantly
teenagers with - that's an old-fashioned word - of
adolescents with depression, anxiety, self-harm,
difficulties with emotional regulation, conflict, sometimes
substance abuse and so forth. So, there's certainly been
an increase in presentation.
The problem that we have is that it's quite infrequent
that prevalence of mental disorders is assessed. The last
time in Australia it was 2014 and before that a long time
before, and the same in the UK, so we don't really have
very good epidemiological data to show that there's clearly
an increase in depression and anxiety in teenagers, but
there's certainly an increase in presentations.
And I think that there is a - there's certainly a
timing with the onset of the smartphone and the prevalence
of the internet and mobile internet in particular; it's
just really something that I guess I and others wonder
about. We're certainly all conscious of the risks and
benefits of having access to the internet for young people
and for adults as well.
There are certainly plenty of instances at a clinical
level, at an individual level, that I'm aware of that young
people have experienced, for example cyberbullying and have
had difficulties in relation to social media. So, I think
that it's part of the context but it might be that there's,
you know, a lot more to it than that.
Q.
So that might be an area of further study in your
view?
A.
I'd assume.
Q.
Can I take you to another issue that you raised in
your statement which was about the fact that you said that
you were aware that there were paediatricians in parts of
Victoria who closed their books to children and adolescents
with mental illness. Can you just talk a little about
what's the implication of the closing of their books, what
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happens as a result of that?
A.
I mean, I think - you know, this is probably a sort of
a plea for the availability of mental health care where
young people, children and adolescents need it and when
they need it. I think it's important, as I said, no health
without mental health, and I think paediatricians, general
practitioners, we should all be seeing mental health as
part of health.
I think it's problematic, from where I sit anyway, to
have paediatric health providers who are able to see
certain sorts of conditions and not others, but I think,
you know, that's partly because they're predominantly
private practitioners, and so, I think if we had community
paediatricians who were, you know, salaried, then we might
find that we can be clearer about the sorts of range of
conditions that might be seen.
I do make reference in my statement to the
disincentives to treating mental illnesses in, for example,
a paediatric practice: the MBS items, the requirement
typically for the child to be in the room, but in fact many
of the interventions for children are best delivered in an
evidence-based fashion with parents, and the lack of
support that paediatricians in private practice, for
example, experience when they might have mental health young people with mental health difficulties.
Q.
And then my final issue I wanted to ask you about was
in relation to telehealth and telepsychiatry. In your
statement you make the point that it's not widely used.
Can you talk a little: is there a reason why, or is it just
about the availability and familiarity of that as a new
medium from which to deliver?
A.
Once again, I have to be clear, I don't have data on
the rates of telepsychiatry, but I'm not aware of a great
deal of it going on. It's perhaps symptomatic that there
may well be a great deal of telepsychiatry going on in
CAMHS and CYMHS services but, because there isn't a
collaboration between those CAMHS and CYMHS services, other
CAMHS and CYMHS services wouldn't be aware of that.
Telepsychiatry is really ideal for reach for regional
consumers who might have to travel a long way, but there's
also a lot of children who, for example - and we haven't
really talked about this group - children who might have
developmental disabilities who in fact coming to a clinic
.05/07/2019 (4)
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or coming to a hospital is very difficult and in fact
distressing. So, the availability of mental health care,
which may not necessarily require the practitioner to be in
the room, into the home of children and families I think
would be an enormous advance.
CHAIR:

Thank you very much.

MS COGHLAN:
please?
CHAIR:

Thank you, Chair.

May the doctor be excused,

Yes.

<THE WITNESS WITHDREW
MS COGHLAN:
Is now a convenient time to break for lunch?
The next witness will be called at 2 pm.
CHAIR:

Yes, let's break for lunch.

LUNCHEON ADJOURNMENT
UPON RESUMING AFTER LUNCH:
MS NICHOLS:
Commissioners, I call Professor Patrick
McGorry to give evidence.
<PATRICK DENNISTON MCGORRY, sworn and examined:

[2.01pm]

MS NICHOLS:
Q.
Professor McGorry, have you, with the
assistance of the Royal Commission, prepared a statement
about the opinion you give in relation to the questions
we've asked you?
A.
Yes.
Q.
I tender the statement. [WIT.0001.0023.0001]
Professor McGorry, you probably won't need to, but if you
do need to refer to your statement when I'm asking you
questions, you may do so. Do you have a copy of it there?
A.
I do, thank you.
Q.
Are you the Professor of Youth Mental Health at the
University of Melbourne?
A.
Yes.
Q.
Are you the Executive Director of Orygen, The National
Centre of Excellence in Youth Mental Health?
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A.

Yes.

Q.
Were you a Founding Director of the Board of the
National Youth Mental Health Foundation, otherwise known as
Headspace?
A.
Yes.
Q.
Are you a Fellow of the Australian Academy of Science
and the Australian Academy of Health and Medical Sciences?
A.
Yes.
Q.
Are you President of the International Association for
Youth Mental Health?
A.
Yes.
Q.
I won't ask you any more questions, but we have your
very long and impressive CV, thank you, Professor McGorry.
A.
Thank you.
Q.
Can I start by asking you about the notion of staged
care. In your statement provided to the Commission you've
said, "Mental health services need to provide staged care",
and you used the expression "Right care, right time, right
intensity."
Can you explained what you mean by "staged care" and
how, if at all, that's different from what is presently
embodied in Victoria's mental health system?
A.
Yes, sure. Well, staged care - staging is a concept
which we've really borrowed from other areas of medicine;
probably most people are familiar with it in cancer but
it's used in many other potentially persistent or chronic
conditions, and it's a way of actually refining diagnosis
so that you deliver the appropriate type of care according
to the stage of illness that the person is at.
So, I'll just give an example. If someone presents
with breast cancer and it's in a very, very early stage,
you would not be doing radical surgery and intensive
chemotherapy and radiotherapy, which you would do if the
cancer had spread throughout the body and it was a more
serious situation.
So, in psychiatry we've tended to just ignore stage of
illness and just offer treatment, you know, to whatever the
label or diagnosis actually was, so this is a way of
refining treatment.
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The other beauty of staging as an idea is that you try
to get ahead of the game. It's different from step care,
where you wait for treatment to fail and then you respond;
it's like playing catch-up. Staged care is where you
anticipate the problem may get worse, it may not get worse
of course, there's always - the great thing here is hope
and we're trying to maximise the chance of remission, cure
and recovery, those sorts of more ambitious goals, and that
means the treatment has to be a bit more proactive than you
would just expect, but not overtreatment.
So, at every stage of illness you have to balance the
risks and the benefits of treatment, and you can't expose
the patient to more risks than benefit, and that's the way
we've gone about our research, that's the way we've gone
about structuring the new types of clinical services that
we've actually developed.
Q.
Yes, and when you talk about anticipation in that
context, does that imply that the person being treated has
a continuity of care and carers?
A.
Absolutely. That would be the ideal situation, that
you would want to have continuity - hopefully the person
would go into remission and remain well at any stage, but
if they did progress or if they had an ongoing need for
monitoring and support and care, that that would be done
ideally with the same clinical team and the certain person,
because the relationship's so important, and certainly
within the same system as seamless as possible across the
different stages.
Q.
In that model, is prevention described as stage 0?
A.
I guess so. I mean, prevention can be - preventative
approaches can be delivered at almost any stage of illness,
but certainly the conventional view of prevention, as in
primary prevention or universal prevention, is stage 0 when
the person has no symptoms but might have a level of risk.
Q.
Using the treatment of cancer as an analogy as you
have done, is it correct that a staged care model has these
features: first, the need to diagnose at the earliest signs
of potentially serious illness?
A.
Yes.
Q.
The need to get immediate access to care when there is
a diagnosis of serious illness?
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A.

Yes.

Q.
And the need to sustain treatment efforts for as long
as necessary using the best available evidence?
A.
Absolutely.
Q.
And the need to keep people well or in remission and,
if the illness progresses, to limit its impact?
A.
Yes.
Q.
Alright. So, is it correct that a key goal of staged
care is to reduce the risks of progression from one stage
to the next?
A.
Yes.
Q.
I take it, you say that what we don't have embodied in
the mental health system in Victoria is a model of staged
care?
A.
We don't have it, no, even though that there's really
good evidence from, I suppose, oases of programs, or
programs that have been set up that can show that it's
actually possible; it's absolutely possible in mental
health just as it is in other areas of health care, but it
hasn't been scaled up so as to make it possible for
everybody.
Q.
Do you say that, in contrast to a model of staged
care, you have a model within which people are treated
within silos moving up to the next stage of care when their
condition has worsened?
A.
Yes, and even then they cannot get access to care;
even when the condition has worsened considerably, that
people can still not get access to the next level of care.
Q.
I want to turn your focus to young people, if we may.
Yesterday, Professor Helen Herrman gave some evidence that
the peak age of onset of depression, anxiety and psychosis
is between 15 and 25 years of age; I take it, you agree
with that evidence?
A.
Not precisely, it probably is a little bit more
nuanced than that. I would say, you know, some disorders
have their onset in childhood. We heard from Dr Haslam
this morning about that, disorders like ADHD for example.
But then around puberty you see this rise in anxiety and
depression in early adolescence actually, and then perhaps
disorders like psychoses, bipolar disorder maybe towards
later adolescence, but by 25, 75 per cent of the major
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disorders of adult life have emerged for the first time.
Q.
I'm going to ask you some questions about young
people, and in terms of how they are addressed as a group
in your statement, what do you mean when you say young
people? What age range?
A.
We're talking about puberty, around, say, 10-12, that
sort of period for the reasons I've just mentioned, and
probably around the age of 25, the mid-20s. But I agree
with Dr Haslam, that you want to have fairly flexible rules
about the bottom and the top end, but where I disagree is
that the age of 18 as a dividing line is, this is probably
the worst possible time to have a division in service
provision.
Q.
Yes, I'll ask you some more questions about that
shortly. But first, can you tell the Commissioners what
are some of the key reasons why young people are
particularly vulnerable to and often seriously impacted by
the onset of mental illness?
A.
Well, it's not possible to answer that question in an
absolutely definitive way.
Q.
Of course not.
A.
But the major thinking behind this is that, first of
all, as their physical development is dramatically changing
from puberty through to, let's say late teens, early 20s,
so is the brain; the brain is actually developing in a very
quiet but dramatic way during that period and that does not
complete until around the mid-20s, that process of brain
evolution.
Obviously, the social environment, the developmental
challenges that young people face, and I'm sure everyone in
the room can remember or relate to that; the challenging
developmental tasks you have to face when you are making a
transition from childhood to adulthood: identity, social
relationship, peer groups, vocational pathways, developing
a sense of independence from the family, all of those
things are very, very challenging for any person, and I
think probably the interaction of these forces actually
creates an increased risk for poor mental health at some
point, and we know that 50 per cent of these young people
do develop a period of poor mental health during that
transition.
Q.

Can I just stop you there.
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of these young people", to which group are you referring?
A.
At some point during, let's say the beginning of high
school and the age of 25-30, 50 per cent at least of young
people will meet the criteria for a diagnosable mental
disorder during that period, there have been a number of
longitudinal studies that have shown that.
Q.
When you say "diagnosable mental disorder", just to be
clear, do you include the entire range of mental disorders
including the high prevalence mental disorders?
A.
Yes, I do include them, although I really think that's
a very unfortunate term, "high prevalence disorders".
Q.
I accept that. Can I ask you this: does the evidence
show that young people have difficulty help-seeking in
relation to getting help for mental illness?
A.
They have had a difficulty help-seeking, but that's
partly due to, I suppose, characteristics within the young
person, but it's particularly due to the fact that there
isn't - or there hasn't been until recently - the kind of
place where they would feel comfortable in seeking help or
engaged in seeking help.
Q.
Yes, I'll ask you about that in a moment. Do you know
how the rates of prevalence of mental illness in young
people compare with the rates at which they do access help?
A.
Well, we have good information on that up to a
point in Australia because we have had national mental
health surveys, although we seem to think we only need them
every 10 or 15 years.
But the last one that looked at this, there was a
child and adolescent one which stopped at 18 recently which
was mentioned this morning, but the last major one which
covered the young adult period to show that the highest
prevalence across the whole life-span was in this 18-24 age
group where the prevalence was 26 per cent in any
given year, which is the highest across the life-span.
Q.
So, if the highest prevalence is 26 per cent - sorry,
that's for seeking help, accessing help, sorry?
A.
And of the proportion of that 26 per cent that sought
help, 13 per cent of the young men that had a mental
disorder back in 2007, and 31 per cent of the young women
who had a diagnosable disorder were able to access any kind
of help; and that included things like school counsellors
or GPs, it didn't even mention mental health professionals
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particularly.
Q.
How does that compare with the percentage in adults,
if you know?
A.
Well, if you look at middle-aged people in the same
survey, the proportion able to access some kind of help was
about 45-50 per cent, so still seriously inadequate, but
much better than the prospects for the young people at that
time.
Q.
Just back on the statistics relating to youth, did
those services include psycho-social support services or
did they include - yes, did they include psycho-social
support services?
A.
Yes, they would have included all kinds of health
professionals really; wouldn't have to be mental health
professionals even.
Q.
Do you know whether the rates at which young people
are accessing help are improving?
A.
Well, we're not totally clear about that. The child
and adolescent survey showed there was some improvement in
the under 18 group, in about a seven-year period since that
previous survey, and we know from the Headspace evaluations
that there's been a very significant improvement in access
in relation to what Headspace provides, so there has been
some improvement, it's still not where we want to be, but
it's definitely a step forward.
Q.
What in your experience are some of the factors that
contribute to young people's disengagement with the mental
health system?
A.
If we're looking at the whole mental health system -Q.
Yes.
A.
-- there just isn't a mental health system beyond the
primary care level for the vast majority of young people.
There was extensive discussion this morning about the
missing middle; well, that's a very significant number of
young people and it's only a very tiny percentage that
actually get to the more tertiary end of the system.
Q.
Is there a question about stigmatisation that's
relevant to that?
A.
I think stigma is actually on the decline, actually,
especially in young people. If you talk to young people
these days - and I know the Commission has heard from young
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people - stigma is a much less serious issue amongst young
people these days. It's still not beaten, it still exists
and it probably exists for some disorders much more
strongly than others, but young people are much more open
and, you know, I think less affected by it, even in the
last ten years, so there's been some great improvements in
that. Where there hasn't been improvement is the response
when they go actually seeking help.
Q.
A.

I see, so they're more willing to seek help?
Yep.

Q.
But no more likely to get it; is that right?
A.
They're somewhat more likely to get it but only at a
very mild level, as I say, and beyond that if it's a more
complex problem that needs longer term or more intensive or
specialised care, that's where the big problems are now.
Q.
Do young people from culturally and linguistically
diverse backgrounds have other threshold problems that they
encounter in seeking and obtaining help?
A.
Yeah, I think if you look at the Headspace data, it's
very strong in providing access for indigenous and for
LGBTIQ populations, extremely trusted, and access and
engagement is good there. From CALD communities less so,
so that's another sort of area where Headspace and that
primary care level needs to be strengthened and do a lot
better.
Q.
Can I ask you about the inter-relationship between
paediatric services, youth services, to the extent they
exist and adult mental health services. Firstly, if you
can firstly generalise across different services, what are
the cut-off points for access to paediatric mental health
services?
A.
Well, if you just look - take a step back a bit and
look at the history of how these services have developed.
Child psychiatry is quite a recent development within the
mental health field and it's struggled around the world to
actually get much traction. In many countries it doesn't
even cover the full range, even up to 18.
So, the conventional boundaries are 0-18, and then we
have 18 or 16-65 as the adult system. And I think this has
been adopted without any thought; it's just been
transplanted from the general medical system, where the
pattern of morbidity is very different from what you see in
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mental health, and it's been assumed that's going to work
just as well for mental health. Whereas, in the mental
health area, the pattern of onset of disorder is the mirror
image of what you see in physical medicine.
Q.
Can you elaborate on that, please?
A.
Yeah. So, if you look at the pattern of Global Burden
of Disease data, there's a lot of serious physical
illnesses in little kids, in kids under 12, maybe even up
to the early teens.
And then, from the teenage years through young
adulthood and even into middle age, people have never been
healthier in human history, you know, from a physical point
of view, so the health system isn't really needing to be
strong from a physical health point of view in that space.
But in terms of mental health you see this surge of
morbidity, particularly from puberty through to the early
20s, of mental ill-health with a whole lot of comorbidity
amassing around it, and the system is incredibly weak, it's
weakest where it needs to be strongest.
And, if you have a paediatric adult model, if the
paediatric model peters out in the late teens and then the
adult system - medical system sort of kicks in around 50 or
something, so it's just - it's the wrong way of designing
it. No thought was given to that when we mainstreamed
mental health care into the physical health system.
Q.
So, in mainstreaming, do you have this phenomenon
where a child or paediatric services is sort of reaching up
to encompass youth, and adult services are reaching down?
A.
Yeah, well, people have tried to tackle this in either
of those two ways, and in a way it doesn't matter as long
as you have a system that's able to cover that, that sort
of transitional zone.
In Europe they call it transition psychiatry, this
12-25 sort of focus. We call it youth psychiatry in
Australia, and our college has got a section of youth
psychiatry now and thinking about having a faculty of youth
psychiatry, so I think there's been two approaches.
In Victoria about ten years ago there was a notional
effort to create a 0-25 service which you've heard about
this morning but it wasn't resourced, so didn't actually
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function as a 0-25 service.
And, you know, there were supposed to be two zones, a
0-12 and a 12-25 zone, but that never really happened I
don't think.
Q.
Can you say something about the ways in which access
criteria to adult mental health services either fit or
don't fit the needs of young people seeking access to those
services?
A.
Well, again, you have to look at this historically.
You had the child psychiatry system coming out of the child
guidance clinics which were really about younger children,
and they gradually tried to move into the adolescent space,
but with a kind of a family approach, with a developmental
approach, which was very appropriate actually.
Then you had an adult system which was created out of
the old asylum system, which I trained in, I trained in
that system, which was totally focused on people with
chronic, severe mental illness, mostly schizophrenia and
related sort of conditions. And the adult system was moved
out of that system about 25 years ago and dumped into the
acute general system without really any evolution since,
except decline, and that was looking after a completely
different clientele.
And so, if you had an early stage illness of an adult
type, or if you were a graduate of Child and Adolescent
Service into the adult, it was like oil and water, not
mixing. And, there are studies from Europe and the UK
showing that the transition of patients from one system to
the other nearly always failed. In 95 per cent of cases
the transition would fail because the clientele were
different. And, if they did get in they wished they didn't
get in because it was not a present experience.
Q.
You were speaking in the past tense. Is that
deliberate?
A.
No, I think that's actually still the case, sadly.
Q.
Still the case, and what do you say about the
discontinuity between the services occurring at the age of
16-18?
A.
It's lethal.
Q.

What do you mean by that?
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Well, people have died because of this.

Q.
I'm not going to ask you about individual cases, but
from a systematic perspective, what do you say about it?
A.
Well, it's a massive design flaw.
Q.
What's flawed about it, I'd just like to tease this
out a little bit if, I may?
A.
What's caused the design flaw?
Q.
What's flawed about it?
A.
Oh, flawed, sorry. Well, it just doesn't work.
Access - first of all, the scale of the systems are not to
scale, but you've got to focus on the needs of the client
group, and there's been no thought to that actually, in the
design of that part of the system.
Now, the needs of the people in middle age in the main
adult system, that's different, you have to design that
part of the system for the needs of those patients, some of
whom are new patients too.
But in this transitional zone, you know, we put a lot
of effort in research and other ways into actually mapping
what the needs of the patients actually are in that stage,
including involving them in this process, and it's very
clear, you need a culture of care and a range of expertise
that is relevant to the needs of the people trying to use
the system.
We've also tried to link it, as I think Dr Haslam said
this morning, to primary care because of the volume of
cases needed. We were operating services in the
northwestern Melbourne about 20 years ago and we were
trying to create a youth mental health service then. We
realised we were treating 800 patients a year, and there
were 50,000 patients in that catchment area who needed some
kind of mental health response.
So, you have to have a high volume system that is
capable of actually responding to the very large prevalence
and the incidence, and then a system that's able to then
take them through more intensive steps of care or stages of
care according to their needs, and that was never done.
It's kind of - the system has evolved from these historical
origins without anyone really designing it according to its
needs.
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Q.
What you're speaking about is an instance of the
philosophy of person-centred design; is that right?
A.
Absolutely.
Q.
One of the things you mentioned earlier was what
happens with young people is an important blend of
comorbidities of variable intensity, including substance
abuse issues. Is that important?
A.
It is. Because we've learned a lot in the last
15 years or so by working right from the beginning of these
illnesses and problems, and obviously a lot of young people
get better and they recover, but the people who come in for
the first time with the need for care, they often have what
we call micro phenotypes, meaning they've got fragments of
symptoms: some anxiety, some depression which fluctuate.
They might then self-medicate in different ways or
self-harm, but it's not clear what's actually happening and
it's not a stable picture.
And the picture, it might actually fade and they might
recover, or they progress and then they might develop other
features; you know, perhaps eating disorders, perhaps
psychotic symptoms, and their personality development is
affected too, so they get labelled with a personality
disorder diagnosis then too, so their complexity increases
if they don't get better, and their needs increase and the
skill level to actually get them better then increases too.
Q.
Can I ask you now about early intervention more
generally. In professional and academic discourse, how is
that expression defined?
A.
Well, I think our local Health Department confused
everyone by using it in several different ways: you know,
this early in episode, early in life and early in illness
type; but in the research and the professional literature
we define it - and I did a journal called Early
Intervention Psychiatry - we define it as early in the
illness course, that's what we mean it to be.
Q.
So, does that mean intervention once the signs of an
illness have first emerged?
A.
Yeah. So, again, going back to the staging model, the
earliest clinical stage, and there's been obviously debate
about this in the general public and the media: what is the
earliest point at which you can say someone needs care?
And it doesn't necessarily align with classic DSM and other
.05/07/2019 (4)

420

332

P D J McGORRY (Ms Nichol)

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

2019 public hearings

diagnoses. It's when there's a level of distress that
prompts help-seeking in a person, and often that's
associated with functional impairment but not always, but
that actually ought to be left up to the patient.
No-one tells you in physical medicine that you can't
go and see the GP; no-one says you're wasting everyone's
time by going to the GP. If you feel unwell, if you've got
a sore throat and it's not getting better, or of you've got
a stomach upset, no-one says, "Sorry, you can't see the GP
until it gets worse." But that's what we've tended to do
in psychiatry. We've tried to say somehow that's harmful
to people to seek help at those earlier stages because they
might get labelled, they might get stigmatised.
But that's not the case actually. Because in primary
care settings we can actually create settings that are very
stigma free, and they can actually get the appropriate help
without having to be put into a hard label or a diagnosis
that's going to stick with them, they can just get help.
Q.
Just while we're on that topic, you mentioned before
that you thought stigma was declining amongst young people;
is that a reflection of the experience you've had in the
settings in which you work, which affirmatively works to
reduce stigmatising factors?
A.
I think it's both actually. I think the young people
themselves have actually been very good, they've actually
helped to destigmatise in a great way. So, that's
happening independently to some extent, but we've
definitely worked really hard with them to create settings
where stigma is just not an issue.
Q.
In relation to early diagnosis and prevention in fact,
you have drawn an analogy in your statement with cancer
prevention and cancer treatment. Can you explain that
analogy and why you think it's instructive?
A.
Yeah, some people might think cancer is, like, too what's the word - deterministic. So, I could say that it
also applies to other areas too.
Q.
Or whatever it is that you think, yep.
A.
But what (indistinct) medicine say. I just think it's
very interesting because in those areas they have actually
reduced the burden of disease. In cancer they - you've got
much better prospects of survival in many cancer areas and
if you don't - if the cancer's not cured you can live for
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longer, so they've done so many things right: they've done
prevention where they can, and we can do a lot more in
prevention in mental health, so reduce the risk in some
areas.
They diagnose it early, as early as possible, and then
if they get the person well, into remission, they do
everything they can to keep that person well. And even if
the person has this more recurrent and deteriorating
illness, they actually provide much better palliative care
too. So, all of those things have helped greatly and, as a
former Director of NIMH, Tom Insel, used to say, they bent
the curve, they bent the curve of morbidity and mortality
and we haven't been able to do that in mental illness.
It's not because we don't have the interventions or the
evidence-based treatments or the capacity to do it, but we
just have not implemented it, we have not actually built a
system that delivers what we already know effectively.
I could given about ten different examples of
treatments that I've seen developed in my time in
psychiatry, new treatments, drug therapies and also
psycho-social treatments, including many that we've
developed here in Victoria, that are simply not available
to people; they're not what the system delivers. The
system delivers this very basic generic case management and
risk management system; it doesn't deliver all the things
that we already have at our disposal in an effective way.
If we did those things and if we did them according to
that framework I just mentioned with cardiovascular and
cancer with, you know, those four elements, we would
transform the outcomes for people with mental illness even
without a single new discovery.
Q.
Later on I'm going to ask you why you think we don't
do that, but before we go there, I'm going to ask you a
little bit more about early intervention. It's comprised
of two parts, you say; the first being early detection.
From a systems perspective, how do you think we can achieve
early detection better?
A.
Well, a lot of the evidence for this conference about
those statements comes from the period in which we were
developing early intervention for psychosis, for psychotic
disorders like schizophrenia, which was the precursor to
our broader work transdiagnostically in youth mental
health.
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I'm thinking in particular of the work of a group in
Norway who carried out the TIPS study. One of the big
problems with schizophrenia and psychosis was that it was
being diagnosed very late, often after years of illness,
certainly on average after about a year or two of psychotic
symptoms when the person's life was absolutely in ruins by
the time they actually got the first help.
As you would imagine with any potentially serious
illness, that makes it very, very difficult to achieve
recovery if the person's that unwell. So, shortening the
clay in treatment was a crucial strategy.
They showed that, by very widespread community
education, spending a lot of money on educating the public
about recognition of the early signs of psychosis, and the
leader of that study used the analogy with a local
supermarket which he said spent more on advertising
Coca-Cola than mental health services spent on advertising
their services. So, doing that, so very sophisticated
public advertising campaign.
Q.
Can I just stop you there. If you know, what were the
elements of the very sophisticated public campaign?
A.
Okay. So, it was cinema ads, this is the 90s, so you
know could be different these days. But cinema ads,
newspaper advertisements, public hoardings, bus shelters
covered with information about psychosis, information in
schools, lots of ways of educating the public about how to
recognise the early signs of psychotic illness.
And that, combined with a telephone number that they
could call and a team would go out and see that young
person wherever they were, whether it was in the school,
the primary care setting, the home. So, the team would
respond immediately to a referral where there was a
suspicion that psychosis might be present.
Q.
A.

So you needed both things?
You needed both things.

Q.
Or they established you needed both awareness and
someone to respond when people took steps to seek help?
A.
Yes, and they did very skilled research which showed
that both of those elements were necessary, and they showed
that you could reduce the delay in treatment from two years
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down to a matter of a few weeks.
Q.
A.

This was Scandinavian; in which country?
Norway.

Q.
A.

And it was the TIPS study, did you say?
The TIPS study.

Q.
You said in your statement that early intervention
includes first early detection, and second, staged-linked
multidisciplinary clinical care to cover the years of
illness post-diagnosis. Now, you may have covered some of
this already, but can you just tell the Commissioners in
your view what are the key points or what are the key
attributes of multidisciplinary clinical care?
A.
So, when we first started doing this work, what would
happen to a first episode patient with psychosis would be,
they would come in late in the piece, they'd be patched up
and sent back out again after probably just a few weeks of
treatment and hoping that the person would be okay,
probably the GP or maybe a community clinic would be
looking after them.
But the second component in terms of changing the
outcome was much more extended and much more intensive and
comprehensive multimodal clinical care to maximise the
level of recovery and then make sure the person remained
well at least for the first couple of years after
diagnosis.
Q.
What do you mean by multimodal in that context?
A.
Well, much more careful use of medication, because
patients were being overmedicated in those days. So, low
dose medication but carefully - and, if they weren't
getting better, early use of clozapine as a drug therapy.
And then a whole range of psycho-social treatments
which were actually developed, you know, many of them here
in Victoria but some in other parts of the world to be
offered to - so, things like family intervention,
vocational recovery programs, CBT, a range of strategies
like that to help the person make a more complete recovery.
Q.
Yes. And, is the length of time over which treatments
and services are provided particularly important?
A.
Well, it was called "the critical period" by early
psychosis researchers, especially like Max Birchwood.
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Initially we thought it was about two years, but further
research has shown that it's actually the first five years
of illness that's important. And, after that, there's a
tendency for things to get significantly better, you know,
in a more naturalistic way actually, that's what we're
seeing. So I think we can shrink the proportion of
patients that actually end up with a more chronic and
severe outcome; the research is really pointing us strongly
in that direction now.
Q.
Do you think that there is an indication that the
research in the area of psychosis is potentially
generalisable to - or applicable to other disorders?
A.
Well, that's what we've been trying to do, I would
say, for the last 15 years or so. Expand the thinking of
early intervention so it includes all the potentially
serious mental disorders of adult life: mood disorders,
eating disorders, personality disorders, substance use
disorders. Of course, they often tend to be mixed up
together, so that's the proposition, and we are getting
some increasing data showing that is likely to be the case.
But the fact that we could do it for the most serious
form of mental disorder in this age group, schizophrenia
and psychosis, is very encouraging for the prospects for
other disorders too.
Q.
Can I ask you some questions about what we know about
what early intervention is capable of achieving. It's
right, isn't it, that early intervention isn't always
capable of preventing development of a mental health
condition?
A.
Yes, that's absolutely true.
Q.
In the evaluation of the work that you've been doing,
there were a couple of conclusions that you discuss in your
statement. The first type is the capacity to delay the
first onset of illness where there are warning signs, and
the second is the ability to improve outcomes over the
first two years where there is in fact a first episode of
psychosis. Is that right?
A.
Yes. For those two statements there is now what we
call Cochrane level one evidence, meaning the top level of
scientific evidence suggesting that that should be
available to everybody.
So, Alison Yung and I back in the early 90s,
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operational as the criteria for what we called the at risk
mental state or the clinical high risk state for psychosis,
and these were subthreshold psychotic symptoms, so warning
signs of fully-fledged psychosis. What we have now is
probably about 15 or 16 randomised clinical trials showing
that the transition from that state into first episode of
psychosis can be delayed by at least one year, maybe two
years, maybe even longer.
It doesn't mean that we're necessarily able to cure
the illness, but we can certainly delay the onset, which it
should be something that we are celebrating all over the
world because, if that's possible in diabetes - there was a
paper just recently saying that they think they can delay
the onset of diabetes, and that attracted a lot of
attention. We can do that already with schizophrenia and
psychosis.
Q.
Would you accept that, starting with the proposition
that psychotic illness is an umbrella term of which
schizophrenia is one type, would you accept that in the
literature and in the scientific community there is a
debate about the conclusions in relation to schizophrenia
in particular?
A.
The debate was more about whether we would do more
harm than good trying to intervene at that stage of
illness, and I think the debate strayed a long way from the
data, is my perspective on it. The data is absolutely
clear. As I say we have these metaanalyses now that show the facts show that it's possible to do that. We've done a
lot of rigorous research.
We've done five of these trials here in Melbourne and
the latest one funded by the National Institute of Mental
Health in Washington has just been completed now. So,
there's a lot of experience and data. You can have debates
about things but then there are facts.
Q.
Can I ask you this: in terms of the importance of
early intervention from a systems perspective in your
opinion, is it a very important investment notwithstanding
that not every instance of psychotic illness or other
mental illness will be able to be prevented?
A.
M'mm.
Q.
You talk about some evaluations that have been done of
the work at Headspace and you say this in your statement,
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that:
"Outcomes are modestly improved for mild to
moderately ill young people and access is
greatly enhanced, as is satisfaction with
the care received."
A.

Can I just tease out the elements in that statement?
Sure.

Q.
The first one is, "Outcomes are modestly improved for
mild to moderately ill young people". Can you explain what
you mean by that, both in relation to outcomes being
modestly improved and mild to moderately ill young people?
A.
Sure. So, could I just make it clear that we've now
moved off the topic of early psychosis and we're moving to
more generally transdiagnostic patients?
Q.
We are, sorry, I should have made that clear.
A.
No, that's fine. Can I just say one more thing about
psychosis before I answer that?
Q.
Sure.
A.
So the second part of your earlier question was about
people who then have established psychosis and trying to
improve the outcome over the first couple of years for
those patients. That's another meta-analysis that was
published last year in JAMA Psychiatry by Christoph Correll
and colleagues, and that looked at 10 RCTs of first episode
psychosis care which showed, again, that the outcomes were
substantially better on about ten different outcome
measures for the first two years, and that has led to the
US Congress signing funding for these programs to be rolled
out across the US. So, they are now in 280 settings across
the US. So, that second staged care is now highly
evidence-based and being implemented in a very widespread
way.
Q.
A.

Thank you.
Headspace.

Alright, let's return to --

Q.
-- the more general proposition about the outcomes
across the board and the statement that "outcomes are
modestly improved for mild to moderately ill young people".
We'll come to access in a minute but can you just
explain what is meant by that statement?
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A.
So the government has done two evaluations
independently of Headspace since it was commenced in 2005.
The first one was very early on and descriptive. The
second one looked more at what outcome data was available,
and you have to understand these Federal Government
evaluations are done with very little funding actually,
they're not proper health services research studies. So,
the people at the University of New South Wales who did
this evaluation, did the best they could with the data they
had.
What they concluded was that, in terms of outcome,
about 60 per cent of the patients that came to Headspace
were helped significantly by it compared to standard care.
It's very hard to find a comparison group of standard care
for these patients because hardly any of those patients
were treated in standard care before, so that's like a
caveat there.
But as best as they could determine, about 60 per cent
were doing well as a result or better because of the
interventions compared to what they would have had in
different forms of care.
Another 40 per cent were either treading water or
deteriorating. And, you know, Headspace being a primary
care service is not capable of helping people who have got
more moderate-to-severe conditions, and yet, there's
nowhere else for them to go in most parts of Australia.
Very few of them would make it into specialist services, so
we think that that 40 per cent are the ones that are not
doing well and that's why we need this next tier of care.
Q.
You also say that "access is greatly enhanced", and by
that do you mean that a great deal many more people get
access to help of any kind?
A.
That's what the University of New South Wales group
concluded, that access was dramatically improved, and also
the satisfaction levels and the engagement levels of the
young people with the services was greatly improved as
well, and that's what we find. Because the youth
participation, youth engagement model within Headspace has
created a youth-friendly culture which young people can
engage with.
Q.

You mentioned the concerns about over-medicalisation a
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few moments ago. Would you agree that, in a clinical
staging model properly designed, that the overtreatment and
premature use of medications is guarded against?
A.
Well, that's the whole purpose of it actually, to make
sure you don't undertreat or overtreat patients. You make
the treatment of the person proportional to the stage of
illness that they're at.
When I first started in psychiatry, I saw massive
over-treatment of people who basically were at an early
stage of illness and they were being treated as if they had
stage 4 illness essentially and they were getting huge
amounts of medication and nothing else really, so
absolutely the staging model guards against that as its
purpose.
The other thing that guards against it I think in the
Headspace setting is that, we try to make these settings
not overtly clinical; they should have a youth café feel
almost at the entry point but with the clinical expertise
sitting within the system so that it's available but it's
not thrust in the face of the young person.
And also make sure that the psycho-social treatments
are offered as the first step and not overtreatment with
medication at the first step.
Q.
Yes, I was going to ask you about this and I want to
ask your opinion more generally, not confined to the
Headspace model, but what do you say, on the basis of your
experience, is the importance of psycho-social treatments
and programs in dealing with mental illness?
A.
Well, since the beginning of my career I've put a lot
of my own research effort into the development of
psycho-social treatments, and so, I think it's very, very
important.
I was struck back in those days at a lack of
sophistication and the lack of evidence-based treatment of
that kind: whether they were psychological or more, I
suppose, social forms of treatment.
I think the situation's been greatly improved since
those days, with the advent of forms of CBT that are
tailored for different types of problems, even for
psychotic illnesses now, from vocational interventions like
the Individual Placement and Support Model which
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dramatically improves the prospects for people with mental
illness to get back into education and into employment.
Those are just some examples.
And I suppose, we could do more. I mean we have now
virtual reality which can actually add a lot of potency and
attractiveness to the psychosocial treatments or the
psychological treatments.
Q.
Can you say a few words about virtual reality, what
you know about it, the extent to which it's been
implemented and what kind of promise it shows?
A.
Yeah. It's already being offered and it's more
developed in Europe and the UK for a range of conditions.
We have facilities in Melbourne now where we're getting it
off the ground as well but probably a little bit slow to
embrace it actually.
But the sort of conditions that it would be used for
would be PTSD, would be anxiety, it can also be used in
psychotic illnesses to in vivo, in real life almost, deal
with paranoia and actually help people in a cognitive sense
deal with paranoid thinking and experiences, so it's got a
huge amount of potential to transform the office spaced
therapies that we currently do, which are pretty boring a
lot of the time for patients, to actually make it a lot
more real and a lot more effective.
Q.
Is it fair to say that the work with virtual reality
is currently in experimental stages, at least in Australia?
A.
Yeah, I think that's fair to say. It's a research
technique now which, that's what we do at Orygen, we try to
bring these research techniques into the real world. But
in countries like the Netherlands and the UK, they're
already doing that.
Q.
Is the use of virtual reality an example of
application, mostly of cognitive behavioural therapy?
A.
Yeah, I think that's fair to say at the moment,
although there might be other more creative ways to use it
as well.
Q.
Can we switch topics, Professor McGorry. I'm going to
ask you about the group of people who you have called "the
missing middle". In the context of mental health, who are
they?
A.
We've already touched on it, but these are the people
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who have needs beyond what the primary care system - so
your standard GP/Better Access or Headspace - can provide.
And yet, they cannot reach the very high bar that has to be
reached for access to State Government funded tertiary
services.
You could divide them up into two groups. You could
say, it's a significant proportion of the moderately ill,
mentally ill group, and it's even a proportion of the
severely mentally ill group which the state service are not
currently covering. In my statement I put percentages on
that, so it's probably between 8 and 10 per cent of the
public.
Q.
A.
Q.
A.
that

Have you done the numbers on what that means?
Yes.
How many thousands of people?
I think it's about 300,000 in Victoria, around about
number.

Q.
Are, what, missing out on services altogether?
A.
Yeah. So, if you think about 20 per cent of the
Victorian population roughly needing some kind of mental
health care, that's about 1.5 million, in my rough
calculation, and so the missing middle, if it's about
6-8 per cent, that sort of ballpark, it's a few hundred
thousand. And when you look at the number of people who
are getting services in Victoria for mental health, it's a
hell of a long way short of that.
Q.
Yes, and what kinds of services are available to the
people who fall within that group?
A.
Well, some of those people - and I'm sure the figures
could be assembled on this - would have access to private
psychiatrists. But, as we all know, there's very
significant financial barriers and geographic barriers to
accessing those services, and in my view those services are
very poorly designed as well: they're single office-based
practitioners, they're highly trained, but they are not
working in teams by and large, and so they're not really
meeting the needs of these patients as well as they could.
But there would be a percentage of the missing middle
that are accessing those services, but I guess we see and
hear about all the people that cannot do that, especially
in public mental health care.
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Q.
Does access to the mental health care system often
only occur when those people find themselves in real
crisis?
A.
Or dead. I mean, these people can only get access
when it's a life-threatening situation, and that's the way
it seems; or when they're causing so much disturbance
because of their illness that they end up being brought to
an emergency department, or worse still, into police
custody and in prison.
Q.
You've talked in your statement about what you call a
community-based model of care that links to primary care
and provides access to services for more complex cases and
allowing upstream access to emergency departments. What
you've said is that:
"Structures like this, if funded to operate
around the clock, could dramatically reduce
the flow of acutely mentally ill patients
into emergency departments and reduce
attempted and completed suicide
substantially."
I'd like you to say some words about this model,
recognising that it's a model rather than an embodied
reality at the moment. You have kindly answered my request
to create a diagram representing it. Can I have that
diagram shown, please?
There are a lot of elements in here, and can you first
step us through, without going into detail, the four
different parts on the four corners of the diagram?
A.
Sure. I mean, could I just first say that, I think
when the system in the 1990s was designed to replace the
old asylum system, that was the intention, to actually set
up strong proactive community mental health services that
would allow us to cope with a dramatic reduction in acute
beds. And that did start to work at first, because those
services did do those things up to a point; the CAT teams
did actually turn up, the CAT teams did actually visit
people even up to two or three times a day to keep them
well in the home, and that started off on the right foot, I
would say.
So this is just more like a 20 year later version of
what we should design with the benefit of hindsight over
the last 20-odd years.
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Q.
Yes, understood.
A.
A couple of things to say about it - very, very
important. We assumed at that time it was a good idea to
link the community mental health services with the acute
hospital and put it onto the governance of the acute
hospital. Because it made sense that you want to have
continuity of care across, you know, inpatient and
community.
But the trouble is, that was a big anomaly for the
hospital systems. The hospital systems otherwise did none
of that, they just did inpatients' work, so the idea of
looking after services in the community wasn't really
something that they ever really embraced, and so, that was
a fundamental flaw in my view. Now, maybe not everyone
agrees with that, but that's certainly my very clear view
now.
So, how we finance and govern these systems is
absolutely crucial to allow them to sort of meet scale and
to operate.
Q.
I'm going to ask you some questions a bit later about
all of those really big points, including governance, but
let's just have a look at your model. [RES.0001.0009.0681]
A.
Focus on this model.
Q.
I note that the four quadrants are divided by
reference to age.
A.
Yes.
Q.
Over in the top right-hand quadrant there's - I don't
know what to call it, I don't want to call it a silo, I
think that would be a mistake, but there's a section for
0-11 years.
A.
Okay, so this is meant to be what a region, you know,
would need. There may be other elements that a whole city
like Melbourne might still need which I haven't put in
there, like for example beds for younger children,
inpatient beds. But let's say a modestly sized region of
Melbourne could support this type of structure.
I probably shouldn't start off talking about the
inpatient bit first because it's the least important bit
numerically, but you need several types of inpatient
facilities in such a region. We believe that the youth
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beds should be separate from the adult beds, and you
probably need several types of adult beds. You need a
standard sort of psychiatric acute inpatient unit. You
obviously need a secure one too because there's a small
group of patients who are extremely aggressive and violent
by the time they become ill at this stage and you don't
want those patients being looked after in the same setting
as a more therapeutic sort of inpatient unit of the more
general type.
Q.
And those are the ones listed in the centre of the
diagram, is that right?
A.
Yes. And then there are youth versions of those, a
mother and baby at the top there, and also addiction units
for detoxification in a highly supervised medical way,
which we've moved away from that in some ways. These are
life-threatening conditions these phases of detoxification
so you want to have addiction specialists in charge of
those units, not lay people. So, that's another element of
the whole thing.
How those units relate to the psychiatric units
obviously needs more thinking, because there's so much
comorbidity as well. So, those are basically the notional
elements of that part.
Outside of that, rather than having an emergency
department that, where psychiatric and acute medical
patients are triaged in the same way, I think there's a
strong feeling that we should have separate spaces that
have got a completely different ambience and a completely
different skill set and time course. Not, you know,
short-term admission stays either, we're talking about more
a lounge or a café style place which is calming but still
got the capacity with expertise to respond to, you know,
very unstable situations as well. That also would need a
lot of design and thinking to actually set that up in a
safe and effective way.
So moving back out into the community, and we then
probably need several types of missing middle type services
which are these community hubs or one stop shops that have
been described here. And they're designed according to
stages of life, if you want to call it that. You need
different cultures of care, we think, for younger children,
so up to 11; it has to be a very different sort of type of
environment for kids of that age.
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And also, the professionals that are needed to work in
that sort of setting are different types of people from the
sort of people that want to work with the adolescents and
emerging adults on the one hand and the middle-aged adults
on the other. So, that's the case we're making, that you
need these highly specialised, dynamic places which should
operate around the clock. They should have the capacity to
actually do outreach work around the clock, home-based
treatment around the clock, not just up until 11 clock at
night.
And they should have expertise during the day and
during extended hours in a range of domains which are
listed there, things like physical medicine, addiction,
different mental health professional disciplines there,
obviously psychiatrists as well; the evidence-based
treatments that we have for that more specialised stage of
illness. And we think that they should be embedded much
more with primary care than with hospitals. That's what
the World Health Organisation says about mental health
care, it should be very nested with primary care, not so
much with institutions and hospitals.
Q.
While you're there, if we take the 0-11 years as an
example, there are links going out to primary schools,
early childhood centres and maternal health and childhood
centres, among others. So, is the linkage in that pretty
important?
A.
Yeah, well, that's really the concept of primary care,
you could say, and community for those more specialised
services. That's where they have - they have to provide a
back-up for those services and a portal, and that will also
make them much less stigmatised than if they were
associated with more traditional psychiatric-type clinics
which are very narrow. This is a holistic model that we're
talking about here, not just purely psychiatrically or
mental health driven. And physical health is obviously a
key part of it, and GPs in particular are important there.
Q.
Could I ask you a couple of questions about the model.
You have a grouping on the upper left-hand quadrant of
12-25 years. What do you say about grouping that age group
all together and the risk that those in the earlier part of
that age group will miss out and not receive sufficient
attention?
A.
Well, I heard Dr Haslam talking about that this
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morning. I think that's an issue for inpatient care; you
have to create zones in inpatient care where, you know,
that spectrum of age is handled in slightly different ways.
But we have, you know, over 12 years of experience now
with Headspace of actually providing mental health care in
enhanced primary care platforms for that age group and it
works extremely well. There's no problem in mixing
12-year-olds with 24-year-olds in that setting; it's
extremely effective I think.
And so, what we're saying here is that those Headspace
centres could be built upon, they could be expanded and
have this more specialised and multidisciplinary sort of
back-up system either built on to Headspace platforms or
built in association with these platforms and other primary
care and educational structures as it's described there.
There are a few options there about how to do that.
The advantage of actually integrating it fully with primary
care is that you don't have any barriers or triage systems
or transfer barriers getting in the way. We've been
piloting that in the northwest of Melbourne through our
Orygen and Headspace system.
Q.
Do the younger age group, 12, 13, 14 not have very
different needs to the upper end of that group?
A.
There are differences in needs, but what they have in
common - I don't know if anyone in the room has been to a
music concert lately targeted at that age group, but even
in the cultural setting they mix very well. So, we have
had no problems with that whatsoever.
You can obviously focus on the needs of the person in
front of you, and there are different developmental issues
in early adolescence, from late adolescence of course, but
in terms of how comfortable they feel; and we've asked
them, I mean, every Headspace Centre has got a youth
advisory group and this has been a stable phenomenon for
over a decade. People thought that might be a problem when
we first started doing this, but it actually hasn't been.
Q.
Can I ask you where the elderly fit into this model?
A.
Well, we've had some debate in the advisory group and
the Commission about this, how engaged should we be about
aged care and aged psychiatry. I think we have to say
something about that, because obviously there are mental
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disorders in the elderly, but you know, as you're aware,
this version is probably version 1 of a more definitive
sort of thing.
Q.
Of course, and can I thank you for preparing version 1
of this model at our request. I want to change topics now
and ask you to elaborate on some of the views you've given
us in your statement, firstly about the current state of
the mental health system. You've said quite a bit about it
already but I'll try and ask you questions which don't
involve repeating what's already been said.
You start by talking about a very significant
opportunity, and you say that:
"The greatest unrealised opportunity in
Victoria's public health system is to
reduce the mortality and morbidity caused
by mental illness and, in contrast to
improvements in cancer and cardiovascular
disease, improvements in mental health by
these metrics have been negligible in
recent decades, indeed there's evidence
that these measures are getting worse."
How do those metrics compare?
A.
Well, I guess, you know, everyone's aware that the
suicide toll is increasing in Australia. I think over 600
people in Victoria are currently dying every year. I've
certainly seen, in the part of Melbourne that I work, the
suicide rate in the age group that we try to treat with our
state funded Orygen Youth Health Service just climb year
after year.
Back 15 years ago we might have lost maybe one young
person every year or two, which was bad enough and when it
happened we went into major soul-searching about what we
should actually do to reduce that and everyone was
motivated to do that, we didn't accept that anyone should
die.
I've seen years now in the last few years where eight
or nine people have died in one year, which is absolutely
devastating because you know every single one of those
lives could have been saved if they'd had the right type of
help. So, there's the anecdotal but there's the numerical,
and I think NorthWestern Mental Health have actually mapped
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the numbers of people who have actually died, not just from
suicides but homicides as well over that period.
It's devastating, and yet you know that we could do an
awful lot better if we implemented what we - if we were
resourced and if we implemented what we could do in that
regard.
Q.
You've used the expression "the soft bigotry of low
expectations" in your statement, you've probably used it
elsewhere too. Can you say what you mean by that?
A.
I think I've stolen that from George Bush's speech
writer; I think he was the first person to use that, which
is kind of strange.
How it's applicable in psychiatry is not just about
the deaths but about the low expectations that we've been
forced to have for recovery in our patients. Recovery is a
wonderful concept that the consumer movement has embraced
and we started thinking about it in the late 80s because we
believed people could recover. When I started psychiatry
people with schizophrenia were told you're never going to
recover, but we've seen large numbers of people with
schizophrenia recover if they get the right help, and even
with their own natural resilience in overcoming the
illness.
But the system is forced into just accepting that the
best that you can do for a patient is that they can be not
acutely unwell and bothering the emergency department,
that's essentially a good outcome as far as our mental
health system in Victoria is at the moment. If they're not
actually in your face in the emergency department, then
that's great.
And more subtly, if they're just at home and they're
reasonably happy and not suicidal or depressed, but not
working and just languishing, that's also okay. Whereas so
many more of those patients could actually have been having
what, you know, the National Mental Health Commission
called a contributing life, they could actually be much
more engaged socially, occupationally, vocationally if they
got the right sort of help, and the expectations that
people have for them, you know, that people believe that
that could be the case.
So, that's what I mean by "the soft bigotry of low
expectations". And it applies especially to illnesses like
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schizophrenia, but it applies to a lot of people with
mental illness more generally.
Q.
Earlier on you talked about the fact that the system
was envisaged in the 1990s as having a really strong
community-based mental health service. What are your views
about why that didn't get implemented in the manner it was
intended?
A.
Well, I don't think governments realise the scale of
the problem. Essentially what kind of happened in the
first wave was, it was a question of just looking after the
same people but in a different setting; in other words, the
people who were the patients in the old mental hospital
system, people with more severe and enduring mental
illness, and the idea of new cohorts of patients coming in
with a different set of possibilities didn't seem to occur
to the people who were funding the initial wave of reform.
If I can use an analogy, I think the way it felt at
the time was that, we'd suddenly gone from a 19th Century
Alexander Bell phone system, and we suddenly got a first
generation mobile phone, which was a bit of a brick but
actually it was a big advance, and then we never went
through the iPhone, iPhone 2, iPhone 3, iPhone 4, which is
the only way that we would have actually done what they've
done in cancer and the other areas of health care: constant
improvement, constant - but the thing was not built to
scale and -Q.
Can you say what you mean by that?
A.
Well, you know, no-one did the numbers on, you know,
like we're doing today: how many people in this catchment
area have a need for care? How is it going to be provided?
So population health planning. If there's 50,000 young
people in the western suburbs that need some kind of mental
health care and we're providing care for 800, what about
the other 49,200? What's happening to them? Out of that
49,000 are going to come the next wave of 800 more severely
ill. No-one thought that way, and you have to think that
way if you're going to have a system that's going to work
and keep people alive and recovering.
Q.
Yes. You've said that "the quality of care provided
in acute inpatient is limited largely to risk management
and the acuity of the patients that can access the units is
high." Why do you think there's a focus on risk
management?
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A.
Well, I think it's not the fault of the people
operating those services; they realise that the only people
that get into hospital these days are absolutely in
life-threatening situations, and you're forced to deal with
the risk then, aren't you, because the risk has appeared.
But it means that it's impossible to do the sort of things
that used to happen in patient units, where people could
stay long enough until they were actually better and there
was some improvement in their condition. So, people are
discharged all the time now with very little improvement in
their condition.
I often think, you know, I was very motivated when I
worked in those old mental hospitals - people felt a bit
horrified by the way they were, but I don't think it's any
better, you know, those inpatient settings that I see now,
which is very, very disappointing to say that after all
this time.
But, you know, we thought it would be much better to
have very strong community services, like people didn't
have to spend weeks in hospital, which is what we were
trying to do. But now we've done neither, we've sort of
allowed the community system to sort of implode, and that
means that the residual acute system is under just such
enormous pressure that all they do is really try to keep
people alive and, it's a desperate situation actually, I'm
sure you've heard that from many other people.
Q.
What do you think are the key things missing from the
community mental health services?
A.
I think the freedom. I mean, they have become very
institutionalised as well in this - I think I used in my
statement, the idea of an iceberg sitting in the middle of
these hospital networks that just slowly melted over the
last 20 years. In those settings they don't even operate
efficiently because they're worried about risk, they've got
about 15 forms to fill in for every patient that they see.
I contrast it when I work in that system with when I
work in Headspace. I spend about five minutes at the end
of seeing a patient writing the notes, filling in a brief
evaluation. That's not the experience of people working in
the public mental health system, they're covering their
backs all the time because they know something's going to
go wrong with the patients and they're forced to do so by
the managers of those systems.
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So, the system's not efficient, the morale has sunk,
the leadership has ground down over the years, I would say.
I've seen these people, directors of services that are
struggling to sort of, you know - an impossible job really.
So, it isn't even operating as well as it could with the
level of resourcing that it has because of these other
cultural factors which, you know, have not been addressed.
Q.
You've used the expression "sitting there like an
iceberg which has slowly melted", do you mean to say by
that that it's never been properly integrated?
A.
Yeah, I don't think it's been integrated, but
integration has been seen through the hospital lens rather
than the community lens. So, the community system should
have been integrated with the community and with primary
care, not with, you know, emergency departments; it's gone
the other way.
Q.
If you take a bit of a broader lens to the mental
health system as a whole, how has its progress since the
1990s compared with progress in the treatment and
management of other non-communicable diseases?
A.
Well, it's very stagnant, I think. I think, if I can
quote Christine Kilpatrick, the current CEO of Melbourne
Health, she went to the Children's for ten years, came back
to Melbourne Health, and said nothing had really changed in
mental health, if anything it had got worse. And
contrasted with the progress that she'd seen in cancer and
cardiovascular medicine and all these other things.
One of the reasons for that is because they respect
expertise in those specialities, they respect research, and
they try to get the latest research advances translated to
real people.
In mental health, the culture of mental health care
resists all that, it's suspicious of research, it's
suspicious of expertise, and we've got to make sure that
the things that work and the things that will get people
better are supported by everybody, and so that the
consumers are involved in that and they understand how
that's going to benefit them and they can help us do the
research.
We do that at Orygen, we have a research council of
young people that help us design studies so that we're
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doing relevant things, and also that they will then be
accepted and embraced by the patients; just like you see in
cancer where, you know, patients are very supportive of
research and very supportive of expertise.
Q.
Why do you think there are such big differences
between the way in which general health has developed and
the way in which mental health has developed?
A.
I think it's just a pure matter of discrimination and
stigma.
Q.
What do you mean by that?
A.
Well, the stigma's rife within the health professions,
it's rife within the medical research environment. We
don't get a fair deal. The patients that - the people who
experience mental illness are discriminated against, but so
are we as mental health professions.
Q.
Are you referring to a sort of institutionalised
stigma?
A.
Yeah.
Q.
I said I was going to ask you before why it was that
you said "we're just not delivering even the really good
things that we have available, they're not reaching
people", why do you think that is?
A.
Well, in medicine generally there's this
implementation failure problem and, you know, our
colleagues in other branches of health care would say
that's an issue as well; you know, the delay between an
advance and when it's actually implemented in the real
world.
But people make huge efforts to accelerate that in
other areas of health care. Every time a new cancer drug
comes on the scene there's tremendous pressure on the
Health Minister to tick it off and finance it. It doesn't
matter if it's hundreds of millions of dollars, it will be
approved very, very quickly and that's not the case with
us.
I'll give you one example, TMS, for treatment of
resistant depression.
Q.
Can you say what TMS is?
A.
Transcranial magnetic stimulation. Very safe, it
sounds a bit science fiction, but it's actually very safe
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and it improves brain plasticity. If someone hasn't
responded to CBT and antidepressants, rather than trying
lots of different antidepressants, the next step should be,
the success rate is much better if you go to TMS. But that
is not funded, it's not supported, it's not available, it's
been known about for many years, and this is one example.
Q.
Speaking about funding on a broader scale, you said
earlier that the system was not scaled or designed for
scale when it was changed in the early 1990s. You've said
also that it was not funded to address the scale of the
problem. What's the significance of the funding gap in all
of the difficulties that you've been talking about?
A.
Well, there was a landmark publication in October
last year from the Lancet which is on the global - the
Global Mental Health Commission, it's called, and it sort
of mapped the treatment gap all around the world and it
showed that governments around the world generally spend
about 2 per cent of the health budget on mental health care
and it's variable, but anywhere from 12-15 per cent of the
burden of disease. So, this is a massive issue across the
whole world. Yeah, it's just the shortfall between what
the need is and what the level of funding provision there
is.
And, you
6 per cent of
most accurate
of the health

know, in Australia it's probably about
the health budget; people debate that. The
estimate in Australia is about 14.6 per cent
burden so that means a treatment gap.

In Victoria, as you know, it's in common knowledge
now, that we're covering about 1 per cent of the Victorian
population with state government resources, and if you
believe they're supposed to cover 3 per cent, that's the
treatment gap right there for the seriously mentally ill.
That doesn't exist in cancer and other health areas in the
same way.
Q.
And so, you're saying there's a very good economic
case for changing that?
A.
Yeah, I mean, the beauty - the best news and the best
thing we could focus on, which the Productivity Commission
is obviously focusing on, is that we are different in a
very good way from the rest of health care.
Because, you know, obviously we want to keep treating
cancer in a very good way. We're definitely not saying,
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it's not cancer envy we're talking about here, it's cancer
admiration in a way. But treating cancer is a highly
cost-ineffective thing to do, because it's mostly older
people who are beyond - or not totally beyond, but many of
them are beyond the productive phase of their life and yet
we still want to care for them and treat them. But it's
not going to be a great investment in terms of
cost-effectiveness.
Mental illness, because it strikes in the prime
productive years of life in young people on the threshold
of productive life, and people across the adult years of
life, it's a massive opportunity. Because, if you get even
a substantially higher proportion of people well and
productive, which is very achievable, it's going to pay for
itself several times over.
We ourselves have done cost-effectiveness studies of
treatment of psychosis, early intervention for psychosis,
and there's a whole range of evidence suggesting that if
mental illness was treated more effectively it would pay
for itself several times over through reduced welfare
payments, reduced expenditure on a whole range of other
government activities, including prisons, homelessness and
so on.
Q.
Can I ask you a couple of questions about governance.
You said in your statement that the:
"The governance and financial model
underpinning the current system exposed it
to major vulnerability at the hands of
general hospital administrators."
What do you mean by that?
A.
Well, we've already talked about the issue of it not
being funded to scale and us not having appropriate
financial models, like for example the NDIS, to drive the
sort of level of investment that we really need. But even
the amount of money that was allocated or has been
allocated to public mental health care in Victoria has not
always found its way to the mentally ill because of the way
that the money is given in a block-funded way to large
hospital networks; it's not activity-based, so it's sitting
there like a big cash cow in the hospital network.
And obviously, when pressures come in other parts of
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the health system the CO is very tempted to find ways to
divert some of that funding into other forms of mental
health care. It absolutely happens.
The other thing, to blame the Health Department as
well as the hospitals, the Health Department has
underfunded the bed day rate for many years and that meant
that the hospital CO had to subsidise the bed day rate
somehow and they would do that through raiding the
community mental health resources, which then destabilised
a very fragile system even further and helped to cause it
to implode. So, they would freeze positions in the
community or collapsed them so that funding could be
diverted more easily. We've seen this happen in many
settings
Q.
So you're saying there's both a funding shortfall and
a structural funding design problem?
A.
Yeah, and the Health Department is aware of this and
is apparently powerless to stop it with the current
governance model.
Q.
Can you say a little bit more about the current
governance model and specifically in that context. Sorry,
when you say governance model, governance of what?
A.
Governance of the inpatient beds and the community
mental health clinics and community resources.
Q.
Yes.
A.
So that's currently run through acute hospital
networks basically, all of that. And it's a bit of an
anomaly as I said earlier, the community resources being
under the wing of those sort of structures, because they
really do very little of that apart from mental health.
Q.
Alright. We have asked you, not just what is wrong
but what are the critical elements of a well functioning
mental health system and you've said this:
"Much more effective and mandated
professional leadership is needed from
senior psychiatrists who should be
empowered to oversee the clinical
governance of the whole system they lead."
A.

Can you please elaborate on that?
Well, back when, I suppose, things were looking a
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little bit more optimistic, a lot of the leadership of
these systems was people who had often a dual clinical and
academic background, so they were clinical experts but they
also had research credibility and status so they were
respected and they were in charge of the service; and the
manager would report to them for the budget, so the
leadership was content-based.
That was gradually split and so the managers were in
control, and gradually the medical role was marginalised to
just looking after the medical staff; not even the other
clinical staff. So, that is not the way they run, you
know, cardiology or neurology or other structures like that
as I understand it, and so, that had a lot of negative
consequences.
And so, the person that was left with the Mental
Health Act responsibilities as the authorised psychiatrist
and the medical leader carried all the risk and all the
pressure but none of the ability to actually influence as
much what was done within the service, so that was
definitely a negative.
So I think somehow we've got to make those leadership
positions more attractive, and also, to actually train and
recruit and groom and nurture the next generation of
leadership, because the current generation has wilted in
the face of these sorts of pressures.
Q.

On governance you also say that:
"The governance of community mental health
services needs to be separated and fully
protected from the governance of acute
systems of care.

A.
Well, this is a tricky one because, I think it's very
important that mental health care remains a health system
issue and doesn't just become consigned to a purely social
view of things. I mean, the social thing is very, very
important in psychiatry and mental health, and so, you want
a holistic model that includes, you know, psycho-social and
integrates them with the medical and the biological side of
things. But you do not want to remove the medical and the
scientific perspective from the thing, so it has to be
somehow kept within the health realm, but I would like to
see a much broader health realm so it's holistic so it's
.05/07/2019 (4)
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got other much broader foci.
But I think what I'm trying to say, is that, putting
that in the hands of hospital-centric thinking, it's really
the tail wagging the dog, because most of the care of
people with mental ill-health has to happen in their
communities, where they live, and integrated with the
primary care and other social structures. So how to do
that is a challenge, you know.
Q.
Can I ask you finally, Professor McGorry, apart from
the specific work you're doing in Headspace and Orygen,
what about the - what features or feature of the mental
health system makes you even a little bit optimistic that
we can change positively?
A.
I'm incredibly optimistic. I think we're at a
point now where the whole community, as we can see through
this Royal Commission is - it's an authorising environment,
I think I heard the CEO say yesterday.
We're empowered now, and the community is empowering
this change, and it's happening all around the world. We
have contracts with the World Economic Forum in globalising
the Youth Mental Health Model I've been talking about here.
We have the Lancet, the very important Medical Journal
in the UK, producing commissions on mental health, on
depression, on youth mental health, we're embarking on that
now.
We've got the Productivity Commission looking at the
cost of not spending enough money on mental health care that's the way I like to look at what they're doing. And
we've got this Royal Commission here which is actually
telling the truth about what's been happening in Victoria
for the last 15 years or so and exposing that truth, but in
a way that's solution-focused.
We have the ability to design, create and resource a
new way of doing things. It has to be new. Everything
that I've done in psychiatry has been creating something
new, not trying to patch up some old system. So, moving
out of the older asylums into EPPIC, and now into
Headspace, creating new cultures of care within the health
system, within the health and social system, but not
actually trying to, you know, defend the indefensible and
do things that don't work.
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And so, I do feel very optimistic but it has to be a
real sea-change. We, among all countries in the world and
in all states in Australia, have got the ability to do
that. Victoria, I've seen it happen before, all the
innovations in mental health in Australia have come out of
this state, and yet, they haven't been nurtured. But we
have got the ability here to do this and we've got the
support of the public generally and, you know, I feel very
confident and optimistic that something positive should
happen now.
MS NICHOLS:
Thank you very much, Professor McGorry.
Chair, do the Commissioners have questions?
COMMISSIONER McSHERRY:
Q.
Thanks very
advice and your statement. I'd just like
bit more about your model because I think
important for us to get some ideas of the
might exist to the current system. We've
lot about what's not working.

So, can I just, for a point of clarification, are you
dividing these cohorts up into three main age groups?
Because I see that there's the over 25s is mentioned twice,
and I'm not quite sure why?
A.
I think that's meant to depict within a region of
Melbourne you might need a couple of these adult platforms
and maybe only one of the youth and child ones. So, it's
really just a - what's the word - a proportional thing.
Q.
I see.
A.
And I don't meant to suggest that these things should
be impermeable either. I totally agree with what Ric
Haslam said this morning, that these boundaries should be a
little bit more flexible, so not just rigid necessarily
chronological age, but if someone's deemed to be
developmentally different, then you should have some
leeway. And so, the under-resourcing has led to absolute
rigidity about these sort of things in the past.
Q.
How would such a model work in regional areas?
A.
That's a good question. I think you can get things
down to a reasonable population size with this type of
model, I would say, but not probably below 50,000 or
100,000 people; so, smaller. We've already seen this with
Headspace, that Headspace probably needs a population base
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of about 20,000 or 30,000 before it becomes unviable, and
then you need a more flexible outreach type model beyond
that.
So, it is more of a challenge in regional, and this is
really, I suppose, what we've provided so far is more like
a metro or suburban sort of model or maybe a large regional
town, but we would have to do some more designing to try to
work out how we could link, you know, more rural and remote
areas into such a model.
Q.
I'm also thinking it would have to be adaptable to
certain communities, you know, particularly for CALD
groups?
A.
Yeah.
Q.
But, you know, LGBTIQ groups that may not want to go
to just a one-stop shop, but it might be community-led
one-stop shops, things like that?
A.
Flexibility is always good, but having that said, with
Headspace LGBTIQ is probably about maybe 13 per cent
nationally of the clientele in Headspace. But there are
some Headspaces like in Collingwood where it's 45 per cent,
but still the basic elements of Headspace work but the
culture is obviously tailored then in a different way, so
you have to have flexibility, I agree.
COMMISSIONER McSHERRY:

Thanks for that clarification.

COMMISSIONER COCKRAM:
Q.
Thank you, Professor McGorry.
I wanted to continue to explore the model. My first
question really was about the growing interest and evidence
around peer-led models and peer-led workforce.
I see a statement in each of these, but how do you see
actually the role in a leadership way of peer-led models in
this community-based design?
A.
Thank you for that question. I think it's incredibly
important because we've had such positive experiences with
peer - or with youth engagement within the Headspace
system. It couldn't have been developed successfully
without that, actually.
We now have youth peer workers in Headspace and that's
a growing thing, but they were involved in the design and
also every Headspace has a youth advisory group, and I
think more could be done in terms of - as you're alluding
.05/07/2019 (4)
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to - in terms of leadership as well. We would like to see
young people in the youth mental health model involved in
management and also on boards as well, so definitely that's
the direction it's heading in.
Q.
One of the other things I was wanting to ask about is
that, the residential component of this looks very much
like an inpatient environment. Do you think there's a
place for other residential models in community?
A.
Well, what we've termed there "therapeutic residential
unit" is really modeled on the PARC idea, which we think
has been a piece of progress. But one way we think that
PARC could be improved is by having more therapeutic
programs within them, so they're not just residential
programs, they actually have the sort of therapeutic
expertise that some of the Scandinavian models that we've
seen in the past can offer.
So, there's a way that PARC can be improved further,
but it's essentially, I suppose, a subacute longer stay
model that's meant to indicate building on the PARC
experience.
Q.
One final question from me. In Victoria we have the
benefit of having a community health model. We've talked
about the relationship between some of this design and
Headspace models. Where do you see the community health
model fitting in here?
A.
Yeah, I think it's a great question too. I mean, in a
way these hubs should be like community health centres,
because you want to have physical health totally integrated
within them, and that also helps with stigma as well, I
think, if they're more holistic.
But I suppose the trick is going
the really high quality mental health
within such models? So exploring how
community health would be a great way
COMMISSIONER COCKRAM:
CHAIR:

Thank you.

Professor Fels.

COMMISSIONER FELS:
Q. Thanks very much for your
excellent witness statement as well as your evidence. I
was about to ask the same question as Dr Cockram, but just
to follow it through on the therapeutic residential unit.
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I suppose there's also some longer term residential needs
of people with long-term mental illness. Do you have any
thoughts on that?
A.
Absolutely. And I think we tried to indicate that
with the continuing care unit at the top.
Q.
Ah, yes.
A.
So that's meant to be - and there may be a need for
much greater resourcing of that too, because these
currently do exist but they're probably in short supply, so
I think that's absolutely (indistinct). Because when the
old institutions were closed there were a lot of people who
had a need for that sort of service and that was - it was
actually constrained probably to a much greater extent than
it should have been.
Q.
One other brief thing. You expressed some optimism
about the attitudes of younger people being improved in the
stigma dimension. We heard some evidence, talking about
the general population, that attitudes don't seem to have
improved, they may have got a little bit worse with respect
to schizophrenia and serious forms of illness. Do you have
any impressions whether this improvement in the younger
generation extends to people with serious mental illness?
A.
Yeah, I think it has, and that's because we've kind of
softened the kind of - what's the word - the stereotype of
schizophrenia. I mean, we deliberately did that with the
early psychosis movement. We tried to say, schizophrenia
is just a subtype of psychosis and something you'll hear
about, but we tried to take that, I suppose, that toxic
message that was built into the schizophrenia concept, that
you couldn't recover.
I can't tell you how many times I've heard stories of
psychiatrists telling patients that you've got
schizophrenia, you're not going to be able to work, you've
got to have a more - so that's the soft bigotry of low
expectations again.
So I think in young people that's been quite
successful in terms of softening the whole idea about - and
having a much more optimistic approach to psychotic
illnesses, that recovery is more possible.
I think you're right, though, in the general
population there's been a lot of success in reducing the
stigma across all ages for anxiety and depression, but very
.05/07/2019 (4)
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little effort's been put into destigmatising terms like
borderline and schizophrenia and more serious forms of
mental illness.
I mean, when you spend tens of millions of dollars on
anxiety and depression - Beyond Blue, but virtually
nothing, you know, through SANE and other organisations for
the other types of mental illness, then that's probably
inevitable, isn't it? So, a much bigger effort needs to be
put into that, if that's what's behind your question.
COMMISSIONER FELS:

CHAIR:
Q. Professor McGorry, one other thing from me.
In terms of material that's come before us and you also
reference this in your witness statement, a lot of the
current mental health system is balanced around brief
episodes of care, and sometimes we've heard, and even today
we heard about one night's admission to an inpatient unit,
or ten episodes of psychological assistance, and for many
consumers we hear them say that raises great anxiety, about
what happens if I'm not fixed in that period of time or I
need ongoing care.
You do reference that some people will need longer
term team-based care, and even go on in your witness
statement to suggest some might also need a concept of
"mobile assertive outreach in the community". Can you talk
about how in the models of the future you think we
reconcile these tensions between brief episodes of care and
longer term care models that might be required?
A.
Yeah, thank you, that's a really, really important
question. Well, as you say, I mean, the episode of care
for acute inpatient care is maybe about eight or ten days;
you know, way too short for most people.
But then, when they're discharged to the
community clinics, their half-life - if I can
- is about six to 12 months across Victoria.
few months of after care, basically, and then
back to the GP until the next relapse occurs,
episode of care is too short.

current
use that term
So, you get a
you get sent
so even that

And in our services at Orygen, originally
of the Epic model, we managed to guarantee two
care, that was when we had enough resources to
we called it "the critical period" which I was
.05/07/2019 (4)
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before. So, that was an advance on what adult services
could provide, generally speaking, but it's still not
enough for a significant minority of the patients; maybe
over 50 per cent need up to five years, and maybe
10 per cent or more, 20 per cent, need very long-term care.
And they should have access to expert care, not just
general practice - that's the problem.
So, when you're talking about episodes of care, it's
at what level of care you can get. Probably everyone's got
access to general practice - so, if that's an episode of
care, that could be long-term, but it's insufficient for
what these patients need, and so, I think in that sense and the other thing I'm sure that the consumers have been
saying in the Commission is. We want to have the same
person to look after us all that time, you know.
I've looked after patients in the west of Melbourne,
for some of them for over 30 years, and the value of that
is - you can't put a price on it, you know, the
relationship that you have with a person over that time.
So, those are really important things.
In terms of the assertive community treatment and the
home-based treatment, those are very powerful strategies.
I've worked in those teams, it's a joy to work in those
teams, that's a fantastic way to work if they're well
resourced and if you've got the right type of skilled,
gifted people working in those teams. So, we've got to put
a lot of effort into finding those wonderful people to work
in those teams who are skilled and properly supported.
I think all of these things are achievable with money
and with the right leadership and planning.
MS NICHOLS:
CHAIR:

May Professor McGorry be excused?

Thank you.

<THE WITNESS WITHDREW
MS NICHOLS:
That concludes the evidence for today,
Commissioners.
AT 3.40PM THE COMMISSION WAS ADJOURNED TO
MONDAY, 8 JULY 2019 AT 10.00AM
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MS NICHOLS:
Commissioners, over the next four days we
will be examining a number of important parts of the mental
health system and asking how people access services from
the system and how they navigate between parts of the
system.
We will be asking whether supply is keeping up with
demand; where there are unmet needs, what are the most
critical of those needs; what are the pressures on the
system; and what are the consequences of unmet need.
A number of witnesses from whom we will be hearing
have been in the system for a very considerable period of
time and we're asking them to reflect and share their
wisdom with us about the extent to which the system does or
does not now embody the important principles that it was
intended to embody following de-institutionalisation.
We, of course, ask them also how the system should and
can be different and we are most grateful for people giving
up their time to come and give evidence and also to prepare
some very detailed and lengthy statements.
Today, we'll be hearing from Professor Simon Stafrace
who's Program Director of Mental Health and Addiction at
The Alfred; from Associate Professor Ruth Vine who was at
the relevant time Executive Director of NorthWestern Mental
Health; from Erica Williams, who is a 22-year-old woman who
has lived experience of dealing with the mental health
system; and from Dr Neil Coventry who is Victoria's Chief
Psychiatrist.
You will hear over the next four days quite a bit of
evidence from people that addresses the same questions, and
there's a reason for that, and that is that we wanted to
be, although not absolutely comprehensive because of time
pressures, but as comprehensive as we possibly could about
asking about the status of the system and the pressures on
it.
You will see some quite striking similarities, as I
mentioned in my opening statement, about the evidence given
by consumers, workers and managers who have the highest
levels of responsibility for the system.
I won't summarise the themes of the evidence because I
did that in my opening statement and we are short of time.
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Each day before we start, we'll give you a short summary in
relation to each of the witnesses we'll be hearing from
that day.
And, without further delay, I'm going to ask the court
operators to show a short video that the Royal Commission
has prepared about this subject.
(Video played.)
The first witness today is Professor Simon Stafrace, I
call him now to give evidence.
<SIMON PETER STAFRACE, affirmed and examined:

MS NICHOLS:
Q.
Yes, Professor Stafrace, are you the
Director of the Mental Health and Addiction Program at The
Alfred?
A.
Yes. The title, by the way, is Associate Professor.
Q.
A.

I beg your pardon.
That's all right.

Q.
A.

I've been promoting you for some time now.
That's all right.

Q.
A.

Have you been the Director of that program since 2006?
Yes, I have.

Q.
A.

Was it previously known as Psychiatry?
Alfred Psychiatry, that's correct.

Q.
Have you got responsibility for the delivery of
services across 12 locations across southern Metropolitan
Melbourne?
A.
Yes, I do.
Q.
Before I ask you about those, have you prepared a
witness statement which deals with your experiences in your
professional role and deals with the questions we've asked
you to answer?
A.
Yes, I have.
Q.
Commissioners, you've received a statement fairly
recently which is essentially the current statement, but
there have been some minor amendments to cross-referencing
and the like and I will tender the final version of the
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statement that we've received this morning.
[WIT.0001.0040.0001]
Can I ask you briefly about The Alfred Mental Health
and Addiction Service: do its programs include infant,
child, youth, adult, liaison, emergency and aged care
mental health services?
A.
Yes, they do.
Q.
Also a research centre managed in partnership with
Monash University?
A.
Yes, it did does.
Q.
Does your network include seven clinics, two hospitals
and three residential units?
A.
Last time I counted, yes.
Q.
Do you also have a series of partnerships with
community providers including Launch Housing, Wellways,
Odyssey, Headspace and South East Melbourne Primary
Healthcare Network?
A.
Yes, we do.
Q.
Is your adult community mental health service based in
a clinic in St Kilda Road?
A.
Yes, it is.
Q.
Does that service deal with the needs of adults
between the ages of 25 and 64 living in the inner south of
Melbourne?
A.
Yes, it does.
Q.
In relation to that service, can I ask you about the
continuing care teams. Can you tell the Commissioners what
they do?
A.
Sure. So, we have two community mental health sites,
but one of them is about to relocate to the St Kilda Road
site; just to be clear, that's happening in about
three weeks' time.
The St Kilda Road Clinic has within it the research
centre plus three, and soon to be six, continuing care
teams, a Homeless Outreach Psychiatry Service and a Mobile
Support and Treatment Team. It also has a Navigations
Team, so a team that's called the Navigations Team that
incorporates the functions of intake, primary mental health
consultations and short-term care and transitions.
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Q.
Can I get you to elaborate a little bit on the
Navigations Service so we can understand what it does and
what its parts are, perhaps starting with its intake role?
A.
So, just to perhaps put it in some context. There has
been an increase in funding over the last two
financial years, and in response to that we undertook a
service planning activity.
One of the results, one of the outcomes of that
service planning was that a decision was made to set up
what was called the Navigations Team, and the Navigations
Team would include intake, primary mental health
consultations and short-term treatment and transitions.
The transitions component really was a recognition of
the fact that we had a significant number of patients who
were sitting on case lists that could be managed in the
primary care setting, but really needed a fair bit of
support in order to make that transition, and it was a
process that would take 6 to 12 months and we felt that we
needed additional focus and emphasis upon that task.
Q.
So, what are they transitioning from and to?
A.
They're transitioning from - essentially, what we're
trying to do is set up an arrangement whereby GPs and other
community services can provide sustainable and ongoing care
for people with complex needs that may be not urgent but
are still quite complex, secondary to what are severe
mental illnesses, albeit chronic mental illnesses.
Q.
How does the Transitions Team provide that support and
does it provide it directly to GPs or to the consumers
themselves?
A.
They work with a combination of the consumers and GPs.
So, it might involve something like, for example, going and
helping the consumer make appointments with GPs, perhaps
attending an appointment or two; making sure that
information is passed over, trying to understand what some
of the barriers to continuing care might look like in that
setting and working with the client in order to overcome
some of those barriers. It's a slow process.
Q.
A.

And that service has been in existence since 2018?
Since 2018, yes.

Q.

And that is a service that you've been able to
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introduce because you understood it was needed and you
received funding for it?
A.
Well, we received funding and we decided this was one
of the activities that we would use that funding for. And
I have to emphasise, you know, this idea came out of a
team-based, service-based planning process, so there were
lots of people who contributed to this, including consumers
and carers who were consulted in the planning process.
Q.
As far as you're aware, do similar services exist
across the state?
A.
I'm sure they exist, but you know, I suspect in a
different form. There are many different ways in which
these tasks can be undertaken.
Q.
Returning to your adult community mental health
services, does that part of the service include community
residential mental health services?
A.
Yes.
Q.
Does that include a community care unit and a
prevention and recovery unit, otherwise known as a PARC?
A.
Yes, it does.
Q.
Just to be clear, can you tell the Commissioners what
consumers Alfred Mental Health doesn't serve, leaving to
one side your general primary care service dealing with
young people?
A.
So, I tried to sort of explain in the submission that,
essentially the focus is very much on people with severe
mental illnesses with urgent need and alternatively with
those patients who may have been in that position and they
are at risk of having those needs emerge once again.
And so, the kinds of people that the service does not
routinely look after are those people I think that have
been referred to in conversations about the so-called
missing middle, which I'm happy to talk at some length
about.
I put together - you know, like, in preparing for
today we've been looking at quite a bit of our data and one
of the things that becomes very clear, is that, at the
emergency end we deal with everybody who walks through the
door. So, if somebody rings up triage, if somebody walks
into the emergency department and has a need, that need is
dealt with. The question then is, how is it dealt with and
.08/07/2019 (5)
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for how long?
What you will see is that, as you move from the
emergency, into the CAT Team, onto the inpatient unit and
then out into the community, is that the case mix, the
diagnostic mix of people who are in each of these services
will change and you will see that a lot of people whose
diagnoses - in fact, what you will see in the data, and you
will see it in the submission, is that the proportion of
people with schizophrenia will increase as you move through
each of those layers, so that in the community people with
schizophrenia account for around 80 per cent of the case
mix in those settings. But at the front-end, in the
emergency department, it would seem that they account for
around 10 per cent.
Q.
We'll return to this question a bit later, thank you.
We have asked you, in the context of these services that
the Alfred provides, on the basis of your experience there,
whether supply is keeping up with demand.
A.
Yep.
Q.
You've given us a quite sophisticated analysis of all
of the inputs to that in your statement. We won't go
through all of the parts of that, but making the assumption
that supply is acute inpatient care for patients who are
severely ill and at imminent and high risk of harm to
themselves and others, and also includes community-based
services that are able to provide early intervention or
short-term therapies or continuing care for patients with
non-urgent but complex needs: with that assumption, you
have identified that demand is increasing, and can I ask
you to elaborate on what you say about the trends in
demand?
A.
Look, one of the points that I've tried to make is
that, there are very different stories that emerge when you
take a sort of an operational view on the one hand and when
you look at this from the perspective of a patient and a
family. I think both parties would say that supply is not
keeping up with demand, but would have very different ways
of communicating that and understanding that.
I think for families and carers, and for certainly
patients who talk to us and tell us about these things, the
situation is at times quite dire because the experience of
mental illness is one that extends over a long period of
time and the support that we provide for the majority of
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people - the majority of the 5,000 people that come to us
each year is episodic; in fact, it's even briefer than
episodic.
But from our perspective, I suppose from an
operational perspective, the service has been designed and
resourced in order to focus primarily upon people with
urgent, complex and needs with high risks attached to them.
And so, even in that regard I think it would be fair to say
that we are struggling and the analysis that I presented in
the submission was really a focus on that perspective: to
what extent are we able to meet the demand of patients who
have severe problems that are urgent and that are
associated with high risks, and even there we are
struggling.
The evidence for that is that the numbers of people
with mental and behavioural disorders who are presenting to
the emergency department go up by about 5 per cent per
year. Our services are seeing around 15 per cent more
people per year - there's a reason for that disparity which
I'm happy to go into. Our bed numbers are static. The
access to our long-term beds, secure extended care beds,
community care unit beds is static, that hasn't changed in
about 15 to 20 years.
And what we're seeing is that, you know, people are
spending - we've done a lot of work to try and keep the
amount of time that people wait in the emergency department
to a minimum, but even that is beginning to creep up again
now, and we are seeing fewer patients being admitted
directly from the community; in other words, bypassing the
emergency department because there's often not a bed
available when they need it, and we're seeing more people
coming into our service via the medical units which means
that there is this interim step that is taking place in
order to get people into a bed somewhere at some point.
So all of that I think taken together is evidence
that, even when it comes to operationally dealing with
acute demand, we are struggling on a day-to-day basis.
Q.
You mentioned wait times; do you want to elaborate on
what you say about how wait times are performing?
A.
Wait times have been a bit of a focus of the work that
we've done at The Alfred for a bunch of reasons, one of
which is that the Commonwealth introduced national
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emergency access targets back in 2012. That came on the
back of evidence that people who spend a long period of
time in ED tend to do worse if they spend more than a set
amount of time.
It also stemmed from, I think, an experience that we
had working day-to-day in that environment, that people
with mental health problems found the emergency department
setting very challenging and very difficult. And so, the
organisation has resourced a fairly sophisticated redesign
process and also resourced a mental health team within that
setting.
We've seen our performance on 8-hour and 4-hour
targets, which is the amount of time that people spend in
ED before either going into a bed or alternatively being
sent home; that performance has been very good insofar as
it's met state targets, but we've seen that beginning to
deteriorate over the last two or three quarters because,
you know, the numbers keep going up and we are continuing
to struggle because we're not getting any more beds.
Q.
Is lack of capacity in community services contributing
to the pressure on emergency services?
A.
Yes, it does. So, the system is all interconnected,
at least big parts of it are interconnected, and so, you
can trace the difficulties that our clients are
experiencing through from the lack of secure long-term
extended care beds, through to the absence of subacute and
non-acute shorter-term community care, through to community
services, and by that I mean sophisticated community
services that can deliver a range of treatment options, you
know, all the way to the way in which emergency demand is
handled sort of at the front-end in the emergency
department.
Q.
Can I ask you about discharge rates. You've observed
in your statement that the number of discharges per month
remained high. And, acknowledging that each patient's
journey is different and there will be many factors that
influence when and in what circumstances a patient is
discharged, is discharging people as soon as you reasonably
can one way of managing demand pressure?
A.
It's one way, that's right. And I think in my
submission I tried to make the point that, the questions
about when to discharge patients are complex, they require
the input of the patient, the input of the family; they
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require a consideration of what the immediate risks are; a
consideration of what the client's housing situation is; a
consideration of the vulnerabilities that the client is
being exposed to in terms of drug and alcohol use, in terms
of homelessness, in terms of psychological vulnerabilities.
And so, taking all of that into account, yes,
sometimes we find that we're in a situation where we
think - in fact, we arrange with the patient and the family
that the discharge date will be in, say, seven days' time
or five days' time, and we find ourselves with people with
very urgent needs in the emergency departments who need to
be admitted there and then and we may look at ways of
curtailing another individual's admission in order to
accommodate that. That is not an uncommon process.
Q.
What happens in those circumstances, where you feel
the pressure to discharge someone when you otherwise might
have kept them in?
A.
Again, I mean, you know, we would not do that if we
thought that the patient was at imminent risk, and so,
you'll see from the data that I provided that in fact it's
not uncommon at The Alfred that we would admit somebody
with a mental health problem out of the emergency
department into a medical bed, for example, in order to
await their pending a transfer over into psychiatry. It's
important to make that point.
But, you know, I think when you take this from a
family perspective, if you're looking after a loved one
with a serious mental illness and - I'm hoping that's not
my phone.
Q.
Wait for a minute.
A.
But if you're looking after a loved one with a serious
mental illness, there are all sorts of processes that one
has to go through, including making psychological
adjustments, coping with your own grief, having to rally
resources in order to get care into place - that's assuming
there's a family in place.
For others, we look after patients - about
20-25 per cent of our patients come to us of no fixed
address, and so, finding housing is a major challenge for
us. And, in a situation where you've got the - I think it
was the Anglicare rental affordability survey which showed
that, if you're on a Centrelink allowance, if you're on a
.08/07/2019 (5)
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Newstart allowance, there is no single person accommodation
that is affordable to you in the private rental market, so
these are all struggles that we have to deal with in making
some of these decisions.
So, when we do make decisions to discharge people
earlier, it is trying to take all of these issues into
account, and sometimes the outcomes are less than ideal.
Q.
What do you do when you're faced with a person who has
no place to live?
A.
Well, our social workers work really hard. They work
really hard, they ring around homeless shelters, they ring
around crisis housing providers. For many of the crisis
housing providers the way things work is, you've got to
turn up on the day when you're ready to find accommodation,
they will not take advance bookings, and so, this is really
problematic when you're trying to coordinate the clinical
care of somebody with complex needs and their housing
requirements at the same time, and so, yeah, it's a very
difficult, time-consuming and ultimately unrewarding for
everybody - you know, not the least of which is the patient
and anybody who cares about the patient.
Q.

You said in your statement that:
"The decision about when to discharge a
patient can be exceptionally difficult when
it's driven by factors other than the
patient's recovery and the readiness of the
patient and family to return home."

What are you referring to when you say "driven by
other factors"?
A.
Driven by demand pressures, specifically.
Q.
A.

Yes.
Yep.

Q.
Alright. In relation to non-hospital-based services,
what's your opinion in relation to whether the mental
health system is providing the things it was intended to
provide?
A.
If I remember correctly, the way I interpreted that
was in relation to community services. I think that, when
you look at the language of the framework documents in the
1990s and then the way in which in fact services were
.08/07/2019 (5)
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resourced, there is this disparity between the rhetoric and
in fact the reality that emerged out of that process.
And so, I think one of the difficulties we've had
within the public mental health system is this notion that
continuing care should be open to all, to everybody who has
mental health problems, and I think that in reality has not
been the case because the focus has been very much, as I've
sort of suggested in talking about the diagnostic case mix
of the clientele, that the focus was very much on people
with chronic psychotic illnesses requiring ongoing
monitoring and coordination of care.
And so, if you haven't had an illness that has placed
you within that category, and in particular placed you at
risk of having an urgent need that would place you at
higher risk in the future, the system - Victoria's public
mental health system I think has actively sought in many
parts of the state, not everywhere, but in many parts of
the state has actively sought to transfer that
responsibility to the first two levels that were shown on
the video: the primary system and the consulting system,
and that system, I think, isn't particularly well set up in
order to manage all of the needs of the community under
those circumstances.
Q.
And so, you've identified, I think, three groups of
patients who are not being adequately supported. The first
one is patients at risk of or recovering from an episode of
clinical deterioration and hospitalisation who require
intensive community support; in other words, step up, step
down community treatment options.
A.
So that was a comment about the system as a whole and
I think - you know, I've always been a fairly - I've always
been very convinced by the evidence about the effectiveness
of assertive community treatment models and I believe that
they serve a really important function. They're
particularly effective in engaging the hard to engage and
engaging people with very complex psycho-social needs as
well as complex clinical needs as well, and I don't think
that model has been well looked after within Victoria's
mental health system over the past 25 years.
Many services have walked away from that model of
care, it is expensive to run, and the consequence then is
that there are no structural responses to that kind of
complexity. And the notion that clinicians within any one
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team can simply change models of care according to the
needs of the client, I think, is optimistic. I think that
there is obviously flexibility, but I think where you have
groups of patients with such disparate needs I think there
is benefit in having different models of care that are set
up in order to meet those needs.
And so, within the assertive community treatment
framework you need to have more frequent contact, you need
to have exposure to multidisciplinary clinicians,
clinicians from multiple disciplines. You need to be able
to focus on issues like housing, you've got to support
families and you've got to do it in a way that's fairly
intensive and that requires a lot of engagement and
contact.
And so, it's important to have models that are
resourced, and partly what that means is having a lower
caseload so that you can spend more time with patients and
their families in order to achieve those kinds of outcomes.
So I think as a consequence there is a bit of a gap in
our system in that regard. I've been particularly drawn
towards models of intensive, even brief intensive care
models, in order to help cover the period post-discharge
and obviously cover people who are at risk of being
admitted as well.
Not everybody needs ongoing assertive community
treatment, but I think we also need to have the flexibility
to be able to provide it in short amounts, and part of that
will depend upon caseloads. Insofar as the capacity of
clinicians who are doing more general work to make those
adjustments, they need to have caseloads that are a little
bit manageable.
It hasn't been uncommon, just to conclude, it hasn't
been uncommon for case managers in many services to have
caseloads of 30 or 40 clients, and the capacity to shift
from what is very general outpatient-based care into a
model of care that is intensive, provides in-reach into the
home, connects many different parts in order to help people
with complex needs, the capacity to do that is almost
non-existent under those circumstances.
Q.
So, what sort of caseloads would you be needing to
have in order to provide that sort of assertive and
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intensive community-based care?
A.
I mean, it depends. It can be as low as eight to 10.
I think that within a generalist team caseloads between 15
and 20 will allow some degree of flexibility for different
phases of care. So, we've only been able to achieve those
numbers since 2017, since we had a bit of an uplift in
funding since 2017. So, prior to that it was very common
for people to be sitting on caseloads of 25 to 35.
Q.
So when your caseload is significantly reduced, just
to give us an idea, what difference does that make in
relation to the kind of care practitioners are able to
provide?
A.
Well, I think we're still exploring that to be quite
honest with you because it's been such a long time since
we've been able to do that. And when I say it's been a
long time, for many of the clinicians who are in the
system, they've never known a system to provide them with
that kind of time, and so, this touches a little bit upon
the workforce issues: that there is a real need for us to
continue to support the workforce to develop the
competencies and the skills required to deliver specific
evidence-based interventions right across the board.
But, you know, when you've got a caseload of 15, you
might have time to provide some structured psychological
therapies, you'll have time to get to know the individual,
to get to know their story, to get to know their families,
to spend time with them and their families, for example.
You might have time to engage with the client.
You know, many of our clients have had negative
experiences with the system and, you know, mistrust is an
issue that can only be overcome with respect and with
people's problems being taken seriously, and so, these are
all of the things that you can do when you have more time.
Q.
To ask the question from a different perspective: what
sort of pressures occur when caseloads are too high?
A.
Oh, when caseloads are too high, clients get short well, clients get short appointments, they get less
frequent appointments, there's more work that's done on the
telephone. The families may never see a case manager under
those circumstances.
You know, we've had caseloads up to 35-40 at times and
under those circumstances you're really dealing with the
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most clinical of tasks and putting out - essentially
dealing with the emergency. So, when you've got a caseload
of 40 patients, for example, you might have ten, 20
experiencing acute episodes of illness, or at least early
warning signs of that, and that can take up your entire
week. And so, those people who are not acutely ill may not
necessarily hear from their case manager for two, three,
four weeks, or more sometimes.
Our data has told us about all of these phenomena over
the years. We've had small groups of patients receiving
contact for very - you know, very infrequent contact. The
work that needs to be done in order to get people - to
transition people to GPs in the community can't get done
because the urgent work is being dealt with, et cetera.
So, it's very much - we call it firefighting, it's just
dealing with emergencies.
Q.
You've also talked, and you mentioned earlier, about
"the missing middle", and I think what you mean by that is
to refer to patients who have moderate or severe illnesses
whose needs are not urgent in that sense?
A.
Urgent, yes, correct, and whose risks are not, you
know, high.
Q.
I think you have prepared an interesting infographic
that illustrates what you want to say about that.
A.
Yes.
Q.
I'm going to ask for that to be shown, please.
A.
Look, this was just a bit of indulgence on my part
trying to put together the data. You'll find in the
submission the data is presented in a narrative form and I
found it hard to follow at times myself, so I put this up
to try and make it a little clearer; you'll tell me whether
I met that objective.
But really the story that's told here is the story of
how - you know, we see a very varied group of patients in
the emergency situation, but as we move from there into the
community many of those other diagnoses disappear.
You'll see that, say within the crisis team - and I'll
just point you to the red zone which is patients with
schizophrenia - I'm not trying to pick on people with
schizophrenia - I'm simply trying to make the point that
within the emergency space in the CAT Team for example,
.08/07/2019 (5)
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they comprise just over a third of our clients. By the
time you get into the community/adult area, they're
comprising about three-quarters of the clients we treat,
and that's not because they represent three-quarters of
patients in the community with mental health problems, it's
because that's what the system ends up focusing on as
people move through these different filters.
So when we talk about the missing middle, I find that
a sort of interesting concept because I don't think they're
missing; I think we're seeing them, it's just that we're
seeing them during emergencies and then we pass them on to
the primary sector.
So, there's really significant opportunities here for
us to be involved in the care of people with a whole
variety of needs if in fact that's what they wanted, but
don't do so because - partly because we're not resourced
and partly because the model is designed not necessarily to
cater for the needs of clients with those problems.
Q.
In terms of being able to capitalise on those
opportunities, you would say there is an issue of capacity
but also system design?
A.
Correct.
Q.
Can I ask you about PARCs and what specific needs
they -A.
Sorry, before you do that. And at some point I hope
we'll be able to talk about this: that assessment really
comes, I think, from our experience in the child and youth
space, where we tried something a bit different and I think
have slightly different experiences. We can come to that.
Q.
Why don't I ask you about that now.
A.
Within the child and youth space we've had the
opportunity to be involved in the Headspace initiative and
the national initiative, and we are the lead agency for a
Headspace Primary Centre, and we're also the lead agency
for a Regional Youth Early Psychosis Program, and the
consequence is that we've been able to integrate within a
single framework - a Headspace Primary, Youth Early
Psychosis Program, and a state funded Child and Youth
Mental Health Service.
And so, the experience there is that, in having
different platforms with different designs, we've been able
.08/07/2019 (5)
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to engage a much broader range of patients. We receive
around 3,500 referrals a year through the Headspace Primary
Centre, around 700 referrals a year through the youth early
psychosis program, about 1,100 referrals through the Child
and Youth Mental Health Program.
We are able, I think, to create a system of care where
entry, access for a young person, should be fairly easy,
because they literally can walk through the door and make
an appointment to see somebody, albeit at one - you know,
at five centres that are scattered through a very large
region, but it is literally that easy if that's what you
choose to do. Whereas that is not how the public mental
health sector works.
Q.
What benefits do you say that having this integrated
into your system confers in terms of moving people through
this system when their needs change?
A.
Well, I mean, I think it has benefits both in terms of
how the service system operates - it has benefits both in
terms of patient care, but it also has benefits in terms of
system reform as well.
With respect to patient flow, a person can walk into a
Headspace Centre at Elsternwick, present with a mild to
moderate illness, get treatment there. Alternatively, they
may in fact have a serious and complex presentation and the
clinicians there should be able to make a warm referral to
the Child and Youth Mental Health Program and appointments
should be able to be arranged in a very short period of
time. You know, you're not having to re-litigate things
all the time, it does work as a reasonably unified program.
I think what was also very interesting for us was, as
a state funded mental health service, was the opportunity
to really look into a different way of thinking about
mental health service delivery. So, Headspace, I think and I want to mention this really because I think it gives
us some clues as to how we might want to move forward with
respect to Victoria's mental health system.
Headspace paid a lot of attention to the look, the
feel, the branding of the organisation; it was very
interested in ensuring that it created a respectful space
that was welcoming, a product that was desirable.
Now, when I first was exposed to this I really thought
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it was nonsense and it just didn't fit in with the way I
saw the world, but the impact I feel has been completely
different to the impact that one used to have - this was in
the mid-2000s coming into one of our community clinics
which had a big sign at the front saying, you know, "Alfred
Psychiatric Service", and it wasn't quite as welcoming in
appearance and we certainly didn't spend a lot of money on
the appearance of the environment; in fact it was pretty
dowdy, to be quite frank.
And so, the contrast then is a difference between
respect and dignity and, you know, the soft bigotry of low
expectations: not just saying, you know, you just put up
with what you get. And that was just the start.
Then there was the client engagement, the youth
advisory committees, the peer workers, and all of that just
I think helped to drive a very different culture and really
opened up the door to ideas like co-design and
co-production which again, ten years ago, eight years ago,
I wouldn't have understood at all.
So, being able to be involved in that process I think
really had a big impact on the way that we thought about
the service system more broadly within our program.
Q.
Can I just take you back to something you said before.
You referred to the engagement with the Headspace Centre
facilitating a warm referral: what do you mean by a warm
referral?
A.
The difference between a warm and a cold referral is
that, with a warm referral you'll take the initiative to
actually call the service that you're recommending the
patient to go to, and so, you call, you hand over the
information, you might make a decision at that point about
whether in fact the referral's to be accepted. So, rather
than getting the patient to ring up cold and basically
restate what's going on and re-litigate whether in fact
they're eligible for a service or not, that work is done in
the background and at the end of it the client has a
service option.
You know, they don't end up being told by two services
that seem to be your only options, that you're not eligible
for either one, meaning that you end up with nothing, so
that's the idea.
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Q.
And is it connection between parts of the system via
personal relationships that makes that warm referral
possible?
A.
Look, those personal relationships are absolutely - I
was going to say indispensable - they're really important,
they make a big difference to the degree to which these
processes are undertaken or are experienced without too
many barriers, yeah.
Q.
Can I ask you about PARCs and what they're intended to
achieve and whether you think they are achieving their
intended goal on the basis of your experience.
A.
Look, I think that that's a difficult question to
answer because I'm not clear in my mind at times what their
intended goal actually is.
So, I know that they're intended to provide an
option - and so, when I say this I don't mean to say that
we're running a part of our clinical program that we don't
know what to do with. I just think that, when the PARCs
were introduced, not just in Victoria but in other parts of
the country, it was hoped that they would help reduce
demand significantly on acute beds, and I think that the
impact they've had on acute demand has not been as great as
was anticipated initially.
In fact, just in the past year the department has
provided additional funding in order to increase the
clinical input into that program in the hope that it will
in fact - in order to see whether or not it will have this
impact.
I have to say, you know, one of the points that I've
tried to make in my submission is that we do need to - as a
system we do need to be prepared to try things out and see
how they work and learn from those experiences and improve
upon them, so I don't say any of that as a form of
criticism. The PARCs were an interesting idea, are an
interesting idea; they provide genuine alternatives for
some clients.
We've had clients who have told us very clearly that
they would contemplate an admission to a PARC when they
would never contemplate an admission to an acute
psychiatric inpatient unit, so we know that it fulfills a
need. My question is about whether or not we can say with
any confidence that ten beds in the system will release X
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beds in the other system; I don't know that we're in a
position to make those comments with a great deal of
confidence.
Q.
There hasn't been enough time to tell; is that right?
A.
There's been a lot of time. You see, I think the gaps
between some components of the system are so large that you
can put something in to fill those gaps and in fact you'll
only be dealing with a part of the demand and a part of the
need, and so, the fact that PARCs have not necessarily had
a massive impact on demand for acute psychiatric inpatient
beds does not mean they are not required. These are two
different questions.
Q.
Yes.
A.
And so, I think the PARCs serve a really useful
purpose for patients whose needs can be managed within that
kind of open recovery-oriented environment, where in fact
risk to self and others is not the major priority.
You know, acute inpatient beds have been very much
designed currently - at least I speak certainly for the
units that I've worked in - have been designed with risk to
self and others as the primary consideration. And so, both
the physical design and the models of care are orientated
towards those particular needs, and that can be experienced
by many people, as it is by many clinicians, as at times
overly coercive and restrictive. And so, the PARCs offer a
massive alternative which is very valuable, but it doesn't
necessarily then have the impact on the acute system that I
think it was once hoped it would.
Q.
Yes. Can I turn now to ask you about crisis
assessment teams. You've said that they were and are a
very important feature of community-based mental health
services.
A.
Yes, they are for us, yep.
Q.
You've spoken about the barriers that can limit the
effectiveness of the CATs. What are they?
A.
Look, I think, to the extent that the CATs act in
order to provide a short period of intensive care as an
alternative to hospitalisation, I think that there are
features built into the model which do create some
limitations. So, I think this is just something we've been
thinking about, you know, how do we improve this.
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CATs rely upon rosters. Staff are rostered mornings
and evenings, and so, clients will often see different
people in the course of an episode of care and that's not
necessarily conducive to the best possible outcomes, but
it's a compromise you make in order to make sure that
you've got people who are available to you from 7 o'clock
in the morning until 10 o'clock at night.
So that, I think, is a bit of a barrier insofar as
continuity and satisfaction and the sense that you're
engaging is concerned. I think many of our clients still
experience, and tell us, you know, by way of feedback, that
they value that opportunity to be cared for in their own
homes in an intensive way, they value that quite a great
deal.
Q.
You've also mentioned the importance of the Hope
Program which commenced at The Alfred in 2017; is that
right?
A.
Yes.
Q.
A.

You received funding to implement that?
Yep.

Q.
Is that program being trialed or is it permanent?
A.
I think it's - to be honest with you, I can't quite
recall, but I do think it has time-limited funding but,
given that it was extended this financial year, I would say
that the department's pleased with the results that it's
getting so I would anticipate that it will continue but I
can't know that for certain. It's being evaluated at the
moment by a consulting group and I can't quite recall the
details.
Q.
I see. And, because it's currently being evaluated,
are you in a position to say whether you think that program
is going to make a real difference to patients who present
to it, or are you reserving your judgment?
A.
So, I think I can say with some confidence that the
people who have used the service that we've provided, and
who have in turn then provided feedback to us, have been
very satisfied with the service.
I like the idea of it. So, for us, the Hope Team was
an opportunity to do something a bit different. We were
drawn to it because it provided an opportunity for
intensive care, brief intensive care following a suicide
.08/07/2019 (5)

506

386

S P STAFRACE (Ms Nichols)

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

2019 public hearings

attempt and/or suicidal ideation and a presentation to the
emergency department. And we knew from the literature and
from our own experience that, when the majority of those
clients were sent home for follow-up by their GP, that the
follow-up they received was inadequate; that's a fairly
well understood reality.
And so, this was an opportunity to provide intensive
follow-up for a 12-week period for people who are assessed
at the point of discharged from the ED as being of moderate
to low risk.
And so, it's important to make this point, I think,
that moderate to low risk does not mean moderate to low
need, they're two different concepts. And so, we knew that
many of the patients who were being discharged to their GP
with moderate to low risk in fact had high needs, and so,
the Hope Program offered an opportunity to meet that need.
What was interesting about the model at The Alfred and
in different parts of the state, it can involve a
combination of clinical and support workers. This is
something I think that we often find, is that suicide is
often an outcome of multiple factors and multiple forces,
not just clinical factors, but also non-clinical factors:
relationship breakdown, drug and alcohol abuse and
dependence, job loss, you know, grief and bereavement and
so many different things. And so, having this capacity to
provide a combination of both a clinical response and a
non-clinical response has been really effective.
In this particular team, I would say that perhaps the
only limitation is that the volume, the numbers of patients
we've been able to manage has been, you know, it's
relatively low when you look at the population as a whole,
but we do undertake patient reported outcome measures and
so we know, because we collect the data fairly
consistently, that the level of satisfaction with that
particular service is extremely high compared to some of
our others.
Q.
Thank you. We've asked you what you think are the
most critical unmet needs in the system and you have said
there are not enough inpatient beds. Can you elaborate on
that?
A.
Look, this is a very contested issue and, you know, I
can't get away from the fact that I'm a clinician and I
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manage a clinical service, and so, my perspective is biased
in that regard.
But I see a lot of people coming in through the front
door who need acute inpatient beds and we just don't have
enough for them. And I'm also very persuaded by the data you know, there have been various data analyses. You know,
Victoria doesn't provide as many acute beds per 100,000
population as New South Wales, as the country as a whole,
anywhere near the OECD average -Q.
While you're there can I get you to say a little bit
more about that. How do the rates in Victoria compare, for
example, to New South Wales?
A.
Look, I'm pretty sure, if I remember correctly, the
figures are something like 19 - I think it's 19 per 100,000
versus 22 per 100,000, 23 per 100,000. I'd have to refer
to some documents, I don't have that data off the top of my
head.
We do badly both in terms of acute beds and non-acute
beds as well; your sort of secure extended care or your
extended care type beds. We're doing quite well with
respect to subacute beds, like your PARCs and so on, but my
understanding is that both your acute and your non-acute,
Victoria lags behind.
So, I think under those circumstances - you know,
taking that evidence and combining it with what we see on a
day-to-day basis, you can't help but think there has to be
a problem here.
That's not to dismiss, though, the importance of
managing the social determinants of health and ensuring
that you've got robust, sophisticated community mental
health services that have a capacity to deal with a range
of needs, and I think we still don't quite understand sorry, my apologies.
Q.
A.

That is your phone this time.
I've just turned it off, thank you.

We need to bear in mind that there's lots of evidence
that sophisticated services at that level can help prevent
admissions. I think, though, the problem is that we just
don't quite know how many and, you know, it's hard to
quantify one and the other but nevertheless the lack of
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options and opportunities in that space does stand out as a
bit of an issue.
Q.
Yes. Is there a temptation from a systems perspective
when considering how to resource it, to adopt an either/or
mentality; to say, you either need to invest in
community-based services or inpatient beds?
A.
Look, there are problems occurring at a number of
levels, or that have been occurring at a number of levels.
So, at a programmatic level, we are required operationally
to deal with the urgent and high risk problems that present
to us on a day-to-day basis, and so, we have to have our
emergency and acute services able to respond to that.
When it then comes to the community, we stray into
this space that sits between the Commonwealth and the
state, and this is a problem. Within this area there are
problems because, if there's one barrier to the effective
functioning I think of a public mental health system, it is
the state/Commonwealth divide and it is the fact that these
services are resourced in different ways - and not just
resourced in different ways but governed in different ways,
and the governance of Commonwealth funded services is quite
complex. You know, we have a central office in Canberra,
we have local primary health care networks, and then often
we have services that are allocated to non-government
organisations. So, you know, there's many different
players there.
And getting that to connect with what we're doing in
the clinical system can be quite tricky and I don't know
that we've got those levers right, I don't know that we've
got those systems operating as well as they could be
operating, which is partly why I am so drawn towards the
Headspace model because we've had the opportunity to be
operating in both the primary and in the clinical
specialist space and for me it's just worked a lot better
for us and for our clients.
Q.
Is what draws you to that, particularly the
integration between primary and secondary?
A.
What draws me towards it?
Q.
Yes.
A.
What draws me towards it is the experience of being
able to serve larger numbers of patients, being able to get
a much better sense of what the community demand looks
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like, because you're not creating barriers between one
level of complexity and the other, and what draws me
towards it is an ability to provide a much more nuanced and
therefore much more stepped system of care for patients
according to the complexity of their issues and their
needs.
Within our current system, if you get to a particular
point, there's a sense, well, this could be managed in the
primary health sector, but of course there's nobody in the
primary health sector, there's no arbiter of standards in
the primary health sector that says, yeah, we can take that
on. And so, you're always guessing.
There's one public mental health sector in every
catchment: there's hundreds of GPs and psychologists and,
you know, mental health counsellors and so on and so forth,
so how do you knit all that together? It's quite
difficult.
Q.
I want to ask you now about the funding gap. Do you
say there's a meaningful gap between the funding provided
and the costs incurred in running an area mental health
service?
A.
Yes, and of course, you're asking me a question that
the answer to which is changing because funding is changing
and has done over the past two or three years now.
As of the 2019/2020 budget I would say that it
appears - and I hesitate to say this because it's a change
from over 20 years of experience - it appears that our
inpatient services may be breaking even in terms of costing
about, you know, as much as we're spending on them - sorry,
costing as much as we're receiving for them once you take
corporate costs into account.
Where we continue to sort of lag behind, where there
is a mismatch, is in our consultation liaison and emergency
services, like, there's a big gap now. Bearing in mind
that I think one of the consequences of a public mental
health system that has struggled with acute demand has been
that a lot of this work now - you know, a lot of the growth
in demand is being managed by our emergency services, our
consultation liaison services, and so our organisation has
responded by resourcing these services differently, and so,
at the moment the gap between revenue and expenditure is,
you know, of a factor of several million dollars.
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Q.
Yes.
A.
And I would say that the revenue probably accounts for
about half of what we spend in those areas.
The other area where I think we see a bit of a gap is
in aged mental health as well, and that would probably be
the sort of - oh, and a slight gap in child and youth, but
that's a relatively small one.
Q.
So, you spoke about breaking even under the current
budget for 2020?
A.
Yes.
Q.
A.

So over the last five years if you can say?
No, that hasn't been the case.

Q.
What's been the level of the funding shortfall?
A.
With bed-based services - again, these are difficult
questions to answer because we're talking about - you know,
we're talking about current service provision, we're not
talking about ideal.
Q.
Of course.
A.
And I think there could be an argument, for example if
we're talking about our service, that we could use some
additional allied health service staff. We've had
constraints, not just budgetary constraints, we've also had
space constraints, we actually have had no space to have
additional staff because our facility was so crowded, it is
so crowded and so small and so on.
I think it would be reasonable to say that there are
those problems that exist. But given our current spending
we are definitely breaking even at the moment. Over the
past five to 15 years that has not been the case. The
shortfall has been something in the order of 10-20 per cent
and, you know, there was always a sense that we had to
cross-subsidise the inpatient services from community
dollars essentially.
Q.
I was just about to ask you that. So, in that
context, what has been cross-subsidised by what?
A.
Again, difficult questions to answer. When revenue
comes in for a program, there is a budgetary process that
starts of with a top-down budget, where our corporate costs
are taken out and a certain amount of money is made
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available to build the service up from the bottom, and then
you see where the gap is and then you negotiate the gap.
So, within our service the corporate costs have been
quite reasonable, certainly when compared with industry
benchmarks I suppose. But what we found is that our
organisation has - you know, we've built the budget from
the bottom up and our organisation has taken the initiative
to fund additional services that the organisation as a
whole has deemed important to it.
So, Alfred Health has invested quite heavily in its
emergency mental health arm, the specialist team that sits
within the emergency department, and it's invested quite
heavily in the consultation liaison service for a whole
host of reasons.
Of the 80,000 people who were admitted to the Alfred
over the last financial year, about 10 per cent would have
a mental health diagnosis that was listed on their
discharge summaries; that doesn't necessarily reflect who
was suffering from a mental illness but simply where it's
been noted. We would see about a quarter of those people
through the CL service, so there is a need and there are
demands there that drive the organisation to make these
choices.
Q.
Yes, indeed. We've asked you the question whether in
your experience clinical mental health services are
crisis-driven, and you've said in your statement that
that's undoubtedly the case. To summarise, what in your
view are the hallmarks of the crisis-driven services?
A.
I suppose the key hallmark is an attitude that says,
if you no longer have an urgent need and you are no longer
presenting with a high risk of harm to self or others, and
you are not likely to be at high risk of experiencing a
relapse of illness that will put you in that position
again, that we'll seek to transfer your care into the
primary sector. And that doesn't necessarily reflect the
complexity of the case, of the client's needs, the family's
needs.
For example, I meet with families and carers in our
region from time to time, and I was told a story of a young
man with a severe mental illness that was stable for all
intents and purposes, insofar as he had not had a hospital
admission in about two years, but was essentially spending
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most of his time in his room, isolated from the community,
and from time to time he would go out and use drugs and
have a period where he would be missing for about three or
four days and then return home and then spend the rest of
the fortnight in his room doing very little.
And his mum was telling me, you know, "What am I
supposed to do here?" It was a very - you know, these are
absolutely reasonable questions: you know, where does
somebody like that fit in the system?
Now, I can give you a sort of an operational answer,
but it's not one that necessarily touches upon the burden
that that family is experiencing and the need that that
person has. There's all sorts of complexities: how
motivated is that person? Does he want us to be involved?
Does he have a right to tell us not to be involved? All of
that is in the background there because, you know, need is
not the only driver in this system. Human rights are also
a driver and personal choice and autonomy. But, you know,
where does somebody like that get care in the system?
And our system does not focus necessarily - sorry:
clinical services do not focus necessarily on that kind of
a problem and there's an argument about, therefore, if not
the clinical sector, who and how effectively and how well
is that undertaken and how successfully can that be
undertaken?
Q.
So, are you suggesting that, if the system is
crisis-driven, it doesn't really have time to ask itself
how might it respond to someone in that sort of a
situation?
A.
I think one of the great things about this Royal
Commission has been that it has generated lots of
conversations about, you know, what should we be doing
differently and how should we be doing it. The clinical
system is not the only player in this space, and that's why
a Royal Commission I think is so important, because we all
need to understand how all of the different components of
the system can operate collectively in order to make that
person's - you know, the mum I was talking to, to make her
life better and to improve the lot of the son who she was
looking after.
Q.
You've made some observations about workforce and the
difficulties finding a suitable workforce with the right
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competencies. What do you want to say about that?
A.
I guess again, because our system - because we're
asking ourselves these questions: you know, what does
"good" look like? How do we know that we are providing a
system that is fit for purpose, that is fit to meet the
needs of the people that we're looking after? I think one
of the conclusions that we come to is, of course, we need
to be delivering evidence-based interventions and so what
do they look like? And when you start to tease them out
and you start to try and work out, okay, who has been
trained to deliver these evidence-based interventions, the
answers are not always clear.
So, if we're talking about, for example, cognitive
remediation therapy or cognitive behavioural therapy, or if
we're talking about family-based treatment for eating
disorders for example, who's been trained to do this and
where does that training occur?
So, the training is not occurring, as far as I can
tell, in the universities, you know, in large enough - at a
large enough scale for us to be able to confidently say the
graduates will present with these competencies and these
skills. So, it then falls upon the system, such as it is,
to provide that training and I don't know that we have a
consistent approach to this particular task.
Q.
Can I also ask you about the role that falling
investment infrastructure has played in getting the system
to where it is now?
A.
Well, we had the opportunity to spend some time
reflecting over the last two or three years for a whole
host of reasons, and one of the conclusions we came to very
early on was that we were providing an inpatient unit, for
example, that we thought was from a physical design
perspective, you know, not fit for the purposes that we
wanted it to be used for, for example.
Since that time we've been fortunate in getting some
substantial funding for renovations, and we've been able to
lift the appearance, but I would argue that we need to be
putting in more effort. You know, I say this with some
hesitation because I know that there are new inpatient
units that have been built over the last decade that
clearly are much more appropriate for the purpose for which
they're being built.
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But I think we need to be thinking much more carefully
about how we design our physical spaces for inpatient care,
for subacute care, for community care. Because not only do
we want - somebody else has said this: that you can set up
services, and you can set up health care systems in
order to avoid harm, or you can set them up in order to
promote health, and sometimes promoting health actually is
the thing that works the best for minimising harm, and I
don't know that we've had that ethic sort of firmly
embedded in the way that we've thought about the design of
infrastructure and the maintenance of infrastructure.
And so, when you walk into a ward where water is
leaking through the roof, where you're sharing a bedroom
with a second person who makes you feel scared, where
you're having to endure having somebody stand over you in
the middle of the night, these are not - this is not good,
this is not a place where you would think that healing
takes place, where recovery takes place. And we see this
as clinicians and we despair about this stuff.
I can tell you that the clinicians who are working at
the coalface work really hard to manage these realities.
It could be so much easier if we just got it right the
first time, you know, and if we were able to improve and
respond to problems much more quickly than is currently the
case.
I think one of the weaknesses of our system is that we
set up an architecture - and I mean a system architecture,
but you can also argue a physical architecture - and we
don't seem to have then the capacity to respond quickly to
the lessons we learn in order to continue to improve the
care that we're providing. We sit there and we wait and we
just hope for something - somebody else will make this
decision. This cannot be the way for the future, we need
to be able to respond in a much more agile and nimble way.
Q.
Yes. You've written a piece that we're most
interested in which includes this statement:
"Strictly speaking, the mental health
system isn't broken, it was just built this
way and is producing the results it was
designed for."
Can you say a little bit about that?
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A.
It's unfortunate that you showed that video before we
started which made the opposite sort of claim.
The point I was trying to make there was that, to
describe the system as broken is to suggest that it was
once fixed, and it also implies to me this notion that
something has happened, something out there has happened
that has blown it off course. I think we all need to take
responsibility for it, and I mean "we" in the very broadest
sense possible.
The system is doing exactly what it was designed to
do, it's doing exactly what it was resourced to do, it's
doing exactly what it was given permission to do. Every
single time a decision was made to take funding out without
thinking about or indeed monitoring the impact on patients
and families, every time the new element was introduced
into the state/Commonwealth split with no consideration
about how it would actually link in, this is what we've
got. What we have is the result of all these small
decisions that we've made along the way at a policy level,
at a funding level, at an operational level, at a clinical
level; we've all had a part to play in this.
Again, it's why I think the Royal Commission is a
really important exercise because I think it's a way that
we all sit down together and we all think, you know, where
are we and do we really want to be here and how do we make
this better than it's been before, because it's so uncommon
to have all these elements in the room and, you know,
conversing with one another and actually trying to work
through things collectively.
Q.
I've just got a couple more questions for you because
we are running short of time. We could ask you many, many
more questions. One is about data, and you've said this
that you:
"... believe that the DHHS must provide
epidemiological surveillance of psychiatric
morbidity in the community, including
suicide, and better reporting on service
performance with a particular emphasis on
the development of metrics for community
practices in all aged groups."
Why do you put it that way in relation to surveillance
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data?
A.
Well, look, because I still have a view that the
clinical service - I still have a view that there needs to
be a public health approach to the problems of mental
illness and, you know, mental disorders, mental health
problems, et cetera.
I was always very drawn to the notion of catchments
because I thought that they would actually provide us with
an opportunity to provide some of that population-based
activities, or that population-based planning for mental
health problems in our community. And I have to say I
would include addiction within that; I think it's really
important for us not to - one of the things that we try to
do in our submission for Alfred Health is really to make
that claim, that you really need to look at these two areas
together.
I think I mentioned at some point somewhere that, you
know, at The Alfred we were looking to reposition our
program and introduce addiction services into our program.
I spoke to an addiction physician up in New South Wales and
he said to me, "No, I don't think it's going to work very
well", and I said, "Why not?" He said, "There's a big
cultural difference between addiction services and mental
health services." He said to me, "As far as I can tell,
addiction services, we're far more public health-orientated
than mental health services are. As far as I can tell,
mental health services, you've just got a few beds, you
look after them and that's all you're really concerned
about. You don't really think about the needs of the
population with respect to mental health."
And, I think he was right, and I think that we need to
be able to have the tools to be agents of change with
respect to responses to the mental health needs of our
communities. If we are to meaningfully have catchment area
responsibilities, we need to be able to have the
information in order to respond to what's going on out
there in the community, as well as a whole bunch of other
sort of elements and resources.
The department, of course, has a capacity, I believe I'd like to think anyway - that either the Commonwealth or
the state departments have a capacity to collaborate in
order to produce some of the surveillance data in order to
help drive some of these responses locally, and I think
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it's a really missed opportunity.
I don't know for example, within the inner south-east
of Melbourne if there's a spike in suicides. I just don't
get that information. Unless those suicides involve
patients that are registered at The Alfred, I wouldn't know
about it. Now, I would have thought that as a public
mental health sector that it would be a useful thing to
know about and a useful thing to collaborate with other
agencies and other thought leaders within the area in
order to find a solution if that was in fact a problem.
That's really what I'm getting at: are we just a clinical
service or are we going to be something more than that?
Q.
We've asked you, how do you think this Royal
Commission can make more than incremental change and the
first thing you said was that:
"Victoria should set an ambitious target of
ensuring that its coverage of the
population increases from 1 per cent to
3 per cent."
A.
Yes. I mean, I think that's just a simple way, I
think, of creating a bit of an uplift. So, we engaged in
thinking about this possibility at The Alfred, and it just
opens up the door in terms of a different way of thinking
about the kind of service that you are delivering, about
the priorities that you will set for yourself, about the
models of care that you provide.
Because when you move from 1 to 3 per cent you're
seeing people with a whole bunch of different kinds of
problems, and you might be providing more continuing care
for people whose needs are less than urgent and less than
sort of high risk to self and others, and you start to open
up the possibility to models of care that involve therapy
and that involve interventions that make a difference to
people's functioning and their relationships and so on.
So, I think that's just a really interesting way to perhaps
lift the bar.
Q.
A.

Unfortunately, we are getting short of time.
That's all right.

MS NICHOLS:
questions?
.08/07/2019 (5)
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CHAIR:
Q.
Yes, I do, I have a number. The first one:
I'm pleased that you dealt with the fact that your title
actually is as Program Director of Alfred Mental and
Addiction Health.
A.
Yes.
Q.
And that emphasis on addictions. I was noting in the
data you provided, I think you said that patients in whom
substance abuse disorders represent a primary or secondary
diagnosis occupy at least 47 per cent of bed days on an
inpatient unit. And you gave some data also about the
number of people with a similar condition who are involved
with your CAT Team response.
A.
Yes.
Q.
What's the implication of that, because it seems very
much like your argument that you've just put, you can't
really separate the mental health and addiction issues.
A.
So, in the primary space I think these are different one could make an argument for there being different needs.
The problem that we're dealing with in the clinical
services is that we get patients with undifferentiated
problems. You know, by virtue of the fact that they are
complex, they will have lots of things going on in their
lives.
It's about as sensible at a tertiary hospital level to
separate addiction from mental health as it would be to
separate housing from mental health. I mean, you know, how
could you possibly function that way and how could a
patient properly get any benefit from being told you've got
to go over here for this problem and over there for that
problem?
So I think we need to be a bit more generalist in our
approach. We need to be able to say, listen, you come to
the one place, we'll organise the services around you, and
when you look at the data you'll understand why for us it
was such an imperative to start thinking this way, even
though we don't have any dedicated funding for it, but we
sort of make budgetary decisions in order to deal with the
demand that we're seeing on a day-to-day basis.
The implications are that we have a lot of work to do
with respect to our models of care. Whilst we aspire to
being a mental and addiction health service, I think we
.08/07/2019 (5)
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have a lot of work to do to ensure that the people that
come to us with severe mental illnesses and serious
substance use disorders are getting as much evidence-based
attention for the one as they do for the other. Of course,
we've got a particular challenge because so many of the
treatments for substance use disorders rely upon people who
are motivated and engaged, and so, we have a unique
challenge in trying to help people who may not necessarily
be motivated to deal with their substance use disorder, but
I think it's a challenge that, as a system, we need to be
prepared to take up and we will learn as we go along about
the best way to do it.
Q.
One other issue, and then I know Professor Fels wants
to ask a question. I think you also highlighted in your
submission about that tension where people who present to
an ED department do not meet the criteria for an urgent
response, and I think it's said therefore a referral is
made.
We've heard many times from particularly consumers and
family members about their distress attending to an ED
where they feel they're in need of urgent care and
attention. Having that explained to them, that they don't
meet the criteria, who does that explaining and how is that
done, and how confident are we that they actually do get a
referral on to other alternate forms of support?
A.
Well, the people who do the explaining are the
clinicians, and these are difficult conversations to have
at the best of times. I think we like to think that people
are being offered with a pathway forward irrespective of
how they present.
But, of course, you know, the reality is that
inevitably you've been sitting on the problem for a period
of time, it's been a massive effort to get - to seeking
help in the first place, the last thing you want to be told
is, now, why don't you take a ticket basically and go off
and start again, and so, this is inevitably going to be
enormously frustrating, disappointing and devastating I
think for some people as well.
You asked the question about, how do we know that
people are following up with what's being recommended -Q.
A.

Or being actually recommended a pathway forward.
Yeah, yeah. So, we know from a lot of the work that's
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been done on people who present to EDs following suicide
attempts that in fact a lot of the advice is not followed
up, and people become - you know, for whatever reason: they
either feel better and therefore the problem's not as
urgent as it used to be and therefore the motivation to do
something about it has diminished, or they've been
demoralised by the experience and have just given up.
There's been a really interesting experience I think
that we've had through our Hope Team. So, the Hope Team
provides care for 12 weeks, it's pretty strict about that
because we want to make sure that everybody gets a go, sort
of thing. Part of the job of the Hope Team is to connect
people, is to do that warm referral. So, people come
along, they've had a suicide attempt, they may be
presenting because of suicidal ideation or following a
suicide attempt, the Hope Team picks them up and for the
next 12 weeks somebody's following them through, regular
phone contact, visits at home, et cetera.
Part of their job is to connect them to community
supports: psychologists, psychiatrists, GPs, but make sure
they've had that first appointment, they've gone back
again, that the needs that are still present are being met
appropriately from a clinical perspective.
It takes around six weeks for most patients to make
that first contact with support, so one can only imagine
what happens in the alternative circumstance which is of no
support and where we're not actually monitoring the
outcome.
I can only assume that, for many people, that is a
task that is not undertaken, you know, to the conclusion
that we assume is going to be the case at the point where
they leave the emergency department.
Q.
Thank you. The last point from me was in relation to,
you talk about how along the continuum the pressure on
balancing demand considerations relative to the state of an
individual's capacity, and health and wellbeing, and talked
about the fact that sometimes there is a tension and people
might be discharged before you might clinically think it's
the preferred outcome for them.
What implication does that have for re-admission
rates?
.08/07/2019 (5)
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A.
Well, look, it's a question that's very difficult to
answer, and I'll tell you why. Our length of stay has
dropped from around the high teens to the mid-teens. I
think it was around 18 days, it's sitting at 14 or 15 days
in the past two or three years. That's our average, not
our trend. There is a difference, but it doesn't matter.
And our re-admission rate has sat around 11-12 per cent the
whole time, so it's had no impact.
I think I'm fairly confident in saying that the
research would indicate that there are many, many factors
that impact on re-admission rate, so we would not
necessarily expect a linear association between one and the
other.
We do actually have - you know, I think it's really
important for people who are listening to this to
understand that when we discharge somebody a little
earlier, we're not abandoning them, there are community
services.
There is an argument that is quite legitimate as to
whether or not those services are equally useful, and
certainly I think from a clinician's perspective part of
the reason why we keep people in hospital is because they
have access to a multidisciplinary team that can provide
lots of inputs in a relatively short period of time, and
knows multidisciplinary inputs may not be as available in
the community, so this is one of the gaps in the system, is
really recreating a multidisciplinary team that can provide
intensive input at that post-discharge phase or during that
post-discharge phase.
Because I think, if we had something like that and we
could potentially - we're exploring actively ways of
accessing that now that our caseloads are coming down, but
if we had access to that more reliably, then we could
perhaps provide an alternative to hospitalisation that
would provide something that was roughly equivalent in
terms of the inputs.
And so, I think there are ways of managing this quite
effectively, but we need to try out a few different things.
I don't think that the one immediately leads to higher
re-admission rates automatically.
CHAIR:

Thank you.
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COMMISSIONER FELS:
Q.
Thank you for your excellent
witness statement and evidence. I just wanted,
notwithstanding the time, if you could give us a short
minute or so on what you said about the power situation and
what you're getting at in terms of its implications for
practice.
A.
The new power reference?
Q.
Yeah.
A.
Okay, so I'm not an expert in this area, this is not
my idea, I was simply drawing attention to, I think, an
interesting construct.
I think mental health services, like the rest of
health, has been challenged by the notion that it's
important for us to bring consumers and families into the
leadership mix, and consumers and carers, families, need to
be more present within the leadership of clinical services
but also more engaged with and involved in the design, and
possibly in the production, the delivery of services as
well.
I think from a clinical perspective, clinical services
are highly technical organisations that are very
hierarchical. We've had a lot of difficulty trying to
understand how do we make this work? There are a number of
models, I suppose, that have tried to, I think, to address
these challenges of increasing participation right across
society. So, health care is not the only sector that is
grappling with these issues, I think.
So, new power was an interesting concept because it
seemed to describe very accurately situations that I found
very familiar. You know, the description of old power,
which is in my statement, is of, you know, a form of power
that derives from hierarchical organisations, that are very
authoritative, where power is like a currency that is given
out and that is held by the sort of, I suppose, the
technical experts in this particular situation.
Whereas new power, the kind of power that we see sort
of very much on display in social movements and which are
becoming much more frequent and much more visible nowadays
is more like a currency, it goes from the ground up, it is
much more widely dispersed and so on and so forth. I mean,
I put the definitions sort of in my statement.
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I think what's interesting about that really is a
recognition that health services represent old power, and I
think mental health services are particularly challenged by
this; because, not only do we come from a clinical
framework that is hierarchical - and I think, you know, I
have to say, hierarchies have their uses and I'm happy to
expand on that further - but I think we have a statutory
hierarchy as well.
So, we have a clinical hierarchy, we have a statutory
hierarchy that is as a result of the Mental Health Act, and
then we have paradoxically, compared to the other parts of
the health system, quite a number of the patients who we
treat - certainly in the hospital setting - a third to a
half - don't actually want the service we're providing.
This is very different to the rest of the sector, where in
fact managing demand is part of the challenge. For us it's
actually trying to drive the demand at certain points.
And so, I think it's really interesting then to sort
of take that perspective and say, okay, so how do we open
ourselves up to a more bottom-up approach and it does
involve letting go of some of the privileges and some of
the control that sits with old power, but it also involves
risks as well. I think I would hesitate to say this is an
either/or situation.
I've worked in circumstances where the hierarchies
were replaced by very flat structures and I've seen the
problems arise when people fail to take responsibility, and
when people fail to provide oversight and supervision. I
think clinical services and their hierarchies can be very,
very powerfully useful.
Where they are not particularly effective is in
managing change, in coping with shifts in what is required
by communities, and I think trying to find some way of
combining the rigor of the clinical hierarchical system and
the creativity of a new power approach, of an approach that
actually increases participation, I think that is where the
goal is, somewhere in that space
COMMISSIONER FELS:

COMMISSIONER COCKRAM:
Q.
Associate Professor Stafrace,
you mentioned in your evidence about the complexity of the
.08/07/2019 (5)
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number of service providers and Commonwealth/state funding
systems in the community space, if I can describe it that
way.
In your opinion, what do you see as the opportunities
for leadership and, I guess, maybe hierarchy governance in
the adult hub model that you've proposed?
A.
I'm not sure I understand that question fully.
Q.
A.

Okay, I'll go again if I need to.
Yeah, see if you can.

Q.
In your statement you describe one of the things that
you would be interested in the Commission pursuing is adult
hub community spaces.
A.
Yes, built on the foundations of existing services but
expanded, yes, absolutely.
Q.
So, how do you see, in the complex world you've
described, leadership, governance and those aspects being
brought to bear?
A.
Yeah, very good question, very good question. I don't
have the answers and I think that's part of the challenge,
is that, to be open to the fact that in fact the answers
are to be explored and to be tested out.
I think that - so what I was trying to talk about
there was, and what we're trying to build at The Alfred is
really putting together a community mental health service
that has co-located addiction, a physical health capacity,
and psycho-social services, and it's difficult, it's
complicated, and part of the difficulty is setting
expectations that you can't meet and failing to deliver on
what people need but I think it's worth sort of pursuing.
But the way in which these hubs could really work well
I think is if in fact they involve a co-location of
services. So, not only would you have then a service
designed that would engage consumers and carers within the
leadership and within the co-design, but you would have
people with different - organisations with slightly
different perspectives that would share space.
You know, like one approach to this would be something
like a Headspace model, but you know, on steroids, it would
be quite different. I mean, Headspace at the end of the
day is a small primary care centre, mental health centre
.08/07/2019 (5)
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that has limitations in terms of the resources that are
brought to bear.
But there is an opportunity I think, for example to
collocate, say, community health and community mental
health and potentially an employment provider and include
addiction services and primary care within that space, and
to actually run specific programs together.
And so, how that governance would work: there are a
number of approaches to that. It could be some kind of
advisory body, it could be a joint sort of management
structure, it could be a consortium, but I think one would
have to sort of think through the implications of all of
those options carefully.
COMMISSIONER COCKRAM:
MS NICHOLS:
please.
CHAIR:

May Associate Professor Stafrace be excused,

Yes, thank you.

<THE WITNESS WITHDREW
MS NICHOLS:
The next witness is Associate Professor Vine.
Chair, do you wish to continue with the evidence or to have
a short break?
CHAIR:

I think we'll have a short break.

SHORT ADJOURNMENT
MS BATTEN: Commissioners, the next witness is Dr Ruth
Vine. I call Dr Vine.
<RUTH GERALDINE VINE, sworn and examined:

[11.58am]

MS BATTEN:
Q.
Dr Vine, have you, with the assistance of
lawyers, prepared a statement for this Royal Commission?
A.
I have.
Q.
I tender that statement. [WIT.0002.0002.0001]
Dr Vine, would you please briefly outline your relevant
background and experience?
A.
Certainly. I'm a consultant psychiatrist by training.
My career has spanned, I guess, three major areas: I was a
.08/07/2019 (5)
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consultant psychiatrist in forensic psychiatry for about a
decade. I worked with the Department of Human Services,
then the Department of Health, then the Department of
Health and Human Services for about 13 years in roles as
the Deputy Chief Psychiatrist, Director of Mental Health
and Chief Psychiatrist. And most recently I've been the
Executive Director of NorthWestern Mental Health which is a
large mental health program auspiced by Melbourne Health.
Q.
In summary, is it fair to say that you've been
involved in clinical, bureaucratic and administrative
aspects of the mental health system?
A.
Yes.
Q.
In your statement you've stated that in your role as
Executive Director of NorthWestern, you attended Melbourne
Health's board meetings which increased the visibility of
NorthWestern to the board. Can you explain what you meant
by that, please?
A.
Yes. NorthWestern Mental Health is different from
many other mental health services by reason of its size and
geographic coverage. It covers a large chunk of north and
western Metropolitan Melbourne.
That means that it's also a significant part of
Melbourne Health's funding and clinical responsibilities
and I think, by being on the board, that the size of the
program and the importance of the recognition of the
program was enhanced.
I think also by and large health services in Victoria
are hospital-focused and mental health is very much a
mixture of both bed-based and community-based services, so
I think again by having my presence on the board and
hopefully my contribution to board discussions, that
significance of the community aspect of management, the
significance of the risk that is managed by mental health
programs including risks of access, risks of critical
incidents and outcomes such as of course tragically
suicide, and some of the pressures that the system were
under were more front of mind for the board than they might
otherwise have been.
Q.
Thank you. I would like to ask you some questions
about NorthWestern, and I understand that you've prepared
some slides to help you illustrate NorthWestern. So, may
we have the first slide, please, which is "NWMH at a
.08/07/2019 (5)
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glance". [WIT.0002.0002.1000] There are a number of
slides, but starting with this one, can you please explain
what NorthWestern is and the services that it provides.
A.
As the Commission would be aware, Victoria has an age
based/area based mental health system. NorthWestern Mental
Health grew out of a previous phase of Victoria's
development when there were health networks and it actually
includes four adult mental health services, as well as a
very large youth mental health service run through Orygen
and a large aged mental health service. That means that we
have a very large population base, one that is also rapidly
growing, we cover a number of growth corridors. It says
there 1.3 million - and counting, I sort of lose track of
whether it's 1.3, 1.4, 1.5, because it really does grow so
fast.
It's a big program, it has a budget that, as you've
seen there, of $210 million. It's probably a bit more
this year. It has many staff members, where probably about
85 per cent of the funding that goes to the operational
part of the service goes to pay for staff, and it's
multi-site and across some very complex communities. So,
many, many different languages are spoken across our
different areas, and perhaps because of those growth
corridors we do have areas of considerable socio-economic
disadvantage and areas with comorbidities with substance
use or with homelessness are very high. We cover the
central business district so homelessness is a big issue
there, as are new populations of, for instance,
international students.
But NorthWestern Mental Health also has a very strong
research focus, we have several research centres and cover
research across from the neurobiological aspect right
through to psycho-social and multidisciplinary as well.
Q.
We have two slides that help illustrate the catchment
areas. The first one is "NorthWestern's catchment areas
and sites." [WIT.0002.0002.1001]
A.
Yes.
Q.
So, just speaking to this, can you explain the area
that you cover and then the next slide deals with the
population growth which we'll come to when you raise
population growth.
A.
Alright. Look, I almost can make no apology for the
complexity of NorthWestern Mental Health, our coverage is
.08/07/2019 (5)
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historical.
You can see from that slide that we cover the northern
area, the northwest, midwest. Southwest, we don't actually
provide the adult services for but we do provide the aged
and the youth services for. And northern, we do provide
the aged services for but we don't provide the youth
services which are provided by the Austin. So, that just
demonstrates some of the complexity.
You can see from that, the little dots are where the
actual buildings and health services are, and of course, as
the population expands and rolls out across the western
plains and the northern plains, the accessibility of the
actual buildings becomes more and more challenging, as does
our ability to provide outreach, because the geographic
distances become greater.
Q.
Can we go, please, to the next slide that is titled,
"NorthWestern has four of the largest and fastest growth
corridors in Metropolitan Melbourne." [WIT.0002.0002.1002]
You mentioned growth corridors before, but can you
elaborate on the growth that's been experienced in the
NorthWestern region?
A.
Yes, I think people are aware that Melbourne's
population is growing rapidly and there are particular
corridors of growth, one of those is down the South East.
But NorthWestern has got, if you like, more than its
share, because the growth out towards Melton and Rockbank
is, I think, up there at number one or two, as is the
growth out through the northern corridor which is the South
Morang/Whittlesea corridor, and then North West is the
Craigieburn and Hume corridor.
On top of that, the development in the Inner West,
particularly of apartment buildings and student housing, is
also greater, and of course the homelessness population has
increased as well, so it's sort of every area of
NorthWestern is experiencing considerable growth.
Q.
The final slide at this point is, "An overview of
NorthWestern's service model". [WIT.0002.0002.1003] can you
firstly explain over what time period do these figures
relate to?
A.
Yes, this is over a 12-month period. I actually can't
.08/07/2019 (5)
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recall if it was a financial year or a calendar year, but
it was a 12-month period. Effectively what it shows is
that, we have a centralised triage; that triage probably
has about 50,000 - or over 50,000 calls per annum. The
triage, of course, doesn't direct everyone to the emergency
department, this is a sort of a model.
But we cover three emergency departments: the
emergency department at the Sunshine Hospital, at the Royal
Melbourne and at the Northern Hospital at Epping. The
numbers, that's the numbers of occasions of service, it's
probably - that is greater than the numbers of actual
presentations that we see, which is closer to 5,000. But
again, each of those emergency departments has been
experiencing considerable growth year-on-year in the
numbers of people presenting.
Overall, NorthWestern Mental Health then provides
services in a given year to about just under 24,000 people.
The occasions of service is the actual contact, so the
department records both the number of contacts and the
duration of contacts, contacts hours, and that's what that
refers to. You can see that there's considerable turnover
by the number of new registrations in a given year.
We provide across our about 200 acute beds, about
5,000 acute admissions, and in the community just under
half a million occasions of service. The specialist
inpatients there are our eating disorder and
neuropsychiatry admissions, and the subacute and
residential refer to the secure extended care and the
community care units admissions.
Q.
Just to clarify, does NorthWestern record the number
of people who contact triage but who are not provided with
service?
A.
Yes, we do, and so - I can't give you an exact number
of the total incoming and outgoing calls, but it is
considerable. The screening events is when we just look at
the screening register on the client management interface,
the database, as opposed to actually enter someone as a
case managed client.
Q.
We can take those slides down for the moment, please.
I'd like to ask you questions about funding, Dr Vine. Can
you tell us briefly how NorthWestern is funded?
A.
It's a bit hard to be brief on this, but I'll do my
.08/07/2019 (5)
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best.
Q.
Sure.
A.
Mental health is largely input or block funded and
what I mean by that is that, there is a notional bed day
rate and you are funded for 100 per cent occupancy of those
beds and there's a notional effective full-time rate which
is to do with staffing. In reality, of course, that just
becomes a bucket of money.
And so, the money comes in based on those sort of
historical levels, but the Department of Health and Human
Services indexes funding annually, so the index rate is
usually about 1.5 per cent. People would be aware, I
guess, that the actual Consumer Price Index or cost of a
service goes up by much more than that, usually closer to
3 per cent and sometimes more than that if there's been
industrial agreements.
So, the funding is notionally allocated to particular
parts of the service. It's provided up-front, so it's not
an activity-based funding which is a significant proportion
of the acute health budget, it depends on activity as
opposed to just input. And then, when that money comes in,
we build up our budget and the budget is built up based on
the sort of corporate costs that are required, and of
course NorthWestern Mental Health pays corporate costs to
Melbourne Health for its services there, but also to
Northern Health and Western Health for the services we
obtain from them.
Savings are built in because you have to if you're
cost rises greater than your funding rises. You build in
savings or find other ways to reduce spending, and then the
money's allocated out as a forward year to meet the budget
required.
Q.
I have a couple of questions arising from that.
You've referred to the fact that the block funding is
historically based. Can you just elaborate on that?
A.
Yes, and again, bear with me. When the area-based
mental health services were first established, which is
sort of back in the 1990s, there was a thing called the
resource allocation formula. Basically, that took into
account the numbers of beds and the population size and
built into it some, I think a slight increase in funding
for rural regions, a slight increase in funding for places
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that had large ethnic communities, but effectively
allocated it out to the areas.
The trouble of course is that that resource allocation
formula has largely not been revisited, so effectively what
that means is that services whose population has grown more
than others have effectively got less money per capita than
those services where the population growth has been less or
where population's even diminished.
The historical basis, every year it goes up a bit
according to that indexation and CPI, but there hasn't been
a recalibration to say, oh, NorthWestern Mental Health,
your population's risen by 50 per cent compared with, let's
say The Alfred's that hasn't risen by 50 per cent, to
recalibrate that funding.
Q.
You referred to the need to make savings. How has
NorthWestern been making savings?
A.
In a service where 85 per cent of the funding goes on
salaries and wages, it becomes immediately apparent that it
is hard to make savings without reducing staffing or
changing the staffing model.
Certainly over the years I think many services have
tended to, for instance, reduce the roster availability of
their out-of-hours service; that's a way of saving money or
change the staffing profile.
There are low hanging fruit, like trying to make
savings through reduction of fleet cars or not investing in
the same level of infrastructure amenity and things like
that, but often the only way to make savings is actually by
not spending the growth money. So, when a new service is
funded, by delaying the onset of that new service in
order to get some of the money at the beginning to offset
the savings required, there are various means, but it's by
changing service, reducing service or failing to invest in
new services that predominantly you get savings.
Q.
You've also referred to the fact that the
under-funding of inpatient units is cross-subsidised by
community teams. Can you explain how that happens?
A.
Indeed. I think the bed day rate in the current
policy and funding guidelines is in the region of $850 per
bed day. The actual cost of an inpatient unit is not quite
twice that but perhaps nearly twice that.
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And the cost, unfortunately, in inpatient units is
fixed because there are fixed rosters that are agreed on
industrially. There is a requirement for a certain amount
of medical coverage and to have on-call and weekend
coverage, so the costs of an inpatient unit are relatively
fixed and do not bear very much resemblance to the funding.
I noticed that Dr Stafrace said that his was balanced.
I actually can't comprehend how that can be. It may have
to do with the Alfred having a large number of beds and
having some beds funded at a higher rate, I don't know, but
certainly from our perspective over many years we've just we just know that the inpatient unit costs are greater than
the funding and we cross-subsidise accordingly.
Q.
What is the impact of this insufficient funding on the
amount and quality of NorthWestern's services?
A.
Clearly we do our best to deliver a safe and
clinically appropriate service.
So, in an inpatient unit the impact I think is that we
don't have the sort of experienced level of staff or
perhaps the amount of medical coverage that we might
desire.
Certainly, we don't invest, we don't have funds to
invest in improving the amenity at the pace we would like,
and I totally agree with what Dr Stafrace said about the
amenity in inpatient units, but also it just means that we
find savings in the community because that is less fixed,
if you like, by reducing roster availability, by again
reducing the level of medical input.
What it means, I think, is that we reach as many
people as we can, but the quantum of care that we provide
and the sophistication of that care is reduced by just
needing to contain the cost of it.
Q.
I'll return to some of those issues in a moment. I
wanted to ask you some questions about key performance
indicators. You've stated that:
"The key performance indicators are largely
focused on processes with some KPIs easier
to meet than others depending on the
clinical capacity of a particular health
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service."
Can you just explain what you mean by that?
A.
Certainly. So, KPIs, key performance indicators, some
of them are set at a national level, so they're part of the
national agreements; that is things like whether a person
who requires an admission has had a contact with a service
seven days beforehand and seven days after discharge.
That's relatively easy to meet; a contact can mean
almost anything, it doesn't say that the contact was
necessarily intensive or therapeutic or of benefit, it just
says there was a contact.
Compared with that, the National Emergency Access
Targets, which is set at a 4-hour KPI, that 80 per cent of
people who present to an emergency department should, in
effect, have their decisions determined and the issues
underway within four hours. For a service where the
numbers coming are very large, as I've outlined previously,
and the bed capacity is very tight, it's well nigh
impossible for us to meet that KPI.
I think at last count I think for a mental health
patient who required an admission to a bed, our 4-hour meet
was under 20 per cent, so you can see that's quite a gap
between 20 and 80 per cent, and that's because it takes a
long time both to adequately assess a person who's
presenting with a complex mental illness, but also to
obtain necessary collateral history and to find, not just a
bed, but the appropriate bed, and that can take many more
hours than four hours.
Q.
In your view, are the KPIs appropriate measures for
mental health presentations?
A.
I think there's been a lot of work over many years
trying to find the right KPIs that are measurable,
accurate, comparable, and what we've got is sort of what
people have come up with that at least provides some
window.
I think we're still trying to get a better handle on Simon mentioned patient-reported outcome measures, so that
some of the actual measures from individuals and their
families about our performance, I think we're still trying
to find the right ways of measuring that.
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I think we do need more work on measures that give
both a qualitative as well as a quantitative window on
services, so more work to be done I think.
Q.
I'd like you to ask you now some questions about
demand for services which you've touched on a little bit
already but just to explore in more detail. You've stated:
"Over the past decade the population has
increased substantially such that on a per
capita basis our funding, bed stock and
equivalent full-time positions have
declined."
Could you take them one at a time and first explain
how your funding has declined?
A.
So, in absolute terms our funding has increased; it
increases year-on-year. But if the costs have increased at
a greater rate than the funding, then in terms of what you
can actually buy with that funding, that is less.
And so, if you were to look at - and this is what
comes out in the Australian Institute of Health and Welfare
Mental Health Report, the per capita funding for Victoria
is lower than the national average, and for NorthWestern
Mental Health, because of our population growth, it's lower
than the Victorian average, and so that's what I mean by
that.
The beds, is it?
Q.
Yes, the next one is the beds, the bed stock.
A.
Yes, so as Dr Stafrace mentioned, Victoria has fewer
beds than the national average. I actually think The
Alfred is pretty close to the national average or not so
far away. But across NorthWestern Mental Health - this is
talking now about acute beds - varies from a little over
11, which is compared with the 19 which is the sort of
average per 100,000, to maybe, I think our best off area is
Northern which is about 20 per 100,000.
So, again, as the population increases, the bed
capacity has been largely static. So, in the last - most
of our inpatient units were opened in the 1990s, that's
when the big shift from the stand-alone services to the
area-based services happened, and since the 1990s we've had
additional capacity at Northern Hospital at Epping, and
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marginally at both Royal Melbourne and Sunshine Hospitals,
but marginally.
So pretty much you'd have to say that the capacity has
remained static while the population has exploded. So,
beds per capita has gone down. And so, there was funding
and beds, and EFT was the other one, I think?
Q.
Just before you go to EFT. In simple terms does that
mean the basic bed numbers hasn't really changed, there's
just been marginal change since the 1990s?
A.
Yes, so an example there is that the Sunshine unit
opened in I think the mid to late 1990s with 25 beds, it
now has 29 beds, but in that time the population it's
expected to cover has grown. So, the only way you cope
with that, you do two things: you increase the throughput,
that is, the length of stay goes down, so our length of
stay is now ten days or less on average, which again is
different from the Alfred's, and you maintain a higher
occupancy.
So, there is a generally accepted view that, to
maximise the efficient use of beds you need an occupancy of
90 or 85 per cent. If you run an occupancy close to
100 per cent, you can see that, for someone to get in,
someone has to move out and moving out takes time and
planning, and we've already talked this morning about some
of the less than desirable discharge practices, and
certainly some - we absolutely do our best and our social
workers work like fury to get the best results, but there
is no doubt that we are sometimes forced into discharging
into unstable accommodation or even homelessness, which is
a terrible tragedy to the person involved, their family and
very hard for clinicians. So, that's the only way you can
make that static bed number cope with an increasing
population and presentation demand.
I think that that demand has been exacerbated, perhaps
more so in some of our areas than others, by a shifting
substance use pattern particularly with increased use of
methamphetamines which makes for a much more acute and, if
you like, dangerous presentation, so that then into that
hothouse of people that are being moved through too fast,
with too many new or unknown patients comes the added risk
of occupational violence and indeed inter-patient or
inter-consumer violence which is very difficult.
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Q.
I think you've covered the issue of the equivalent
full-time positions declining. Can I ask you about
criteria to access services. How sick do you need to be or
how are you going to get in?
A.
Yes. Well, firstly, you need to be very unwell, and I
do just want to emphasise something that Dr Stafrace
mentioned, that one of the complicating natures of serious
mental illnesses such as schizophrenia or bipolar effective
disorder or schizoaffective disorder, is that for many
people the more unwell they become the less they wish to
engage in a service, which means that people often present
late and they often present through police or ambulance,
and that adds, if you like, to how unwell people are when
they access service.
Partly that is driven just by the nature of the
illness and people delaying their own presentation, but
also just that pressure for throughput means that I think,
in my time as a psychiatrist, people get admitted more
unwell than they used to and they get discharged more
unwell than they used to.
I guess our numbers are not very dissimilar from the
Alfred, in that, inpatient presentations are particularly
people presenting in severe crisis, but largely with people
with psychotic illnesses or with comorbid substance use or
very, very severe effective, that is, depression or
elevated mood sort of presentations.
And the same in the community: again, the large number
of our caseload would be people with those severe psychotic
illnesses that may well have a course where there's
relapses and where the episodic, the pressure for episodic
care is not well aligned with the actual needs of the
presentation and the degree of just how unwell people are
to get into the system.
Q.

You've also referred to the fact that:
"The greater the demand for services, the
higher you have to raise the threshold for
acceptance to our services and this
threshold's much higher than [you] would
currently like."
You've referred to the fact that:
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"This is because the amount of services
that you can provide is capped by the
funding available, creating a form of
rationed service."
Can you clarify for us who do you see and who is it
that you should be seeing?
A.
Yes, I think you outlined this a bit with your video
at the beginning, that the state system is funded to see
those with the most severe illness, that's its stated
policy aim, is that, people who cannot or are unable to
access care in other parts, so we are set up to see people
with the most serious illnesses and who are most unwell.
We also do see people with a whole range of illnesses
who might present either through our triage system or
through our emergency departments, and we would like, I
think, to be able to see people with more moderate
presentations and also I think the other thing that the
state should be seeing is people who present with more
complex presentations: so, for instance, a combination of
substance use and mental illness or a combination of
intellectual disability and mental illness, and quite often
those people, I think, we struggle to provide the sort of
joined up multidisciplinary service, but we probably do it
better than other people but we should be doing it a lot
more.
I think it is absolutely appropriate that people with
mild to moderate illnesses mainly receive their services in
the primary care sector. At times they will also of course
come to an emergency department but probably only need
relatively brief service.
I think it's been talked about, that the state funds
the sort of most severe, and the Commonwealth through
Medicare and some other initiatives, supported private
psychologists and psychiatrists funds sort of mild to
moderate, and both the state and the Commonwealth have
tried to find ways to fund some of the presentations in
between; the Commonwealth through things like the Mental
Health Nurse Incentive Program, or Partners in Recovery,
the Headspace sphere which Simon mentioned.
The state has also tried to do that through increasing
funding to things like primary mental health teams or to
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improve the response to people with more complex needs
through specialised services, but there are people who
would present or who would like to present to the state
funded mental health service who we just don't have
capacity to see.
Q.
And so, where do you send those people?
A.
We try and make referrals to other practitioners, so
to general practice or to private psychiatrists or private
psychologists. We would try and provide people with
appropriate information, but I think, this has been talked
about earlier, that whether those referrals are actually
followed up and whether they are successfully followed up,
we don't know a lot of the time.
Q.
So you don't have any visibility about whether those
people received the treatment that they need?
A.
We don't have that visibility. Of course, if they
come back to us, then we would receive - we'd get their
feedback as to whether it worked or it didn't work and
whether they re-presented, but otherwise, no.
Q.
You've referred to a number of barriers for receiving
appropriate treatment. Are there any others that you want
to raise?
A.
I think that the separation between the Commonwealth
and state funding is a real issue and the different models
of funding, the different market pressures, if you like,
are very important.
The state can geographically fund, but the
Commonwealth is largely a market-based fee for service
system which means practitioners go where they want to go,
and so, the outer - again, our outer metropolitan services
are very under-served by private practitioners and other
practitioners, so that's a barrier to access.
I think that the separation of drug and alcohol
services and mental health services, while it may have had
some benefits for people at the severe end, people
particularly with comorbid mental illness and substance
use, that separation again provides a barrier to access.
There's been a lot of work through the government of a
so-called no wrong door policy, but to actually implement a
no wrong door policy means you need the appropriate
staffing and skill mix, and we haven't developed that, so I
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think that's a barrier to efficient access.
I think the other very important - Victoria's
witnessed as we've read in the papers in recent days, an
enormous growth in the prison population. There tends to
be an increased rate of mental illness in prisoners and
there is a real barrier to access for appropriate,
particularly compulsory care, for prisoners with severe
mental illness who need that level of care. That's very
poor.
Q.

You've said in your statement:
"Until the deficit in inpatient capacity is
addressed, the needs of the community will
be hard to fix."

Can you just explain to the Commission why you hold
that view?
A.
As I've said, as the inpatient capacity has been
reduced, the level of acuity and at times the need for
people to be treated as compulsory patients under the
Mental Health Act has increased.
I think the level at which people currently enter
inpatient care, they are unable to be managed safely in the
community at that level of acuity, they need an inpatient
bed. So, until you could reduce the level of acuity that
inpatient beds are managing, I just think that the level of
acuity in the community won't be able to be managed. It's
not safe and it's almost, I think, beyond the skill set of
the - just in my view, just putting more resources into the
community will not enable the system to function. And it
is a system, it's an interdependent system, both need to be
invested in, but the bed systems at the moment are not
being functional because there's just not enough of them.
So, for people to wait for hours in an emergency
department to access the appropriate bed, that doesn't help
anybody. To give a very difficult example, I met with some
parents not so long ago, they were very distressed because
their daughter had been moved between three different
inpatient facilities in the space of a week. Those
movements had been made necessary in order to free up a bed
to create a space for someone who had a more urgent need in
an emergency department, but that would have delayed that
person's recovery, and certainly negatively impacted that
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person's experience of the system considerably.
So it's just, without more inpatient capacity, I don't
think we will get beyond our current dysfunctional state.
Q.
You've referred to the fact of having an area-based
mental health service is appropriate for people who need
the protection of the Mental Health Act. Can you clarify
who you think an area-based mental health service should be
responsible for?
A.
Yeah, so the rationale I think behind having an
area-based system, which means of course that where you
live geographically determines where you are going to
receive a service - there's a planning rationale - but as I
mentioned earlier, a significant proportion of people with
severe mental illness perceive their problems as being
external to them. So, they don't perceive that their
experiences, their emotions, their thoughts, are part of an
illness; they perceive it as having an external cause, if
you like.
Those people will not engage voluntarily in treatment,
and so, having an area-based responsibility makes it very
clear that it is the service system's responsibility to
promote continuity of care and to ensure that person has
access to care.
I think there is less rationale, if you like, for
people who seek to access care, and maybe you could argue
that that net doesn't need to have an area of
responsibility. The trouble is of course that, to try and
promote a degree of equity of amenity and equity of access,
that's helped by having an area of responsibility.
Otherwise, we might all go to the Alfred and then the poor
person who needs to go to the Alfred will find there's no
room at the inn.
So, it's trying to match health planning with
particular health needs of a particularly vulnerable,
disadvantaged and indeed discriminated against population
of people with very serious mental illness.
Q.
Can I ask you now some questions about the mental
health system more broadly. In your experience how does
the system we have now compare to what was envisaged in the
1990s, and in particular what has been lost?
A.
Yes, so people might be aware that Victoria - back in
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the 1990s there was a Commonwealth and national policy of
moving away from structured stand-alone institutions to
more integrated mainstream mental health services, and
Victoria embraced that policy and in Victoria we'd closed
all of our stand-alone services other than the forensic
service by the mid-to-late 1990s.
In so doing, Victoria developed a range of policy
documents that have been referred to called the Frameworks
Documents. They envisaged that the components of care and
the sort of functional streams of care that would be
provided - I'm not saying they were perfect and nor that
they were complete - but at the time they envisaged that
there would be a capacity for urgent, home-based outreach
24-hours a day, seven days a week, and also longer term
outreach, assertive care, assertive engagement, again seven
days a week, as well as a clinic-based or continuous care,
and there'd also be that available for younger people and
adults and older people.
Over time there have been additions and improvements
made to that. So, through for instance additional services
like mother and baby services or perinatal services or
additional eating disorder services or services for
personality disorders.
So, there have been improvements, but over time, that
funding constraint against the population growth which I've
mentioned just meant that each of those components got a
bit squeezed, so there is now probably not a 24-hour a day,
seven day a week emergency short-term treatment available;
people need to come into the emergency department; or the
capacity to provide that assertive outreach is often more
about medication supervision than around active
rehabilitation and treatment.
So we've sort of moved in some places to, we're still
providing treatment, but the treatment spectrum is more
narrow, perhaps more biologically focused than
psychologically and socially focused in parts. And for
some of our staff, I think we do much more around
monitoring and assessment, risk assessment particularly,
than we do necessarily around therapeutic engagement and
provision of therapies that might increase that person's
coping strategies or increase that person's resilience.
Q.

Are you able to comment on what that means in terms of
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therapeutic outcomes for the person?
A.
Well, firstly, one thing I'd say is that the premature
mortality of people living with severe mental illness,
while the rest of the population has got fantastic - we've
got much, much better, for people with mental illness it
has not and some would even say that it's got worse.
So that, in terms of physical health and physical, the
sort of implications of - this is to do with things like
lifestyle and social engagement, that has not improved for
our patients. For some of our patients - you know, I do
want to clarify we're not talking about everybody here.
I think also, the other thing that patients and their
families describe is, despite desiring to do the opposite,
they describe less continuity of care, they see different
clinicians more often. They describe greater turnover and
churn of the people that they see, and I think that brings
a more negative outcome because people feel like they have
to tell their stories to different people, and much of the
therapeutic engagement is at the core of good psychiatric
practice, that's what's important; and, if you tend to see
a younger workforce that has greater throughput, I think
you get less benefit from that.
I mean, there are many other social factors that have
also influenced outcomes, including of course problems with
housing and homelessness and problems with substance use,
and indeed increased contact with the criminal justice
system. All of those I think contribute to negative
outcomes that are not just about the mental health system,
but regrettably folk with serious mental illness are more
likely to be among people who are homeless or people who
are incarcerated or people who are using illicit
substances.
Q.
I'd like to ask you more questions about how the
system has got to where it is now. I'm going to pull up
another slide that you've prepared. This slide is, "The
state and Commonwealth mental health plans 1992 to 2017."
There are two slides, so this first one is the mental
health plans which outlines the number of plans
[WIT.0002.0002.1004] And then this is also depicted in a
graph format. We might go to the next slide with the same
title. [WIT.0002.0002.1005]
A.
Yes. The beauties of a Gantt chart.
.08/07/2019 (5)

423

R G VINE (Ms Batten)

Transcript produced by Epiq

543

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

Q.
Can you explain the Gantt chart to us, and in
particular you made the comment in your statement that you
feel that:
"We are in a constant state of consultation
and distraction."
A.
Yes. You can see from that, that at both a state and
a Commonwealth level we are great at plans. The
Commonwealth level - or this is the Australian Health
Minister's Advisory Council, AHMAC, have continued to have
a national mental health policy and that national mental
health policy has been underpinned by a succession of
national mental health plans.
It is my perception that, while the first and second
plans were reasonably structured and I think reasonably
implemented, as we've gone through to the third, fourth and
fifth, the plans have sort of broadened in their approach
but lessened in their impact. Some of that's probably
because they haven't had funding tied to the plans, whereas
the first plan and to a lesser extent the second plan had
significant funding attached.
But also at a state level, the long line there is the
Victorian framework which is, I guess, not strictly
speaking a plan as such, but we still have an area-based,
age-based system which was put in place through the
framework, so it's still in play. But on top of that we've
had a succession of state planning documents that often are
linked to a change of government. Perhaps the most obvious
example of that was in 2008/09, because Mental Health
Matters came out as lasting - I think it had a 10-year
framework - the government changed shortly after that and
there was then Victoria's - which I might not have even
squeezed onto that - Victoria's priorities for mental
health reform, 2013-15, and then the government changed
again and then we got the ten-year mental health plan which
went from 2014 to 2024/25.
The difficulty I think is that, each time one of those
processes happens, perhaps quite appropriately, there's a
round of consultations and focus groups, and lots of
effort, and we get a beautiful document, but if the
beautiful document contains promises or assurances over
many, many areas, it's very hard to keep a steady course of
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improvement.
So, my own view on this, which is why the Gantt chart
came about, is that, we've been distracted by plans rather
than by implementation and performance and improved
outcomes. I think - maybe I'm being too sort of
Pollyanna-ish here or hoping for a nirvana that doesn't
exist - for state and Commonwealth to actually reach some
agreement about what they are or are not going to do, and
then work together to do it would, in my way of thinking,
make for improvements that that succession of plans has not
necessarily delivered.
Q.
You've referred in your statement to bipartisan
support; do you mean both at a state level and in between
the state and Commonwealth governments in terms of going
forward for mental health?
A.
I do. Again, when the National Mental Health Policy
was created back in about 1992, that was a policy agreed at
both a state and Commonwealth level, but also back at that
time there was bipartisan agreement about the general
policy, and that general policy was around working towards
mainstreamed and away from those stand-alone services.
To me, mental health - I think others have said that
mental health or mental illness should be above politics.
We've heard quite a lot, I think, about a lack of
infrastructure planning and the VAGO report released
in March this year was very critical about that planning.
That planning can't happen in a single government cycle.
Planning and its implementation takes many more years than
a single cycle. So, to have some bipartisan agreement at
state and Commonwealth and between the major parties seems
to me an imperative if we're going to move forward.
One of perhaps the most difficult moments for me
recently was when we didn't get extra funding for beds at
Sunshine. We'd put in about four business cases in
successive years and you sort of think, wow, when is that
going to be mutually bipartisanly agreed upon to create
that sort of service?
Q.
A separate issue you've raised is the loss of respect
or regard for the expert in public clinical services. Can
you explain what you mean by that?
A.
Yes. Look, I think firstly, working in public
psychiatry does bring its particular challenges, because a
.08/07/2019 (5)
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proportion of those who we provide treatment and care to
don't want us to, so we provide treatment and care to
people who are compulsory patients, so I think that leads
to a degree of difficulty.
I absolutely firmly believe in having peer engagement
and having the input of consumers, patients, carers and
family - very, very important. But I think, in mental
health or psychiatry compared with other health
specialities, there is a greater propensity to criticise
the clinical expert.
Maybe I'm oversensitive on this, but I think rather
than paying attention to the sort of evidence base that
exists around psychiatric treatments for illnesses, I do
think by and large there's a greater criticism of
professionals working in particularly public psychiatry - I
don't think the same is said of private psychiatrists to
the same degree - but I think we have lost some of that
respect or value of the expert.
Q.
On Friday Professor McGorry said that the old model
was that the person in charge of a mental health
organisation also had content expertise and that's
gradually been separated out so that the person in charge
of the budget wasn't necessarily the person with the
content expertise.
Do you have a view on whether the person responsible
for a mental health services budget should have content
expertise?
A.
Well, I'm a little bit biased here because I'm a
psychiatrist and I've also been the Executive Director, so
you could say had ultimate responsibility for the budget,
so I think it's useful to have both. Having said that, you
certainly need great accountants and great finance managers
to help you understand that budget.
I'm not sure that I agree with Professor McGorry
there. I think many of the area managers who are really
the directors of operations, if you like, of area mental
health services do have a clinical background and many of
them have risen up through being a case manager or clinical
manager to a director of services.
I think it would be - I would agree with Professor
McGorry that, to completely separate operational management
.08/07/2019 (5)

546

426

R G VINE (Ms Batten)

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

2019 public hearings

from clinical realities would not be in anyone's best
interests. I personally quite like the partnership model,
where the clinical expert is hand-in-hand with the
operational manager and they both understand the business.
Q.
You raised the issue of your business case for
Sunshine and not getting the funding. Can you tell the
Commission in your experience what are the challenges for
making a successful business case to government for reform
of mental health?
A.
Yes. Firstly, I do think it's a challenge, and just
briefly to touch on the poor old business case for the
Sunshine beds: at one level you'd think that just the
population data would argue that you need more capacity.
The difficulty I think we have in this area is, the
people who don't receive a service who need a service often
are not the most vocal, so we don't necessarily have that
sort of community argument. And, while the adverse
outcomes, like the tragedy of suicide: suicide is a
multi-factorial and overall has a low base rate, so we
don't collect well what our unmet need is. We measure who
comes, we measure some of our throughput, but the unmet
demand is a bit sort of invisible. And so, making a cogent
business case that demonstrates not only that there is an
unmet demand, but that, if you provide it, if you met that
demand - met that need rather, that you'd improve outcomes,
it's just hard to make that argument, but I think that's
the argument that needs to be.
Again, if we were to look at the costs, I think the
Productivity Commission is doing this work now, looking at
the costs to employment and housing and family disruption
and poor early child development and rates of incarceration
and all of the other social outcomes to not providing good
mental health services; you know, I think that argument is
gradually being put together.
But it has been a difficult argument to make for
reform because I think perhaps from the point of view of
government funders it feels like this is an endless sponge
that will just absorb and will never stop saying,
"Next year I want more." But I think if we did reach an
agreement on what is a reasonable level of coverage, as
Dr Stafrace said, sort of 3 per cent; if we were to truly
say, if we did that, what would the outcomes be? I think
we'd find considerable attractive outcomes in a whole range
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of social - social inclusion sort of outcomes.
Q.
You've referred in your statement to there being some
compelling and costly areas to be considered in making that
business case, and areas that are not necessarily mental
health-specific; for example, homelessness, prison
population, community safety. Can you clarify why you say
these areas need to be part of the broader social policy?
A.
Well, firstly, I guess they are very important areas.
They're not health areas as such, so again, it's been a
difficulty I think with some of the national mental health
plans; the national mental health plans are the Health
Minister's plan, but really, you need also need to consider
some of the impacts on other government portfolios, and
you've outlined a number of those.
So I think that's why recognition of the - mental
illness is a bit different from physical illness in its
impact on other, and that is, its impact on other members
of the family, its impact on other aspects of our community
and other aspects of government endeavour across the
whole - particularly the human services portfolios, but
really across a whole range of portfolios.
Q.

You've stated:
"I think it is time to be brave again about
the effectiveness of treatment and the
importance of incremental but steady
investment to pre-empt outright scandal."

A.

Yes, I have.

Q.
Can you please explain what you mean by that?
A.
Well, it's linked a little bit to some of my earlier
comments about valuing the view of experts. One of the
things about psychiatry is, I don't think we've had the
game changers that have occurred in other areas of health,
such as perhaps some of the cancer treatments and some of
the improvements in things like stroke or cardiovascular
disease, but we have made improvements, and I think we need
to be absolutely up-front and out there to say, there are
effective treatments for severe mental illness, there are
effective treatments for things like borderline personality
disorder which has often been thought of as too hard.
We as a profession I think need to be much stronger in
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having more consistency and clarity across the whole range
of services, but to say that it is worthwhile investing
because you do get good outcomes because treatment is
worthwhile. Regrettably sometimes that treatment has to be
compulsory under mental health legislation and with rights
and protections built in around that.
I just feel that sometimes we're backward in coming
forward about the benefits of treatment for psychiatric
illness and how good it can be, if it's done well.
Q.
I have two final questions, Dr Vine. When we asked
you the questions about challenges to successful reform you
referred to activity-based funding in your statement, and
also seemed to suggest that there's yet to be an agreement
on an appropriate activity-based funding model. Is that
right, and can you explain the difficulties in trying to
get an agreement?
A.
Yes, I can. As I mentioned earlier, particularly in
Victoria but other parts of the country as well, there's
been an activity-based funding that is some proportion of
funding that is linked to what you do and how much you do
in acute health for some time.
In Victoria this has sort of been - oh, not in
Victoria. In mental health, finding the appropriate
formula for that has been a bit of a Holy Grail. People
started trying to work out an appropriate coding and
formula for that a couple of decades ago now, and around
the world different models are in place, but they're all
still a bit flawed.
The problem is that, whereas in other parts of health,
diagnosis is much more closely aligned to the cost, if you
like, of providing the care, in mental health diagnosis
alone doesn't really discriminate. What does discriminate
is much more social factors, such as homelessness or legal
status, you know, whether a person - it costs more to
provide treatment to someone under the Act because there's
a whole heap of other tasks that have to be provided to
someone who's being treating under the Mental Health Act so finding the right formula for that and then implementing
it has been an ongoing program.
The Independent Hospital Pricing Authority, IHPA, has
been working on a mental health cost classification now for
some years and is getting closer, and does combine a mix of
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diagnosis, a score on a thing called the Health of the
National Outcome Scale, HONOS, which is a sort of
behavioural tool, as well as some of the other social and
legal parameters that I just mentioned. So, I think it's
coming closer.
The reason I think it's so important, is that, at the
moment for a mental health service to get better outcomes,
they don't actually receive any reward or any particular
recognition. It would be helpful, I think, for government
to think, if I spend this much I will get a different or a
better quality service that will have a different or a
better outcome, and that's very hard to define at the
moment, but I'm optimistic.
Q.
Finally, are there any other matters that you want to
raise in terms of lasting improvement to the mental health
system that you haven't covered already?
A.
Well, I think that stigma and discrimination has been
a focus for this Commission already and I do think that the
amenity in which people receive care absolutely needs
urgent attention. Simon mentioned this as well, that it's
a very different experience coming to a bright, warm, safe,
welcoming environment than it is to coming to a place
that's poorly looked after, poorly maintained, and so, our
ability to invest in infrastructure - and I don't just mean
now new buildings or more buildings - but just to invest in
improvement and amenity has been also very constrained in
recent years and I think that impacts enormously on the
feeling a person has when they come to the service, but
also the morale and wellbeing of staff.
The mental health workforce is probably the most
critical element in whether you have a good or a bad
service and a good or a bad service experience, so you
really want to attract the best, the brightest, the most
committed, the most engaged, and I think that that's
another area: so, workforce and infrastructure would be two
other areas that I'd like to highlight.
MS BATTEN: Thank you, Dr Vine.
questions for Dr Vine?

CHAIR:
Q.
I just have two brief ones. The first one,
Dr Vine, thank you very much for your comprehensive
overview: I was interested in some of the points you were
making when you were talking about the bed capacity, but I
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did notice in your description of NorthWestern you
introduced something I hadn't heard about before which was
that you said some of the accommodation was rented from
private hospitals, can you explain what that was?
A.
Yes, and the terminology's not quite right. In the
context of no bed capacity, the State Government provided
funding for us to effectively buy six beds in the private
sector: so some in Melbourne Clinic, North Park and Wyndham
Clinic. They've done that previously, at times of very
constrained capacity.
It's useful, but of course the type of patient that
can be admitted to a private facility, firstly, can't be
anyone under the Act and, secondly, it has to be someone
who you can reasonably rely on will remain and be able to
provide treatment in the private sector, so it's a very
small little top up of beds.
Q.
Thank you. The other thing that you did talk about
when you focussed on reform that I thought would be
worthwhile just making sure we're clear about your intent
around this, is you did say about the business cases and
the approaches that we need to make to the sort of reform
you think's required. You said it should be incremental
but steady. Why do you give the emphasis on incremental?
A.
Well, I think it comes back a bit to my comment about,
it can't happen in a single electoral cycle.
If my business case for Sunshine had got through, it
would still be five years before those beds came online.
So, if we are going to build on the system, we sort of
know, you can't suddenly build hundreds of beds, it has to
be done in a steady and incremental way that says, here's
where the area is greatest, but in 10 or 20 years the
population of this area will have doubled so we're going to
plan ahead and maybe even think about purchasing the land
or, you know, the planning monies that go into that.
I do think that, despite considerable effort, to have
that sort of incremental but longer-term steady investment
of both capital and workforce just hasn't been made.
Again, we can't - Werribee built some beds recently and it
took them, I think, nearly two years to find the staff for
those beds. So, the staffing, getting additional
workforce, has to be done in line with that planning and
both of those are very long-term investments.
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CHAIR:

I don't have any more questions, thank you.

COMMISSIONER McSHERRY:
Q.
Dr Vine, I think you've set
out very clearly how some people want access to the mental
health system, can't get it, some people are in the system
but don't want to engage. I'm just wondering in your
opinion what might help perhaps to lessen compulsory
treatment under the Mental Health Act?
A.
Firstly, as I mentioned, I think often, partly because
of the constraints of the system, we are seeing people
late, and also, when a person is under a compulsory phase
of treatment, because we don't have capacity for really
strong engagement and assertive treatment, when that person
stops the compulsory treatment they stop treatment and then
they will come back again late. And indeed, it has to be
said that, for illnesses like schizophrenia, if you have
recurrent relapses your overall prognosis overall gets
worse. You know, with each relapse there is a loss of
functional ability and the recovery may not be as complete.
I think that, if there were greater capacity for more
assertive treatment, be that clinic based or outreach, and
if there were greater capacity to particularly have
long-term engagement with a smaller number of clinicians again, people are more likely to turn up for appointments
and engage and accept treatment and want to explore
treatment if they have a good relationship with the person
who is providing that treatment.
So I think continuity of care and greater flexibility
and - well, greater levels of expertise. Again, you're
less likely to have compulsory care if you are not just
providing medication but you are also providing other
psychotherapeutic inputs, some family-based treatment.
I think it's a multidisciplinary issue, but there will
always need to be compulsory care. Schizophrenia and other
illnesses by their nature, their prevalence hasn't changed,
their presentation hasn't changed greatly over the
centuries, we will always need that, but I think we could
lessen it if we had greater capacity for more intensive and
multi-faceted treatment
COMMISSIONER FELS:
Q.
Thank you for your excellent
witness statement and evidence. You've ranged far and wide
but could we just hear from you a touch more on yet another
topic of workforce, challenges, development needs,
.08/07/2019 (5)
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et cetera.
A.
Yes, and I mentioned earlier perhaps a concern about a
loss of value of the expert, and I do think that one of the
challenges for public mental health at the moment is that
the workforce don't necessarily feel as valued or protected
as they should be.
I think a startling example of that was when the law
changed to protect emergency workers from occupational
violence but didn't include people who work on inpatient
units who are daily exposed to verbal and physical abuse.
I mean, that seemed to me mind-boggling that that would not
have been included.
I think,
to be assured
be safe, that
responded to,
remunerated.

to attract a workforce, the workforce needs
that: the work can be rewarding, that it will
if it's not safe they'll be protected and
and that they will be appropriately

I think that one of the pluses of public mental health
is that we work in teams, multidisciplinary teams, so it's
a less hierarchical health workforce than in other parts of
health perhaps, so that's a plus, and I think it's
important to build on that.
I think there have been some gains in the sort of
training we provide to people across medical and nursing
and allied health, but I don't think they're very - they're
not universal across the state. I think there does need to
be a greater attention to the sort of training requirement
but also the sort of ongoing supports and supervision.
I think that there are, probably from my way of
thinking, too many constraints in some of the psychiatry
trainee rotations. The colleges impose pretty strict
guidelines that are sometimes hard for us to comply with.
Regrettably, I think public mental health has had to
rely a lot on international graduates, be they nursing or
medical. We get some terrific people, please don't think
we don't, but nonetheless there are different imperatives
if a person is working in psychiatry because they can
rather than because they want to, and I do think that's
been an issue for us around workforce.
So, levels of training, the skills expected of a
.08/07/2019 (5)
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person, but particularly the environment within which
people work and their sense of reward, and I don't just
mean monetary reward, I mean therapeutic reward and
engagement I think all need attention.
The Mental Health Act is a beautiful thing, but it
does have very high administrative burdens, and I'm not
sure that that is well recognised in some of the timeframes
and time availabilities and therefore the workforce levels,
particularly medical, in some of our inpatient and
community services.
MS BATTEN:
CHAIR:

No, thank you.

MS BATTEN:

May Dr Vine please be excused?

<THE WITNESS WITHDREW
MS BATTEN:
lunch?
CHAIR:

Chair, is now a convenient time to adjourn for

Yes, it is.

LUNCHEON ADJOURNMENT
UPON RESUMING AFTER LUNCH:
MS BATTEN: Chair, the next witness is Ms Erica Williams.
I call Ms Williams.
<ERICA WILLIAMS, affirmed and examined:

[2.03pm]

MS BATTEN:
Q.
Erica, with the help of lawyers, have you
prepared a witness statement for the Commission?
A.
Yes.
Q.
I tender that statement. [WIT.0001.0017.0001]
you moved out of home when you were 15 in difficult
circumstances?
A.
Yep.

Erica,

Q.
A.

And you move to Mildura and did Year 12 in Mildura?
M'hmm.

Q.

Then you got into university?
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Yep.

Q.
About five years ago you were 17 and that's when you
started your first year of university?
A.
Yep.
Q.
Can you please start from that point, your first year
of Uni, and tell the Commission about your experience with
the mental health system?
A.
For brief context: as you said, I have a complex
trauma background which I think informs my experience with
the whole system. But basically five years ago I was 17 in
my first year of Uni and I started to experience kind of
like anxiety and depression symptoms that I didn't really
know what to do with. So, yeah, I would get really
anxious, my mood was quite low.
I also engaged in a lot of reckless behaviour during
this period of time, so I was self-injuring. I think I ran
in front of some traffic a couple of times, and we didn't
really know what to do with the symptoms that I was having.
So, I think during my first year of university I sought out
kind of health care from a number of different general
practitioners and I think during this period I was
diagnosed with depression and anxiety, but I wasn't
medicated for any of my symptoms during this period.
I think during this time, my partner Brendan and I
kind of knew that there was more than depression and
anxiety going on but we felt the health care system was
really kind of hesitant in making any other kind of
diagnoses.
So, fast-forward a little bit of time. In my
second year of Uni we kind of got some money together to
see a psychiatrist privately. We at that point didn't have
any access to public psychiatry apart from through
Headspace, and I felt that Headspace wasn't able to help me
with any of my kind of bigger symptoms aside from my
depression and my anxiety. So, I only went to Headspace
twice, I think, and then, yeah, we saw a psychiatrist in
the private system.
I think it was kind of difficult for the psychiatrist
to diagnose me with anything because we were only able to
see him once, but he diagnosed me with bipolar disorder and
I was put on medication for bipolar disorder, which I'm now
.08/07/2019 (5)
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not now diagnosed with but that remained my primary
diagnosis for about two years I think.
After that point, we were kind of - actually, we
didn't really know what to do with the mental health care
system for a little period of time. My symptoms kind of
got worse and worse and my relationship with Brendan was
very tumultuous and I was increasingly suicidal,
increasingly self-injuring.
We moved a couple of times, I think, and I didn't have
really any contact with the mental health care system after
I was diagnosed with bipolar until things kind of hit a
head at - in my fourth year of Uni, so that was at the end
of 2017, but before that I had kind of been failing
subjects at Uni, everything was getting worse. But because
I didn't have a long-standing relationship with a GP in the
city I wasn't able to get any documentation for why I was
getting worse.
I think it's important to know that, like, with my
diagnosis which I now know is borderline personality
disorder, I can present very well and be very unwell at the
same time. So, I think it was very difficult for GPs to
understand that, if I was presenting as a suicidal patient,
I would also present kind of well dressed and appearing to
be very well within myself, and so, I think it was
difficult for GPs to take what I was saying seriously.
So, at the end of 2017, I was very unwell, I don't
think I was leaving the house very often. Yeah, I found it
very hard to get outside. My symptoms have disassociation,
so I lose track of time. So, I can be kind of walking
somewhere and then there will be just a gap in my kind of
temporal awareness, and then I kind of come to and I'll be
somewhere and I don't know how I've got to that place.
The disassociation also means that I can kind of
injure myself without realising that I've done a lot of
damage to my body, and so, that was happening quite
regularly at the end of 2017 and I was also quite suicidal
as well.
So
I found
them by
service

eventually I self-referred to Orygen Youth Health.
the service on the internet, I wasn't referred to
a doctor or anything, I just kind of found the
out of the blue, which we were very thankful for,
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we were very lucky that we found the service and they kind
of took me in. After that I was diagnosed formally with
BPD as well as major depressive disorder and anxiety.
I started some medication to combat the depressive
symptoms of BPD but, as far as I understand it, BPD isn't
an illness that can be completely combatted with
medication, it involves intensive psychotherapy as well
which Orygen offered through the form of CAT, which is a
form of therapy that seems in the literature to be very
effective for borderline personality disorder, but
basically it understands BPD as a relational illness which
means that it can come about in relationships that we have
with other people. It can also emerge in relationships
that we have with our services.
So our services, we're more aware of the fact that
with borderline personality disorder, the illness itself
can emerge in how we relate to our services. I think
Orygen did that for me, so they were really great in early
2017. And I was seeing a therapist weekly, I think, and I
also had a few brief admissions to Orygen's inpatient
facility for suicidality and self-injury, and these
admissions to Orygen's inpatient facility have always been
quite helpful. I found them to be really supportive,
except for the fact that they're also part of NorthWestern
Health. So, yeah, as Doctor - what was her name?
Q.
Dr Vine.
A.
Dr Vine was saying earlier, yeah, NorthWestern Mental
Health still has really limited beds, and so Orygen was
limited within that system. So, my discharges were
sometimes a little bit too early, but ultimately I found
that I was getting better in 2017.
But then I ended up developing anorexia as well, so I
had an admission for my anorexia in 2017 that wasn't
through Orygen because there weren't beds available at
Orygen, but Orygen also don't have eating disorder-specific
treatment.
Q.
So, where was that admittance? Don't name the
hospital, but that was a hospital other than Orygen?
A.
Yeah, that was at a separate hospital other than
Orygen.
Q.

Can you tell the Commissioners about that inpatient
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admission?
A.
Yeah, so that eating disorder-related admission: I was
first admitted to another hospital other than Orygen. And
then, it was interesting what Dr Vine was saying earlier
about the public system being able to buy beds from the
private system. I was one of those patients.
So I was transferred from the public hospital to a
private hospital with the, kind of - we were informed that
my eating disorder would be treated by the private hospital
that I was transferred to, and so, that's what everybody
was kind of hoping for and by that point I was quite
underweight and quite unwell, like, with the anorexia. And
so we ended up being transferred to the private hospital.
But often the private facilities have different wards
within them, and so I was transferred to a general ward and
a general bed, and the public system hadn't paid for an
eating disorder bed, so I ended up being in the general
hospital and then physically deteriorating for, I don't
know how long it was, maybe a week or two weeks whilst we
kind of were tussling with the private/public system and
whether or not I would be able to have an eating disorder
bed.
It's funny because the ward for the eating disorder
treatment is just upstairs. I was below just downstairs
kind of waiting to get the go-ahead so that I could get
treatment just upstairs.
Q.
A.

Were you on a general ward at that point?
I was on a general ward at that point, yeah.

Q.
Was there treatment for your eating disorder at that
point?
A.
No, I never received any treatment for my anorexia.
So, I didn't end up getting a transfer upstairs to the
eating disorder ward and I physically got worse and worse
and worse until the private hospital was afraid that I was
physically deteriorating too much for them to be liable to
care for me.
So, I was transferred, without any warning, I was put
in an ambulance. I got told that I was going to be
transferred to a different hospital from the private
hospital. And then, I think 20 minutes later I was in an
ambulance with all my belongings - I had a lot of personal
belongings because I'd been in hospital for a while at that
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point - and I was transferred with all my stuff, in my
pyjamas, to an emergency department straight from the
private hospital. Yeah, none of my family were contacted.
Q.
How were you transferred there?
A.
By an ambulance. From that point everyone was really
concerned about whether or not I was medically stable. So,
I stayed in the emergency department for about 14 hours,
and because everything had happened so rapidly, and there
was so little communication between each different hospital
that I'd been in about the complexity of my case, because I
have multiple diagnoses, people were kind of uncertain
about which one they were treating when I arrived at a
hospital. But, yeah, there was no - my family didn't know
what was going on. I had all my belongings and, yeah, I
was in the ED.
Q.
A.

You said you were in the ED for about 14 hours.
Yep.

Q.
Sorry, we just need to slow down a little bit. You
were in the ED for about 14 hours, and then what happened
after you were in ED?
A.
After that I was transferred to Orygen inpatient unit,
and from there, I think just with the help of the team at
Orygen, even though they don't have any facilities to treat
anorexia, my treating team was just amazingly astoundingly supportive of my recovery, and I think they
just really pushed for me to get physically well while I
was at Orygen's inpatient unit, and so I eventually
recovered from the anorexia while I was with Orygen, even
though Orygen don't have the formal facilities to treat
anorexia in the first place.
Yeah, and after that I had a period of kind of
wellness, I think, for about six or seven months after my
discharge the last time with my eating disorder, and
throughout this whole period I've always had contact with
Orygen, so I was never fully discharged from their service,
even though I wasn't - they kind of adapt care so that if
you're in a really intense period of time you'll have
multiple points of contact and, I don't know, if you're
having a more calm period of time the points of contact
move away. But there was always the knowledge that, if
things got worse, we would be able to contact them and
they'd pick up that level of care again.
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Q.
A.

You said you were re-admitted to Orygen in late 2018?
That's correct.

Q.
Can you tell the Commissioners about that admission?
A.
I was readmitted to Orygen late 2018 and my mental
health was the worst that it's ever been at that point.
Sometimes it's hard for people with mental illness to know
what causes a relapse, I'm not sure what causes relapse, it
just kind of happens sometimes, but I think things were
really bad at that point and I was put on a compulsory
treatment order. So, there's different levels, everybody
probably already knows, of treatment orders. So, it began
as a temporary treatment order which is, I think, only 24,
48 hours. And then, after that, it was decided that I was
too unwell and too unsafe to stay in the hospital as a
voluntary patient.
I think it's also worth noting that, as Dr Vine was
saying earlier, compulsory treatment or treatment orders,
sometimes they're used - even if I felt like I could be a
voluntary patient in a hospital, sometimes my psychiatrist
would put me on a treatment order so that I would be able
to stay so that we could avoid premature discharge. But at
that point I was on a compulsory treatment order which,
it's a long period of time, I don't know how long it is,
but it's a long period of time, and that was with Orygen so
they had decided that I needed to be involuntary at that
point because I wasn't safe.
Q.
You said you were very unwell at that point. Did you
try to leave Orygen?
A.
Yeah. I absconded from Orygen four times. I think
that's a serious, like, infrastructure issue. I was able
to climb over the fence on four different occasions, and I
was brought back by police and physically detained with
handcuffs each time, and with each time I was leaving with
the intent to commit suicide, so it was very lucky that
emergency services were kind of made aware of my situation
as it was happening.
I have heard of other absconsions where the hospital
hasn't informed emergency services straight away, which
obviously puts the person in immense danger of committing
harm to themselves or to other people. But, yeah, I
absconded four times.
And, after this, it was decided that I would have ECT.
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So, ECT, electric convulsive therapy. Basically, you're
put in a brief induced seizure, but you're not conscious
for any of it, it's not scary, everyone thinks it's so
scary, it's not particularly frightening. But because I
have a trauma history I found it really difficult to
tolerate ECT.
I think that's another point; the system probably
needs to be very aware that trauma really impacts how a
person can tolerate certain methods of treatment, even
being in a hospital can kind of trigger a person's trauma.
And so, yeah, I had the ECT but I was only able to have
about six sessions just because of how my body was
tolerating the procedure, just in relation to my trauma.
Q.
Then you were eventually discharged home after this
admission?
A.
Yep.
Q.
How did you go at home?
A.
Yeah, so I was discharged home. It had been a long
admission and at that point we were kind of - everyone was
so uncertain about what to do with the case because there
was a lot of different things going on: there was kind of
issues with eating and the BPD, major depression and my
trauma history, so we tried a lot of things.
Eventually I was discharged home, but we weren't
ready - nobody was ready for that to happen, and I think
that the hospital, or Orygen as a service kind of
acknowledged that, but there was a real lack of middle
ground being intensive hospital and being at home, and we
just kind of had to test the waters and see if things would
get better, and they didn't.
I had my partner with me most of the time. If he
wasn't there, my friends would be with me. Basically, I
was on 24-hour watch while at home. So, my community was
asked to play the role of a hospital for about two or three
weeks, I think, and things weren't getting better. I
wasn't safe and it was just like an enormous strain on
everybody around me too, because nobody kind of has - not
everybody is a mental health nurse, we don't all know what
to do in these situations, and a lot of the time that's
what they're being asked to do when we discharge patients
from a kind of really high intensity inpatient service to a
home environment.
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And so, eventually I did end up back in hospital. And
this time I think on my second - so this happened twice, I
was re-admitted and then admitted to Orygen twice, but on
my second re-admission I wasn't admitted to Orygen straight
away because there weren't any beds.
So, I was admitted to a different public hospital and
in this hospital I was admitted to the High Dependency
Unit. So in public mental health hospitals there's
different kind of areas, inpatient areas. The High
Dependency Unit, there's no - in the particular hospital
that I was in I found the experience to be very traumatic
and I think it's also maybe quite an invisible part of the
hospital. Because most people in the High Dependency Unit
are very vulnerable to begin with, and so, it's very
difficult to have your voice heard in a way that isn't, I
don't know, it's often understood that you're looking for
attention or being sensitive about the things that go on in
these units, and so, your voice is kind of overlooked a
little bit.
Q.
Erica, if you can, can you tell the Commissioners
about why you found the experience in the High Dependency
Unit traumatic?
A.
Yeah, so when I first got there - I have never been a
risk to other people and never been kind of violent or
never resisted being admitted to hospital, but when I came
to the High Dependency Unit my partner was with me and
there was, like, six or seven guards and they all wear
black, kind of like the guys downstairs except a bit more
scary, and they kind of herded me in, and I was with my
partner at the time, and I was kind of herded in to these
doors, and I looked around and he was gone and I didn't
know where he'd gone because he'd been herded the other
way.
And then I was just told to sit in the main sitting
area of the High Dependency Unit. I was one of two women
on the unit and the rest of the patients were men. With my
trauma history, which the hospital knew about, I already
found that quite frightening, but there aren't any locks on
the bathroom in this unit that I was in either, which I
understand because it's a safety issue. But with a ratio
of 1:1 nurse to patient, I found it quite surprising that
no nurse would make sure that male patients wouldn't come
into the bathroom when you're using the bathroom, and that
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happened to me a couple of times.
I also had my period whilst I was in the unit and I
wasn't allowed to have more than one menstrual product on
my person at a time, even though I had - you know, I had
expressed I'm not going to eat anything or I'm not gonna yeah. And so, I had to go and ask my contact nurse, who
was male, every time I wanted to use menstrual products,
and then I wasn't safe, I didn't feel safe to go into the
bathroom to use them because I was afraid that the male
patients were going to come inside.
At this same hospital I was very, very anxious, and
so, I recall asking one of the staff for her PRN, which at
that time I had been using the same PRN medications for
quite a long time because I had been in hospital for such a
long period on and off, so it wasn't surprising that I was
using these medications.
But the nurse, I remember being very belittling. She
took me to a room, a private room where I couldn't see
anybody else, and talked to me for, like, 25 minutes about
why on earth I would need my PRN. So, PRN medication is,
like, whenever you need medication if you're feeling really
anxious or something. She was just asking me why on earth
I'd be needing this medication, and if I'd tried anything
else, all of these things at the same hospital.
And this all occurred kind of in a high dependency
setting which means it's really difficult to have visitors.
If you want to have visitors, you've got to have them in a
kind of little box room. It's really difficult to have
outside contact with anybody.
I wasn't allowed to have my mobile phone, but I also
wasn't allowed to use the nursing phone very often. I
think that's illegal. I think you're supposed to have,
kind of, outside contact in some form at every point, even
if you're not a voluntary patient. So, I found the whole
experience to be quite traumatic.
And, after that, I think it's important to note as
well that with mental health care, I don't know if when you
break your arm if you present to the emergency department
and somebody is rude to you, but they still fix your arm,
you probably still have a better arm. But if you have a
mental illness and somebody isn't kind to you or you aren't
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regarded with empathy, your illness gets worse, so the way
people treat you can directly impact the course of illness.
I think that's what happened when I was admitted to
the High Dependency Unit. After I was transferred from
this High Dependency Unit back to Orygen, I felt things
were worse than what they had been before I got there.
Because I stayed in Orygen at this point I think for
another few weeks or something, and then yeah, I was
eventually discharged back into the community.
Again, that was a really difficult time because, once
you've been in hospital for so long, you kind of forget
like when to take a shower or when to eat food or how to
have a job or how to interact with other human beings, and
I think there's a real lack of kind of occupational
therapy, I guess, middle ground services for people who
have been in hospital for a long time, or even for people
who have experienced really intense periods of illness.
And, yeah, we just had really little contact with
Centrelink services and services regarding employment. And
that's not because - I've been exceptionally lucky in that
I've had a service at Orygen who has probably saved my life
multiple times, but I think they just don't have the
resources to provide some of this middle ground for people
who are severely unwell.
Q.
Thank you, Erica. Along the way you've identified
different areas where there is room for reform. Were there
any other matters that you wanted to touch on that you
think are in dire need of reform?
A.
I think, coming from my perspective as somebody with a
diagnosis of borderline personality disorder, I think that
the way the system understands this illness probably needs
a lot of reform. I think it's often regarded as something
that's frightening or something that people don't want to
diagnose and treat, and I think the treatment of the
illness is often shrouded in stigma rather than actual
treatment.
As Dr Vine said earlier, there's a lot of literature
around how BPD is actually a very treatable illness, it's
not untreatable. It's not non-understandable, it's very
understandable and it's very treatable.
There's a lot of research that we have around how we
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can treat this illness and I think Orygen's model of care
and CAT therapy is a good example of how BPD can be treated
successfully to a point of, I don't know, middle ground
recovery.
But I think that in emergency services and in a lot of
kind of general practise medicine as well, BPD is still it's scary and we don't know what to do with it and there's
not a standardised cause of action for treating somebody in
BPD crisis like there is for treating somebody with a
broken leg, people just don't know what to do. I think
maybe there needs to be a lot more understanding about how
to treat the illness, and also a lot more empathy and
kindness towards it, rather than so much rejection and
fear.
MS BATTEN: Thank you, Chair.
the Commissioners for Erica?
CHAIR:

Are there any questions from

Professor McSherry.

COMMISSIONER McSHERRY:
Q.
Erica, thanks very much for
telling us your story. Just one question: when you were in
the High Dependency Unit did you ever meet an advocate, a
human rights advocate or a peer worker who could help
support you?
A.
No. No, in other units definitely, but in this
particular High Dependency Unit, yeah, we were never
offered, even if there would be legal counsel, let alone
legal counsel ever occurring at all. We didn't know, yeah.
COMMISSIONER McSHERRY:

Thank you very much.

CHAIR:
Q.
Thank you, Erica. Just one thing from me: I
noticed in your witness statement you say that Orygen had
been your primary source of support since late 2017 and you
had your GP, psychologist, psychiatrist and case manager
all in one place.
A.
M'hmm.
Q.
You also then went on to explain how they helped and
persisted - you said, persisted with you even when things
were very severe. And so, I guess it's helpful for us to
have that understanding, what was it about their
persistence that you found so important to you?
A.
I think having a service that keeps faith in you even
when you're very unwell was very, very important. And also
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knowing that there was a whole team of people around me
that all spoke to each other and had a decent understanding
of my illness, I think that's a big one. And also, just
had a decent understanding of my case and my individual
history.
So, my treatment with Orygen was always really,
really, individual and I think that the CAT therapy model
allows for that to happen. I think the point of it is that
it's individual. And then that kind of knowledge that you
come to understand through CAT, everybody in the team
understands that, not just your psychologist, everybody: so
the doctors, all of the doctors, even the GPs, dieticians,
group workers, everybody has the same kind of baseline
understanding of what this illness is through the CAT model
and how it can interact. And then, with everyone's
persistence I think that that just - I don't know, having a
team that has faith in you, I guess, is really important,
and a team that treats you as a person is really valuable.
Q.
Thank you. One other thing you talked about was what
happened when you were discharged from hospital and your
partner and friends provided the support role. Can I just
confirm, did you have any follow-up from the hospital at
that time and were they given any guidance on how to care
for you?
A.
Um, we had a little bit of guidance. So, I was
discharged from Orygen. So, Orygen always had contact with
us, especially in my second admission, because I think as a
service they really learn and they don't keep making the
same mistakes that they made before with you again.
So they learnt about how I wasn't in contact with my
family and they brought my family in for me when I couldn't
do that myself. But I think, again, as a service they can
only do so much. And so, even with all the information
about my illness that my family had, and kind of all of the
support that we had - which we did have, we had over the
phone support, it's just the day-to-day stuff is really
hard. Like, having to be with somebody when they're having
a shower and having to be with somebody to make sure that
they don't not eat for 48 hours by accident. It's just an
intense role and I think it's really hard for services to
kind of fill that place. So, yeah, we did have follow-up
support, I just don't know whether it - Orygen had this
systemic, kind of, means to make it enough.
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CHAIR:
Thank you.
with us.
MS BATTEN:
CHAIR:

Thank you very much for sharing that

Thank you, may Erica please be excused.

Yes, thank you.

<THE WITNESS WITHDREW
MS NICHOLS:
Commissioners, the next witness is Dr Neil
Coventry, I call him now to give evidence.
<NEIL DOUGLAS COVENTRY, affirmed and examined:

[2.32pm]

MS NICHOLS:
Q.
Dr Coventry, have you prepared a
statement, with the assistance of the VGSO, which is in
response to a request by the Royal Commission that you do
so?
A.
Yes, I have.
Q.
I tender the statement. [WIT.0003.0004.0001]
Dr Coventry, are you Victoria's Chief Psychiatrist
appointed under the Mental Health Act?
A.
Yes, I am.
Q.
Noting that your role is defined under the Act and
described in some detail in your statement, in summary do
you have a strategic system-wide role with responsibilities
for clinical leadership, quality assurance and improvement
in the delivery of mental health services?
A.
Yes, I do.
Q.
Do you have a particular role in promoting the human
rights of people receiving mental health services?
A.
Yes, I do.
Q.
Commissioners, I note that at a later phase in the
Commission's work we may ask some further matters of
Dr Coventry, but we're concentrating particularly on access
issues today.
Dr Coventry, it's not your role, is it, particularly
to investigate and resolve individual complaints?
A.
No, I don't. Under the new Mental Health Act - well,
it's not new, but 2014, complaints management changed. So,
it was quite appropriately thought that that should be
managed independently, so there was a Mental Health
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Complaints Commissioner appointed which has the authority,
the statutory authority, to investigate complaints. Hence
I was able to actually take much more a strategic
leadership role.
Q.
In relation to your strategic leadership role, can we
just get an understanding about how it is you engage with
mental health services in your day-to-day work, and
starting particularly with the management of mental health
services across the state.
A.
Yes, it's a good question. It's really a variety of
ways that I engage with mental health services, really it's
my core business.
So I have a statutory role which is defined. So, my
statutory role is around monitoring the provision of
electroconvulsive therapy, ECT, as we heard from the
previous witness. I also have a role in monitoring and the
reporting of restrictive practices, so these are things
under the Mental Health Act such as seclusion and
restraint.
I also have a role of monitoring deaths, so these are
called reportable deaths to me as Chief Psychiatrist for
any consumer in inpatient or community care or people who
have left community care within three months of their
death.
But, much broader than that, I have really a daily
role of engagement with services. So, services might
contact me because of my leadership role when they're
struggling with an issue. I also have the authority under
the Act to do various types of investigations such as
audits, clinical reviews or formal investigations, always
with a safety and quality framework to look at the
learnings that can come from that.
I'm also available with my colleagues, particularly
the Chief Mental Health Nurse, to go out to visit services
on a needs basis when there's been a particular issue that
we have concerns - or a service might actually invite us to
come and assist them with management.
Usually when I'm involved after doing a formal
investigation, I will partner with the service for a
considerable period of time to help them implement the
changes that I've directed them to do and to undertake the
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change management process.
Q.
So, is it fair to say that you've got a pretty good
working knowledge of Victoria's mental health services?
A.
Yes, I think I do.
Q.
Does your office gain input from consumers and carers?
A.
Yes, we do, and I've been fortunate I think in my long
career over 40 years to see the involvement of consumers
and carers which has been, I'd have to say, the single most
important driver of improving safety and quality. We have
to do this in partnership.
So hence, in my own office to try and model hopefully
good practice, I have a number of positions for people with
lived experience, both consumers and carers, at every one
of my clinical meetings, my statutory meetings that I have
and sub-committees and investigations, developing Chief
Psychiatrist guidelines or frameworks; we do this with
input and collaboration and partnership with consumers and
carers.
We also link in through the consumers and carers in my
team with the peak bodies such as VMIAC and Tandem and many
others as well, so I think it's really vital to have that
input to really shape and develop and improve our services,
particularly from a safety and quality lens because these
are the people who have the most vested interest in getting
the best outcomes.
Q.
Do you also engage with the Department of Health and
Human Services?
A.
Yes. Well, my office sits within the Mental Health
branch, so there's another team that's involved with
engagement with lived experience and, as I said before, we
also engage with the peak bodies as well and we have them
represented on all of my advisory committees so that I'm
always having that lens.
We aspire to co-production, co-design. We haven't
probably got all those principles lined up but we certainly
try and utilise those principles. And the practice, wisdom
and advice has been immeasurable really with that process.
Q.
I was asking you actually about your engagement with
the Department of Health and Human Services, do you have a
supporting line into the department as well?
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A.
Yes, I do, so I sit within Health and Human Services
and I also engage with a number of other parts of Health
and Human Services that are outside the mental health
branch such as Safer Care Victoria, Child Protection,
Disability, et cetera, so all the key other stakeholders
that need to be joined up.
Part of my role, I sometimes think I'm sort of the
glue as Chief Psychiatrist to get the right people around
the table to develop the right wrap-around service.
Q.
We've asked you a number of questions about the mental
health system. Can I just start with some definitions so
we can be clear about what we're talking about?
A.
Yes.
Q.

You've said in your statement that:
"The specialist mental health system
includes both clinical and non-clinical
services."

What do you mean when you say "specialist" in this
context?
A.
Yes, good question. So, we've heard from the other
witnesses. The specialist mental health service is the
area-based designate - what are called designated mental
health services under the Mental Health Act which, probably
the simplest way to understand that is, under the Mental
Health Act, they have the capacity to provide care and
treatment for people in a voluntary or in an involuntary
capacity.
So these are what we call the specialist mental health
services. We've heard that they see somewhere between
1 per cent to 1.5 per cent of people with mental illness.
The non-clinical - and these are not great terms, I
must say - so that's the clinical services which are linked
in with health services or they're situated in the
community. The non-clinical services are what we call the
mental health community support services, MHCSSs. The
reason they're called non-clinical is they're focused on
psycho-social rehabilitation, they're non-government
agencies. They have in-reach from mental health clinicians
and can provide a number of services, including supported
residential accommodation. So, that's the non-clinical
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mental health part of the service system.
Q.
Do the non-clinical services engage clinicians to work
in -A.
Yes, they do and need to when they take consumers with
significant mental health complexity. I also have
jurisdiction and oversight of those services when they have
mental health patients/consumers as part of their clients.
Q.
And both clinical and non-clinical aspects of the
system have peer work?
A.
Yes, this is a really interesting and innovative
approach. We now have quite a number, I'm not sure how
many totally in Victoria, but it's quite a considerable
number and growing. To add value to our existing clinical
workforce, with people with lived experience previously
these people have been employed as consultant positions.
Now we have them as peer workers working alongside the
clinical service with a different sort of role and
function.
The feedback from consumers of carers is invaluable,
that they are able to relate and get support that really
can't be provided from people who don't have that lived
experience, so I think it's a great asset to our workforce.
Q.
I asked you about the difference between acute and
subacute in the context of those definitions.
A.
When we talk about acute, or when I'm talking about
acute, I'm meaning the acute inpatient beds that we have
that are in health services. So, that's about, something
like half or a bit over half of our bed stock.
The subacute are the step-down or the step-up
services - and the Commissioners have heard about some of
those - so these are things like PARCs which are prevention
and recovery, residential services for time-limited period.
We have community care units, we also have - we love
acronyms, SECUs, which stands for secure and extended care
units which can take consumers for a longer period of time.
We also have PAPUs, again a lovely acronym, in
emergency departments which are psychiatric assessment and
planning units, again short stay units. So we have a
number of subacute plus our acute services.
We also have our acute forensic hospital, which is
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Thomas Embling Hospital.
Q.
A.

Thank you.
Yes.

Q.

You make a point in your statement that:
"Catchments are a system design and funding
issue over which you don't have
jurisdiction under your statutory
functions."

But you do say that you often play an informal role
negotiating outcomes when services are unable to reach
agreement about where a particular consumer is to be
treated.
What kinds of difficulties do you see consumers facing
when they get themselves into that situation where they are
falling in between one catchment and another?
A.
Look, it's very challenging and I'm thinking
particularly, this was challenging during the terrible
bushfires, where our catchment areas didn't make sometimes
a lot of sense for where people were actually living - or
where people's houses had been destroyed.
So really the goal is, well, we have catchment areas
to try and be sensible and have some degree of flexibility.
As we've heard from previous speakers it's important that
our consumers and their families don't fall between the
gaps and it's very clear with the catchments that there is
a designated service provider.
However where I find the challenge is when we're
dealing with people who unfortunately suffer unstable
accommodation or are incredibly itinerant, so they don't
have a stable address that links them with a catchment.
Then you try and be sensible about where their networks may
be.
We also have situations where there are practical
reasons where the local service or the inpatient service
may be further away than another catchment area's service
so you try - or I try to negotiate what would be in the
best interests of the consumer and their family and what's
really going to be the most sensible way to proceed that
has the best sort of outcome, particularly long-term.
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So I always encourage within the catchment area
boundaries that we work with in come degree of flexibility,
and at the end of the day I also have the authority of the
Chief Psychiatrist to direct a service. I don't use that
authority very frequently and find a sort of roundtable
discussion that looks at the sensible issues and the
patient's request and family's request and the
practicalities can in most cases resolve that dilemma.
Q.
Can I ask you a further clarification question.
You've described community-based mental health services in
your statement in these terms. You say:
"They're provided in clinics and as
outreach services to people's homes or
other locations in the community. Services
include crisis assessment, case management
and individual family and group therapy."
Would you agree that that's a description really of
the function in the system as it's intended to operate more
than a comment on whether or not it's being effectively
implemented?
A.
Yes, good question. I do believe that's how it should
be operated and was intended to.
We've heard from other speakers this morning that
there's been some slippage really due to demand.
Previously we had discrete teams who might be providing
these functions. We still have that in some services but
other services have gone to a more integrated model which
means a more sort of generic approach rather than having
these discrete teams so that people might be doing various
tasks.
For instance, the staff designated to be working in
the CAT Team may also be managing intake and triage. I
think that's diluted some of the capacity to offer the
variety of interventions that we should be offering.
Because we need to remember, for our consumers and
carers, generally they're going to require multimodal
interventions, which just means that they need a lot of
different types of intervention, there's not one single way
of helping people, it's usually got to be multiple
different types of intervention.
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Q.
You used the words both "integrated" and "diluted"
when you were answering my question.
A.
Yes.
Q.
Is it correct that really what you were saying was,
the functions have been diluted because staff are trying to
fulfil more than one role at one time?
A.
Yes, I think that's certainly the case, and as an
example we see that, I think, particularly with after hours
triage which is done by staff who are also covering the
emergency departments and dealing with those sort of
crises, so it's very difficult for them to balance the
priorities of a telephone triage role with providing
support to the emergency department, and I think we've also
diluted our capacity to provide the sort of safe outreach
service that we used to provide.
Q.
I'll ask you more about triage shortly, but can I just
get you to explain what you mean by the capacity to provide
the safe outreach service?
A.
I think, if you don't have a team with a low
caseload - I think we've gone to a situation where we have
generic teams with what we call generic case managers, and
I think that's created some difficulty to provide a number
of the subspecialty areas such as the mobile outreach
support in a safe way. It really needs a team that has, as
we heard this morning, low numbers of consumers that they
are involved with so that they have that capacity to be
available to do that sort of outreach.
And we know that, for some of our consumers and
carers, having an office-based approach is never really
going to cut it for them.
Q.
Can I get you to explain what you mean by generic
teams, and firstly, can you contextualise it? What level
of service are you discussing in this context?
A.
Well, I'm talking about community, so these are the
mental health specialist teams that are in the community.
And when I say "generic", what I'm meaning really is, we
aspire to multidisciplinary team work and that's what we
should be doing.
What's happened is, positions have been recruited as
generic positions so they haven't been discipline-specific.
It's quite complex but it's also due to some industrial
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issues as well, but I think we would find in most services
in the community that we have lost some of our expertise
having clinical psychologists as members of the team.
I think that's a particular concern that I have as
Chief Psychiatrist where we really need multidisciplinary
input from clinicians who are well trained in a lot of
different disciplines: nursing, social work, occupational
therapy, speech and language therapy, clinical psychology,
neuropsychology, et cetera, et cetera. We have lost that
capacity I think with employing what we call generic
clinicians, which doesn't acknowledge that every discipline
has a specialty background that they can offer for our
consumers.
Q.
Is that something that you see right across the state
in relation to community-based mental health clinical
services?
A.
To an extent, yes, I think it's pretty much the case
in many adult services. I don't think it's the case in
Child and Youth Services and Aged Mental Health Services,
they still aspire to having multidisciplinary teams and
have the variety if disciplines.
But in adult services, for the complicated reasons I
was mentioning, I think we've moved much more to a generic
model that doesn't have the variety of the
multidisciplinary input.
Q.
Can I ask you a question about community support
services. You have discussed in your statement the
provision of continuity of support for clients of programs
that are transitioning to the NDIS where the program is no
longer funded. What kind of gaps have you observed occur
for consumers whose service is no longer funded under the
NDIS?
A.
Yes, this is an absolute headache for my office and
for myself really.
So, the NDIS scheme - again, I can only really speak
from the perspective of people who are falling between the
gaps, and I'm sure for the majority of consumers this has
been of great benefit.
Where I think we struggle with mental health consumers
is the definitions that NDIS use. So, they use terms like
"permanent and enduring psycho-social disability", which
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isn't really well defined.
This is particularly a problem, I think, when we're
talking about young people to be able to present their
situation where it may not be permanent. One hopes that it
wouldn't be and we keep a recovery focus.
It's very difficult when we talk about a person
needing episodes of higher needs and higher level of care.
So, I don't think the NDIS system has really been able to
grapple appropriately with mental health disability and
what that actually means. It does mean unfortunately some
of our consumers fall between the gaps and one of my roles
is, again, to get the players around the table to try and
look at where we need to get the right funding.
It also appears, again from where I sit, that the NDIS
process isn't a timely process, it can take quite a long
period of time before you can actually get the package
that's required and I think the expertise of the NDIS
coordinators can be lacking in understanding the
complexities of the mental health system and the specific
needs.
In answer to your other question about MHCSSs, as this
was being rolled out in Victoria, it meant that it was a
different funding model, so there was loss of staff from
the MHCSS sector because they needed to have the funding
package to know they could actually employ the staff.
There probably have been some people, certainly some
mental health patients, who despite the best intentions
were meant to have their packages of support rolled over
but it hasn't in practice turned out that way. So, I think
we still have a way to go with NDIS system, particularly
with respect to our mental health consumers.
Q.
Can I just get some clarification about that. So,
does the gap arise where a consumer has been a client, if
you like, of a service which is no longer being funded
because of the change in the funding structure, but the
consumer has not yet or will not at all get a package under
the NDIS?
A.
Look, it's quite complex. People who were previously
on packages were meant to roll over. NDIS involves the
consumer being active in determining what their wishes are.
Some of our mental health consumers struggle with that and
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probably do need people to advocate for them, they don't
have the capacity.
I think sometimes there has been an absence of
appropriate providers to do this. Probably the most
extreme example that I see is when, for various reasons,
people have ended up in inpatient settings which often
aren't really the most appropriate setting, and their issue
is having a package that can provide some more stable
accommodation.
These people can stay, as we're hearing already about
the man with the acute inpatient units, I've certainly
worked with situations where people have stayed many,
many months in an acute inpatient setting, while I've tried
to work with services and NDIS and other support services
to get them an appropriate package that can actually assist
them to move into the community which is where they really
should be.
So, it's certainly not a timely response and, as I was
saying earlier, I think there are problems with the
definition and also problems with the need to reassess. In
one case I was talking about where the person had been in
an inpatient unit for many months, there was a wealth of
assessments that had been provided by the staff and
inpatient unit, so there was actually no need for NDIS to
go through another cycle of getting more assessments. It
was sometimes just the language that needed to be put in a
different phraseology, I suppose. But, from the consumer's
point of view, it's a very, very untimely sort of process.
Q.
Thank you. We've asked you about the design
principles intended to be embodied in the mental health
system, and you've set out in your statement the principles
which are of course recorded in the Mental Health Act.
You've said in answer to our question about whether or
not the system embodies those principles and the extent to
which it does that:
"On the one hand the principles are
becoming embedded in the philosophy of
treatment."
And you've given some examples about how that works,
and on the other you say:
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"In practice, however, these principles may
be compromised due to resourcing and demand
pressures."
So my question is, when you say "may be compromised",
are you in fact saying that there are aspects of the
Victorian mental health system that do not in fact reflect
the 12 principles embodied in the Act?
A.
I would hope that every service does aspire to that.
I guess what I was meaning there, in terms of the
practice - maybe if I give some examples about this.
So, one of the significant additions of the Mental
Health Act in 2014 was the capacity for consumers to make
advanced statements and to have nominated persons that
could assist when they weren't able to make the decisions
themselves. The take-up hasn't been great for those and I
think that's probably due to a number of things: one would
be, our consumers don't necessarily know that they have
that right and treating services with this short length of
stay aren't actively encouraging people to do this. So,
when we've done audits the take-up has been fairly limited.
I think we also are concerned that people should be
told what their rights are when they come into a service.
Sometimes this is done in a very robust manner and it's
done in a repeated way with different ways of talking to
the person and their family.
At other times it's done at the acute entry to the
service and it's giving people a document to read, and we
don't have enough of our documents translated into all the
different languages, and we also have people who aren't
literate, so we need to have different ways of
communicating that.
I firmly believe that you don't do it at one single
entry point when people are the most unwell when they come
into a unit, this needs to be revisited, so it shouldn't
ever be a sort of tick the box approach that we've given
someone a document to read. So, that concerns me. As I
say, the practice is variable, there are many examples of
services who do that very robustly and really spend a lot
of time to do that and involve their consumer and carer
consultants who are members of their service, but I also
hear other stories that are very worrying that the person
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was only exposed to that on their first point of entry and
it wasn't revisited and there was no discussion.
Q.
Can I perhaps take you to the examples that you
mention in your statement about the way in which the
principles set out in the Act are not being reflected in
the system.
One of the things you say is that:
"Resourcing and demand pressures mean that
the focus has to be on the most acute and
severely ill consumers."
Which means that consumers are receiving less
treatment and they're receiving it later in an episode of
illness and, as a result, severity of symptoms increases.
That's a general trend that you've talked about in your
evidence.
A.
Yes.
Q.
In what ways does that not reflect the principles
embodied in the Mental Health Act?
A.
Well, look, certainly our principle is to have
voluntary treatment and decision-making, voluntary
decision-making wherever possible, so it's not too
difficult to hypothesise, if we're not seeing people early
in their stage of their illness early in their episode,
we're running the risk of people getting more and more
unwell and probably, because of their illness, having less
capacity to be making informed decisions about the sort of
treatment that they would want, so that's really very
concerning.
It's also very concerning that, as we've heard from
other speakers and it's certainly fitting in with my
evidence, length of stay is falling dramatically, and
that's not a good thing, it's really to do with demand.
So we would have gone from a situation maybe a decade
ago where our length of stay was roughly around 15 days, to
something now of the order of about 9.7 days, which means
the time that someone's actually in an inpatient acute unit
to get those sort of interventions has really diminished
dramatically, which is primarily due to the pressure as
we've been hearing about the demand at the front-end to
move people through before perhaps they're really ready to
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be able to be discharged.
Q.
You also mentioned that the transition to supported
decision-making has been:
"... slower to occur than desirable."
Can you say briefly what supported decision-making is?
A.
Yes, this is really a change from what used to be
called substitute decision-making where someone would be
making the decisions for the patient, on behalf of the
patient, to basically supporting the patient - the
consumers - I slip into "patient" because we use the Mental
Health Act terminology which has "patient", so I apologise,
it's very confusing.
The idea is really that consumers wherever possible
should be able to make decisions themselves. They may lack
capacity in some areas, but capacity isn't a universal
thing, so that we need to consider, for instance, like
electroconvulsive therapy, we've really changed our
approach and my office has provided some documentation for
consumers and for our clinicians working with consumers to
assist them in knowing that people can actually have a
capacity to be making a choice, and that might not always
be the choice that the treating team thinks is in the
person's best interest but allowing the consumer to
actually do this.
I think we need to become more sophisticated at
understanding that sense of capacity, and also when we are
comfortable to allow people to make decisions themselves
that might involve some degree of risk. We have services
that are incredibly risk-averse and we need to allow people
to have some degree of autonomy when it's appropriate, I
think, to be able to be taking a level of risk and making
their own decisions.
Q.
I'll take you up on that point. You said in your
statement that the principle of being able to make
decisions with a degree of risk is of course required to be
observed by the Act.
A.
Yes.
Q.
And that the implementation of it is less than
desirable. What causes a risk averse culture in your
experience?
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A.
There's probably a number of features with this. I
think sometimes our whole health service is very risk
averse, and when something happens or goes wrong, it may be
a particular cause, it may be multiple causes, but
clinicians are very concerned that they're going to be
blamed for this, so this can then lead to a sense of taking
over from someone's autonomy. You know, right from even
should someone be in hospital under an involuntary
treatment order.
We do have a system in Victoria that uses the Mental
Health Tribunal, that is our separate independent body that
decides whether someone does need to be having involuntary
treatment. So, the person might be on an in-treatment
order but the tribunal has the authority to actually take
them off if they don't think it meets their need.
So, how I would like to see this in the future, is
that, particularly our consumers who have a number of
episodes where they require a higher level of care, at a
time when they're well can be presenting what we call an
advanced statement where they're able to say what would be
the sort of care they'd like to receive when they're
unwell.
Now, it's not black and white and we have some people
who are very grateful that other people are able to make
the decision for them when they're unwell, but that would
be good to know that as an advanced statement. So that,
while advance statements don't necessarily have the legal
authority that perhaps they should do, services need to
give note, that's very clear under the Mental Health Act,
to give note to someone's particular wishes.
So, my goal and idea would be a much more partnership
collaborative way of doing this, even for patients who are
under involuntary treatment orders which, as I said
earlier, doesn't mean that they lack capacity to make any
decisions about anything in the various domains of their
life.
Q.
Can I ask you about the extent to which meaningful
carer involvement is occurring. You've said in your
statement that it's not always occurring.
A.
Yes.
Q.

In your assessment, how far short are we from the
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extent to which carer involvement should occur under the
Act?
A.
I think we are falling short in adult psychiatry,
adult mental health. Clearly in child and youth, that's a
key part of the treatment, and I think in aged mental
health as well.
This should be a key part of adult mental health
services. We should always be considering a consumer in
the context of the people around them: whether it's family,
social network, whatever that might be.
It's also imperative, I think, to be getting what we
call collateral information so that we get information from
multiple sources that will help us understand the
significance of what might be happening.
Having said that, we also have to respect
confidentiality too and an individual may decide that they
don't want their carer or family involved in their
treatment. I've certainly been involved in some cases
where we've actually not thought that was perhaps in the
best interests of the person and may not be safe when they
need to be cared for by their carers, but we also have to
respect at the end of the day a person's autonomy and, in
some cases, that's very appropriate.
Having said that, I think when we get people coming in
at the first point of entry through emergency to acute
inpatient unit for adult consumers, with a very tight
length of stay, it seems to me that there's not always
sufficient time to be taking that sort of care and
diligence to be involving the consumer's family and making
sure that we've even got that accurate information. I do
get worried that we don't even necessarily sometimes record
that appropriately.
Q.
Are the demand pressures making it more difficult to
involve carers to the extent as is expected under the Act?
A.
Look, I think it's partly that. I don't think it's
totally that. I think we have moved to a culture that's
much more crisis-driven.
We did invest a lot well over a decade ago in what we
called family-sensitive practice and we did a lot of
training in both inpatients and in the community. I think
we've lost some of that expertise and that culture, so I
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think it's - while it's partly driven by the demand
pressures and time, I think it's also a practice issue as
well that we need to invigorate.
Q.

You said in your statement that:
"The separation of treatment systems such
as alcohol and other drugs system is a
barrier to people having their medical and
other health needs responded to and that at
times this separation can result in
consumers being lost between two systems."

Can you say what you mean there by two systems and why
they're separated?
A.
Yes, I can. I've been around for long enough that I
trained when alcohol and drugs was actually part of mental
health, it was an integrated system.
We've got different models really. So, we have one
that's in mental health, bio-psychosocial or a medical
model and we have more a psychosocial model with alcohol
and other drugs services.
So what I think this has done in practice, which is
very concerning given the high degree of what we call
comorbidity, which means mental health patients who have
other conditions like a substance use condition. So, I
think we've deskilled our mental health clinicians to be
able to appropriately assess and have expertise in the
different forms of treatments for drug and alcohol services
conditions.
I think we've also deskilled the AoD, alcohol and
other drugs sector to have sufficient expertise with people
with significant and serious mental illness who present.
So, the dilemmas I think are - there can be multiple
entrance points and, as we've heard from other speakers,
it's often very challenging for people with these sort of
problems to engage in a service, so when they do engage
that's when you need to provide the wrap-around service
regardless of which point of entry.
So I think we've actually got the separation and when
some consumers are being referred to an alcohol and other
drugs treatment service, we're not doing - what did Ruth
Vine call this - or Simon Stafrace, the sort of warm
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referral? I think you need to actually walk with the
person to assist and they're still your responsibility
until you've been able to have them engage with a service.
Instead what I think we do is we give them a referral and
expect that they will use that and often they don't.
So, I think that idea of actually cross-referral and
engagement is our responsibility, not the responsibility of
the consumer and we -Q.
And to what extent are the demand pressures on the
system allowing those warm referrals to occur in your
observation?
A.
I think that's right and I think it's particularly
with the rapid throughput and discharge, that it can be a
sense of just, let's link in with the support services by
giving someone the information and hoping that they will
engage, rather than taking the time to actually assist in
that engagement process which I think is our responsibility
to do.
Q.
We've asked you to think about how the system now
compares to what we had in the 1990s, and you've said that
whilst community-based treatment is always to be preferred,
at times hospital admissions will be necessary.
Acknowledging that, you've said that:
"Where that occurs, treatment should be in
high quality environments with a safe and
therapeutic approach."
A.

Yes.

Q.

You've gone on to say that:
"Infrastructure investment is not aligned
with the needs of the community."

In what ways do you see that?
A.
Well, again, the Commissioners have heard frequently I
think over the last few days, the concern that in the 90s
when we went into the cycle of mainstreaming, I think the
aspiration was very worthy and to try and bolster community
services because the previous era of the institutions was
focused very much on the stand-alone institutions rather
than community care.
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But in the process we lost the inpatient beds that
were already existing in health services. So, we had two
separate systems of the gazetted institutions, but we also
had psychiatric inpatient and outpatient services in all of
our leading hospitals. They got eroded as we had this
amalgamation, so what's happened is we have an insufficient
bed base so that - I really struggle with this, because we
really should expect the same standard of health care
whatever your health problem is. We shouldn't accept that
mental health is a second cousin to general health.
However, we know that we don't have sufficient beds,
we're hearing about the 4-hour, 8-hour and 24-hour delays
in emergency departments, primarily driven by mental health
patients and consumers who can't get access to inpatient
care.
So, that's what I was meaning in terms of the
infrastructure, that to actually drive change in community
services and models of care, we need to have the foundation
of a back-up of sufficient acute and subacute inpatient
beds when necessary. The bulk of service provision still
needs to be in the community, but we need to make sure we
have that appropriate mix, I think, of services.
Q.
Can I ask you about the occupancy rates you mention in
your statement. You've said:
"Since 2007/2008 the state-wide average
occupancy rate for acute inpatient beds is
92 per cent and 94 per cent for
metropolitan services."
Can you explain why it is that an occupancy rate at
that level is problematic?
A.
Yes, and look, that's an average.
Q.
Yes, sure?
A.
We would also have services that are running at
100 per cent or actually over 100 per cent, which sounds
really strange to understand due to the sort of bed
pressures.
So, ideally what we need to have, I think, is an
occupancy around about 80-85 per cent. If we have that
occupancy, it means you have the flexibility to look at the
mix of people who are coming into your unit to make sure
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that's done safely. You can provide a timely response when
a bed is required rather than, as you were hearing this
morning, you have to discharge someone and then admit
somebody else back into that bed pretty quickly. So, we
need to be doing that at the time when we need to do that
with the consumer rather than, they have to wait until we
can actually discharge someone.
So, having occupancy rates in the 90s or even higher
takes away that flexibility. It also means that - I
struggle with our issue of sexual safety in inpatient units
and having areas that are designated safe areas for
predominantly vulnerable females, and hearing that at times
that capacity goes because of the pressure on beds and
males will be admitted to that area, which is totally
against the whole philosophy and approach.
So, I think that level of occupancy then drives
particular models of care and less than safe practices
really, and so, this has sort of crept up over a decade.
If we went back to that sort of approach, I think we
would have more capacity during the length that someone is
staying in the unit, we'd have better discharge planning,
we could manage a more timely response when someone is
needing to come in. So, I think universally, everyone
would agree, that over 90 per cent capacity occupancy rate
really limits the flexibility to do that in a safe way.
Q.
What models of care does high occupancy rates drive?
A.
One of the particular concerns I think with the high
occupancy is the need to be discharging people far too
early in the course of their treatment, in a way that we
would never do in general health.
We heard from the previous witness about the burden
that sometimes we create on carers and family. In no way
would we do this for instance in a coronary care unit and
expect the family to have that expertise to be coronary
care nurses and look after someone because we needed the
bed for the next patient who's had a heart attack coming
in.
What this means in practice is that we don't have
periods of trialling for getting close to discharge, we
don't have the capacity to allow our consumers to have
trial leave necessarily with their family to see how
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they'll cope in the community. We're often discharging
people, unfortunately, at various hours of the day and the
night when there will be less in the way of any support
services immediately in that vulnerable period of time.
So, I think that drives the sort of throughput that's to
create the bed access and puts incredible pressure on the
community services to be managing people who are high at
risk.
And we do have evidence of this: again, we heard this
morning about ways we look at severity of conditions. We
use many tools, but one of the tools is called HONOS, the
Health of a Nation Outcome Study. We've certainly got
trend data that shows that the people who are coming into
our units are scoring higher, in other words their illness
is more severe. There's sometimes unfortunately not the
significant drop in change in the HONOS scores at the time
that they're discharged, and we're seeing the HONOS scores
of the patients, the consumers who are in the community, at
a much higher level then they need to be.
So, our community services are dealing with more
severely unwell people, inpatient units are taking in
people who are more severely unwell, and they're
discharging them before there's been the significant change
in their level of severity, so that's very concerning.
Q.
You've said that the resources of community-based
services do not allow them to provide:
"evidence-based psychological interventions
which assist with longer-term recovery."
A.
Yes, I am concerned about this. Again, I think the
variation is across the age range. I think child and youth
services still are able to do this to some extent and aged
mental health services.
But we need to recognise that there should be
continuity of care. Although we talk about mental illness
having these episodes, often people need different levels
of care depending on what stage they are in their illness.
What's happened, I think, is that we have a community
model of care that's much more focused, like our inpatient
model of care, on crisis intervention, and probably much
more focused on single modality of treatments, so we're not
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offering the family treatments that we used to offer.
We're not offering the psychological treatments that have a
strong evidence base.
There's a wealth of different approaches for what I
call "psychological, cognitive behavioural treatments",
inverted commas, we talk about psychotherapies, but it's
really quite a broad school to talk about all the different
evidence-based, particularly cognitive behavioural
therapies, for specific conditions that require trained
staff but also the capacity to be able to deliver this,
they're often not short-term treatments either. So, I
think we've deskilled what should be being provided in our
community mental health services because it's much more on
this risk/crisis model of care.
We also don't have the variety of the disciplines to
actually deliver that, so I think in terms of workforce
development, that's got to be a key aspect, that we train
and supervise our staff to make sure that they are capable
and have the competencies to deliver this sort of
treatment.
Q.
Having had an overview of the system for quite a
number of years and having worked in the mental health
system for many years, what's the level of your concern
about the unavailability of inpatient beds and the pressure
that places on the rest of the system?
A.
Look, that's probably the one thing - well, many
things keep me awake at night, but that's probably one of
the most concerning. And really, it's around, I suppose,
the stigma and the dilemma that we - collectively we, I
say - have accepted this situation in a way that would
never be acceptable in any other parts of health.
I firmly believe that, as I've been in mental health
for over 40 years now, that we should be providing the same
standard of health care in mental health as we would expect
in physical health.
Can I just add with that point, because I don't think
it's been touched upon today as yet: one of the areas that
again causes me enormous concern is the interplay between
poor physical health outcomes and mental health. We've got
a lot of evidence now, a lot of longitudinal data that
shows our mental health patients are dying, if they're men,
up to 15 years earlier than their counterparts. If it's
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female, up to 10 years.
Dare I say, the double jeopardy, if you're Aboriginal
or Torres Strait Islander person with a mental illness,
it's a double-whammy really. So, these are terrible
outcomes and we need to, again, get much better integration
between our mental health services and our physical health.
Because, when we look at the causes of this decrease
in life expectancy it's not, as we might think, that it's
due to our mental health patients committing suicide, it's
actually from the same illnesses that we all suffer from
which are treatable. So we have patients who are dying of
cancers because they're diagnosed late and would have been
treatable early on; we have them dying from cardiovascular
treatable conditions, diabetes. Again, late recognition,
late onset.
I use this sort of term that the Royal Australia and
New Zealand College have used about sort of diagnostic
shadowing, because I think it's a problem both in mental
health and physical health. I think in mental health the
mental health diagnosis can sort of overshadow the physical
diagnosis, so that we have staff who don't see it.
We also have problems with physical health services
about the different ways they need to engage people coming
from a mental health background, who may not be easily
engaged in the usual sort of model of care, so we have to
have more creative ways of managing this, but I think it's
a terrible dilemma that we have people dying so many years
earlier and it's really because of treatable physical
illness that we're not managing appropriately.
Q.
In relation to the forensic components of the system,
are there adequate facilities to provide treatment to
prisoners with serious mental illness problems?
A.
No, there are not, there certainly aren't. I probably
need to explain for people who don't understand the system,
that if you're a prisoner, obviously involuntarily
sentenced to prison, you can't receive mental health
treatment in a prison against your will.
So, to receive the sort of treatment, if you're
refusing treatments, you have to be transferred to our
forensic secure hospital called Thomas Embling, and you
become what's called a security patient. So, it means
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you're a prisoner under the Mental Health Act.
Our dilemmas with that are that we're in no way
meeting the demand. So, if we think it's bad in our acute
inpatient units in health services where we have delays of
24-hours, for in some cases in our prisons, prisoners can
wait up to three months before they're - so they're
untreated. These are usually people who are severely
unwell, people who are suffering conditions like psychosis,
so they're very, very unwell.
So they arrive, if they eventually get to Thomas
Embling after having had three months without any
treatment, or even more concerning I suppose is that
sometimes the prisoners are reaching the end of their
sentence, so they're being released from prison and because
they're so unwell they're being put on an assessment
order under the Mental Health Act and they're sent to
whichever is their closest hospital.
I'm sure Dr Ruth Vine would have comments to say about
that because her hospitals are geographically located to
some of our prisons so that's more likely to happen. So
we're expecting then our acute mental health services to
take these people who are ex-prisoners who should have been
treated early on during their prison stay but are ending up
on their doorstep through the emergency department with
three months or more of untreated serious mental illness.
So obviously very hard to treat when we're getting them so
late in the situation and this is something we could so
easily do differently.
Q.
We could so easily do differently, by doing what?
A.
Having access to beds. I think, to have the same
expectation that we have for someone who's in the
community, we don't expect them to wait three months if
they're severely unwell because they can't get access to a
bed, although they do sometimes wait 24 hours which is
terrible. But we should have that same expectation for
prisoners in our community; they should be able to get
ready access when they require.
So, they do get access to treatment in prisons when
they accept treatment, and we have a robust forensic system
of in-reach into prisons but it's really at the pointy end
when they need inpatient psychiatric care that we really
struggle.
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Q.
Dr Coventry, we've asked you some questions about how
the system has got to the point at which it now exists, and
you've said that:
"One of the factors is that growth in
demand has increased at an unexpected
rate."
Has that led to higher thresholds for consumers
seeking access to services?
A.
Look, I certainly think it has. The way that people
are managing this high demand is really, instead of triage
being, as we heard earlier this morning, it should be no
wrong door approach, so if someone makes contact with a
triage service we work out what we need to do. Instead,
it's really trying to work out, I think, how this can be
someone else's problem because we just have no capacity to
manage this. So, the bar is getting higher and higher.
It concerns me that we have not a consistent approach
across our mental health service. So, I'll give you two
examples, and I should say, I'm coming as a child and
adolescent subspecialty psychiatrist as well in my role as
Chief Psychiatrist.
So, we have conditions, as we heard from our previous
witness, eating disorders such as anorexia nervosa, and
what we call pervasive developmental disorders which really
covers a group of disorders but includes autism spectrum
disorder. Child and youth services would regard those two
types of problems as being their core business and would
have staff that are very skilled in diagnosing and
assisting families and young people with those sort of
conditions.
However, once they turn 18 and move into the adult
service, autism would be regarded as a disability and would
not be seen as core business of the adult community mental
health service, nor would they necessarily have clinical
staff who are well trained and experienced to manage this.
Similarly with eating disorders: while we have a few
inpatient - state-wide inpatient beds and regional beds for
inpatient eating disorders, the majority in the community
are managed in private community services, such as private
psychologists under the Medicare arrangement.
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So this is really concerning that we have these
discontinuities, particularly with these conditions which
aren't episodic in the way that other conditions might be
and eating disorders may need treatment over a number
of years. Autism obviously will need treatment over
many years or the lifetime to assist.
So it's concerning that we have these discontinuities,
I think, in the level of care we provide which is very
difficult to explain to consumers and their families why
they were eligible.
I even have an aversion to the term "eligibility",
which sounds incredibly restrictive, that people are being
told "you're not eligible for our service" or "you're not
sick enough to need our service", when we should be really
aspiring to our rhetoric, which is, early in life, early in
illness and early in episode. We know the best outcomes
are from prevention, early intervention, so to actually set
up these barriers and say that someone's not sick enough to
get our service is a terrible blight, I think, on how we
offer.
Q.
Dr Coventry, we've heard that quite a bit from
consumers who have said that's what they're told and I
gather you as the Chief Psychiatrist agree that that is a
refrain that's often heard in the system, that people are
not sick enough?
A.
Yes. Look, we hear this in various ways. One of the
extreme examples, just getting back to eating disorders,
is, "You haven't lost enough weight to be really so
dangerously unwell", when all of our research shows that
the earlier you can treat a disorder like anorexia nervosa,
the better outcome.
So it's terrible to hear that someone, when they make
that attempt - and we also need to remember, it takes an
enormous amount of courage for either consumers or their
carers to actually contact a triage. Not only is it
difficult to navigate your way through our system, to
actually have that capacity to make that first contact is
often very, very challenging, so it's an opportunity really
and we're wasting that opportunity if we don't provide that
sort of response.
Q.

We've asked you, as I said before, about how the
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system has got to where it is now, and one of the things
you have said is that:
"The funding system is unresponsive to
demand."
What do you mean by that?
A.
It's quite challenging to explain our strange system
of funding. I think perhaps my colleague, Dr Ruth Vine,
did a good job when she was talking about the block
funding. So, we're not funded against what we call
activity funding, it's block funding.
We're also sort of cross-supporting services when we
have our expensive inpatient services that aren't funded at
the actual real cost, so it means there's diversion of
funds from our community, which paradoxically makes the
problem even worse because it means that we're not managing
and helping people at the right stage in the community that
might actually prevent them needing to access the acute
pointy end of inpatient care.
So that's what I was meaning, that we don't have that
capacity and I think we've got to be looking across the
whole system. So that would be my plea to the
Commissioners in terms of recommendations, that we need to
see this hopefully as a much better integrated system and
we need to be supporting both community and inpatient care
because they go hand-in-glove, I think.
Q.

Thank you.

You've also said that:

"Planning and demand forecasting mechanisms
are not able to access information required
to deliver targeted capital and workforce
infrastructure investment."
When you talk about "planning and demand forecasting
mechanisms", what do you mean?
A.
Well, look, I'll give a practical example.
Unfortunately, we sometimes get stuck in sort of historical
arrangements in mental health that don't necessarily
reflect the current demographics.
So, you've heard quite a bit this morning, I think,
about some of the bed blockages and when people are in
emergency departments for unreasonable lengths of time.
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When I look at how this gets mapped across the state, the
sort of hot spot areas are all the areas in growth
corridors where clearly the demand for services,
particularly inpatient bed access, hasn't been matched by
the actual number of beds. So we're stuck in the
historical perspective of the beds that might have been
adequate for a different period a decade or more ago, but
clearly are not adequate for what we now know about the
growth corridors and the mix of people coming in, and the
families and the age demographics.
So, that's what I was meaning, that we're not sort of
scanning the horizon to be aware of these hot spots where
we could actually anticipate, if we don't invest, we're
actually going to have a problem because the beds stock and
the other services don't match the demographics and the
population.
Q.
Yes. We've asked you about what you think are the
most critical of the unmet needs and I think you've
mentioned some of them already. In your statement you
mention:
"Unmet needs for children and young people
living with dual disability."
Can you say a little bit about that?
A.
Yes, I was alluding to that before. So, dual
disability, these are somewhat confusing terms. But we
talk about dual diagnosis, dual disability. Dual diagnosis
means patients/consumers who have a substance use problem
as well as a mental health problem.
Dual disability is talking about the group I was
mentioning before, the consumers or young people who have a
mental illness and also have a coexisting disability, so it
may be an intellectual disability, it may be a disability
like autism, spectrum disorder, which is what we call again
a confusing name, pervasive developmental disorder.
So my concern with that particular group, both
children and adults who have that diagnosis of autism, is
that at times they absolutely need to be able to access
inpatient assessment; that we know that there are
significant other mental illnesses that could be comorbid coexist with conditions like autism.
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However, what can often happen is that the community
service, and particularly accommodation, is stretched
beyond their capacity to cope or it may be a young person
and their family where the family are stretched beyond
their capacity to cope.
So what can sometimes happen is that there's a crisis,
but it's really a crisis on a sort of chronic deterioration
really, so it's not necessarily an acute crisis. Usually
coming to the emergency department, sometimes after hours,
the person gets admitted to hospital, and I'd say our
inpatient services can be very good at doing reasonably
quick assessments to see if there's a coexisting other
mental illness that needs a different sort of treatment.
But what can happen in reality is, these people have
no exit plan to be discharged because there's no
accommodation. And, even with the best will in the world,
an acute inpatient unit is not the best environment to try
and manage and help people. In fact, in some cases it
probably makes their behaviour worse with the sort of
approach and the mix of patients.
The sort of situations I get involved with as Chief
Psychiatrist is then trying to work out some way of joining
up the dots and getting an exit plan, and usually it's
around providing stable accommodation or a non-government
agency that will be able to care and working out the
funding mechanism to assist that. Sometimes we use MACNI,
the Multiple and Complex Needs Initiative as well.
Unfortunately, even with the best will in the word, it
usually takes me weeks-to-months to get an outcome, in
which case I'm also seeing some deterioration. I think
there's a degree of complacency, that obviously for these
very vulnerable people, no-one would want them to be
homeless, no-one wants them to get involved with the
criminal justice system, so people do everything to avoid
that. That sometimes means they're then occupying an acute
inpatient bed when that's not really what they need or it
might actually be making their behaviour deteriorate, if
that makes sense.
I get very concerned about the fact that we don't have
the right mix of services for this particular vulnerable
group, both as children and adolescents and as adults,
inappropriately having them in our acute inpatient units
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and then we don't seem to have good mechanisms to actually
be able to discharge them safely into a wrap-around service
with the appropriate level of accommodation and service
input.
Q.
In asking you about the key drivers of unmet need you
said this:
"Overall insufficient acute beds and
community treatment capacity which can
provide evidence-based psychological
interventions and intensive support are the
key system drivers of unmet need."
You go on to say that:
"Substantial investment is required in
these areas to resolve demand pressures."
What is the scale of investment that's required, if
you can describe it?
A.
Look, I'll try. I'll go to the pointy end about the
beds. It's not easy to actually think what this is or what
the number is, because I think we need to rethink our mix
of beds: so I'm not just talking about acute beds, I think
we need acute and subacute because we will use our beds
differently depending on what else is available. This is
why sometimes the comparisons with other state
jurisdictions is a bit confusing because they don't
necessarily have the same mix of beds.
I think we need to be looking at our models of care,
our subacute bed mix, and our acute, and how we're using
both of those. As an example, thinking about the PARCs
that you've heard about today.
We need to be thinking that the subacute services can
be both step-up and step-down. We shouldn't only be using
them as a step-down from our acute inpatient units as a way
of managing the beds, they should actually be a step-up,
and one would hope we'd be able to help people much earlier
in their stage of episode and illness where they don't
necessarily need the intensity of an acute inpatient unit,
and we've heard that some of our consumers would far prefer
to be admitted to a PARC than an acute inpatient unit.
So, I think it needs considerable investment to try
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and have sufficient stock that we can actually provide
ready access, that we can get to an occupancy rate
somewhere around the 80-85 per cent with the flexibility,
and that we need to fund those inpatient services so
they're not stealing money from the community mental health
services. I think that will then drive a different model
of care so that we can start to do much more early
intervention, early in episode community care which one
could hypothesise would hopefully diminish to some extent
the need for acute care, that we would actually be able to
treat people earlier in the community in their stage of
illness.
So I think there would be a flow-on. I think then we
would also have the capacity to offer a variety of
different sorts of interventions. One of the things we
don't want to do is, we don't want to be a mental health
specialist service that only provides what we call
pharmacotherapy or medication, we need to provide a whole
variety, and there's an enormous wealth of evidence-based
interventions, as we were hearing earlier, if we think
about different psychotherapies for conditions like
personality disorder or trauma. We've got a wealth of
treatment that we should be offering in the community to
people who are experiencing those sorts of disorders.
So, I think there needs to be considerable investment
but it's not just investment, it really needs - like, it
shouldn't be more of the same, in other words. While I
think our bed stock is inadequate, I would certainly
suggest we need to look at the mix of bed stock and have a
variety and really seriously consider the mix of subacute
and acute beds, and also then look at our model of care
that we have in the community that we can do much better
and differently.
Then I'd also like to look at integration between
physical health and mental health so that we don't have
this problem of our patients with physical illness not
getting diagnosed and treated.
Q.
And so, when you say in the context of answering our
question about how the Royal Commission could make more
than incremental change, you say that:
"The specialist mental health system needs
to be rebuilt and it will take time and,
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once the core system elements have been
stabilised and strengthened, then there is
enormous scope for reform."
Is that what you mean when you talk about stabilising
the core elements?
A.
Yes, look, I do, and it's interesting thinking about
the other speakers and the other witnesses and the
questions asking about, are we talking about incremental,
are we talking about transformational change, and I think
it's actually both.
Clearly, even if we had huge investment tomorrow, to
actually create extra beds takes a long period of time to
actually get that. But we shouldn't think we will be
complacent over that time without looking at models of
care.
So, I think there's a lot of work we need to be doing.
I guess what I see as being incremental and
transformational, we need to sort of not throw the baby out
with the bath water, and remember, we still have a
responsibility to be assisting vulnerable consumers while
we rethink this, so we can't stop providing care and
compassion and treatment for people while we redesign.
I think it's transformational in the sense that I
think there's much more we can do about putting consumers
at the core of all our treatment decisions, and we have
done that to some extent. But that's the big
transformational change for me, to actually do that in
partnership and really do it in a - talking this morning
about power and power inequalities - I think to actually do
that with sharing of power and I think that will actually
guide us with the advice from consumers and carers to new
models.
So, I think it's got to be incremental or
transformational, and we need to think about the whole of
the system, not just one aspect of the system. I'm
probably not quite answering your question, I'm sorry.
Q.
That's alright. Is it right then that in your view
the system can't be transformed or improved without dealing
with the inadequacy of beds problem?
A.
I think that's the foundation but I don't think that's
the only thing.
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Q.
No.
A.
So for me that would be absolutely the foundation, to
look at beds, both acute and forensic beds and subacute
beds as a foundation. But the other aspects that go on
with this, I think we need to absolutely look at our
workforce and our workforce capabilities, because it would
be ludicrous to open up more capacity with inpatient beds
if we can't staff it. We know there are dilemmas with our
current workforce, it's an ageing workforce, so we need to
be anticipating, succession planning.
We need to think about the mix of the workforce. We
know across health generally people are struggling with
insufficient numbers of trained nursing staff, for example.
So, I think we need to consider a mix of disciplines, the
model that we want to have, and also the competencies and
capacity.
I think probably over my career I've seen that we've
perhaps deskilled our workforce to some extent by needing
to focus on a crisis model of care, so I think some of the
core capacities and competencies that our staff had maybe a
generation ago we've actually lost to some extent, so we
need to have a workforce that's well and truly well
trained.
I think we also need to see - this is a specialist
skill. It's a bit like, you know, you don't send a nurse
to a coronary care unit and think they're going to be a
coronary care expert. It takes years and years to develop
that and they need appropriate training and professional
development and supervision and on-the-job mentoring,
et cetera. That's what we need to do for our mental health
workforce, I think, and we need again to be making sure
that - hopefully the Royal Commission will be an
opportunity - that this is the best time ever to be
thinking about a career in mental health and we will
support people through this as a career so that they
develop the right skill mix that we expect.
Q.
Can I go back to a more particular question and that
is about triage, changing topics for a moment?
A.
Yes.
Q.
You've explained that triage services are managed on
an area basis and so what is in place in any particular
.08/07/2019 (5)
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area will vary with the demographics and so on. We've
asked you about some of the constraints on triage services
recognising that they are different in different places.
You have said, among other things, that:
"Demand for triage services is resulting in
extremely long wait times and high
abandoned call rates. Feedback from health
services, consumers, carers, emergency
services and referral services is that
there are often long waits."
And that your office itself often experiences long
wait times. When you say "long", what do you mean?
A.
Well, very long; hours in some cases. This is
particularly a challenge I think for after hours, as I was
explaining before, where the telephone triage function may
also - in fact many times - is managed and organised
through the CAT Team or the ECATT team who are the
clinicians providing emergency assessments in the emergency
department of a hospital.
So, I think it's incredibly problematic, when people
are trying to juggle these dual tasks that they need to do,
and it's easy to see why the telephone triage task will be
given a lower priority than the patient/consumer that's
actually in the emergency department. So, I think that's a
problem.
I think the system sometimes gets overloaded. From my
experience ringing triage services where they may not have
the capacity to take a number of calls simultaneously, so
the calls just drop out. So, I hear that from consumers
and their families saying they give up because they've
tried a few times and the call just can't get through; or
there's a recorded message and they don't feel comfortable
leaving a contact number on a recorded message, they want
to speak to a real live clinician. So, I think that's a
problem in terms of the demand.
It's done a bit differently across the age spectrum.
So, aged/mental health tend to do their own triage; to some
extent the child and youth will do their own triage in a
different way, so there are different models that you need
to do.
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Ideally, one would like triage workers to have the
right amount of time to be getting the assessment that they
need to be able to do over the telephone to work out what
is the best outcome. And to make sure that anyone ringing
triage feels listened to and supported and, if it wasn't
the right door - but we should say there is no wrong door but if it wasn't the appropriate door, that they get
assisted into accessing what would be the most appropriate
service.
Q.
The things you've been describing in the last few
moments are prefaced with your statement that ideally
that's what you would like. Can we infer, from what you've
just said, that that's not what's happening by and large?
A.
I don't think that's what's happening, and I know
triage telephone services are being overloaded because I
need to ring them at times in my work, in hours and
sometimes after hours, and it's very challenging and
sometimes I need to escalate when I need to speak to
somebody after hours because I can't be on the phone for an
hour or longer waiting for a call. But I do understand
that the person who's actually taking on that task is
actually trying to juggle two diverse tasks really and how
they prioritise.
Q.

You've said that:
"Some individuals may be appropriately
triaged but they're not accepted into the
services to whom they're referred by
triage."

So, what's the disconnect that's going on there?
A.
I think it's, again, part of our dilemma about demand
management, so that, basically we're putting the bar up to
let as few people in, because we know the mental health
services are so overwhelmed they're not able to cope, so
this is really giving people the wrong messages to people
who ring in.
They're being referred to services that may not have
the expertise to manage. So, we're sometimes referring
people to primary care, where it's been primary care that's
actually referred them to the specialist service, so
they're bouncing back. And primary care, without some
in-reach from the specialist mental health service, doesn't
have the expertise to be able to manage that sort of
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person.
At other times we're referring people to other
services and, because it's a telephone triage, we don't
actually facilitate that referral process. We could do
that much better because I think that is our
responsibility. If it wasn't the right door that they
entered, we need to really assist the person to be able to
access more appropriate services and we should actually be
doing that referral process, not expecting our consumers
and carers to do that; which again takes time, but I think
that's what our role should be at triage.
Q.
In relation to people who need to speak to someone
through an interpreter, what services are available for
telephone triage, do you know?
A.
It's pretty poor, in my experience. In having tried
to use that myself in my clinical role, it's incredibly
challenging to have a telephone interpreter service with
someone who's on the telephone; an interpreter service
where the interpreter may not necessarily have any
expertise about mental health and the language. There can
also be other cultural issues about the appropriateness of
the particular interpreter that's being used because of
their cultural issues.
So, I think that's poor generally, I wouldn't say just
with triage. I think our use of appropriate interpreter
services across our whole mental health system is not
ideal. We're not funding that appropriately and we're not
encouraging people to use that when they really need to, so
it means that sometimes our consumers or their carers are
acting as interpreters and that's not appropriate. We
shouldn't have family members acting as interpreters.
Q.
You pointed out that other jurisdictions, apart from
Western Australia, have a single point of contact for
triage. Do you think that's something we should have in
Victoria?
A.
I don't probably know enough information about that.
We have changed our triage system, so many services have a
sort of 1800 number.
However, what we don't want to do is to have a whole
series of triages, and I think that can be the case when
you have a totally centralised number that takes some
preliminary information then refers you onto another
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process, and we hear from our consumers and carers, the
most frustrating experience they have is having to tell
their story over and over and over again.
I think, whatever triage service, we should assist
them to do the job they have to do rather than actually
refer on to anybody else. So, regarding having a
state-wide triage, I probably just don't know enough
information, and I would struggle to see how in reality
that's not just putting another layer of triage that would
be challenging, I think, for our consumers and carers.
Q.
Just a couple more questions. We've asked you about
the data analysis capacity that your office has and you've
said the office collects a range of data that could be
usefully analysed and interpreted.
But we gather, from what you've said, that you don't
have sufficient capacity to do that. Is that right and
what additional resources would you like?
A.
Resources are improving, but one can always have more
capacity, and I think our responsibility is to get
meaningful data and then analyse that in partnership with
services and give that back to services, because the data
is really for the purpose of driving service improvement,
quality and change.
So, having said that, we do have a much better data
collection system than we had when I first came into the
department, but it probably needs some tweaking. We would
like to be able to make sure that people can enter the data
in as efficient a way as possible from the field.
We partner with organisations like VAHI; this is the
Victorian Agency for Health Information who publish now, in
collaboration with us, what's called Inspire Mental Health
Report, where we select a number of the areas of data and
KPIs that we collect, or they collect, and publish the
variance data so that people can actually look at this and
do benchmark comparisons and actually have their services
named. This is really important I think to drive change.
I think there's lots more we could be doing, there's
no point collecting this sort of data without analysing and
giving it back. So, while I've got some increasing
capacity in my service to do that, I think it's probably
been a shortfall generally, but I'm pleased that we've
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addressed it to some extent through partnership with VAHI.
Q.
Can I just go back to quite early in your statement
where you were describing your role, and you said your role
is to:
"Intervene at a system level through
promotion through cultural and clinical
practice improvement."
And you:
"Operate as a resource for the specialist
mental health system to drive continuous
improvement and embed the principles of the
Act."
Given the pressures on the system that we've been
talking about this afternoon, how difficult is it for your
office to drive continuous improvement and embed the
principles of the Act?
A.
Quite challenging, I have to say. One of the
challenges really is Victoria's geography and having the
resources. So, I really try and do this engagement at a
number of different levels. At the most basic level it's
actually being visible and going out to services; not
sitting at the department's ivory tower, we've actually got
to be actively engaging with services, and that means
actually going out to visit.
So, we do a lot of visits and at the moment I've got a
rolling program to do visits to Aged Mental Health Services
and also to services that provide ECT, electroconvulsive
treatment. But we would like to do much more if I had the
resources; it's very time-intense but incredibly valuable
to do that.
So, I have the sort of pointy end of my role where I
can give directions and instructions and Chief Psychiatrist
guidelines, but to actually drive service improvement it's
got to be much more than just publishing a document that
you hope people actually read at the end of the day.
You've actually got to be seeing how people are complying
with it, what are the barriers to doing that, what's the
training needs that are required, what's the feedback that
we're getting?
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So, it's got to be a really comprehensive suite of
different ways with engaging with the service to make sure
that, you know, I'm fulfilling my function, which is to
drive safety and quality improvement at the broader systems
level, as well as using some of the specific instances to
do a much more detailed analysis to see if, from an
individual situation, we can get some learnings as well and
making sure that gets disseminated widely.
I do this to an extent with my annual report, which is
a requirement under the Mental Health Act, to try and give
some transparency to the work that my office does and
provide some of the data, so it's a summary of the lot of
the activity that we do, but with more resources obviously
one could do this in a much more robust way.
Q.
Understanding you do a lot of visits and engage in a
lot of activities, focusing rather on the features that
exist in the system that you yourself can't change, are
there problems in the system that mean it's really, really
difficult to drive change and improvement?
A.
There are lots of challenges, and one of the
challenges can be having really experienced staff to be
taking on leadership roles. We have leaders who, you're
hearing, are very stressed at the sort of work we're
expecting to do around a crisis model. I think anyone
going to an inpatient unit, if you were responsible for
running that and having to work out who is your least
unwell person to discharge, is incredibly stressful. So,
I'm worried that we're burning out our leaders and we don't
have enough people in terms of succession planning.
We're also probably not training them for the sort of
skill set that they need to have to take on these tough
roles as leaders and how to make that better, and also, how
to actually have a really robust quality and safety
framework that people can use, despite the pressures of
their work.
So that's a concern when we see there are gaps in
particular disciplines. Sometimes this can be around
senior medical staff, particularly outside Metropolitan
Melbourne where we can struggle, when someone leaves, to
actually have a suitable person to step in and replace.
And, at times my office has actually needed to help out as
an interim to provide some stability whilst some
recruitment happens. So, that's probably one of the
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biggest challenges.
I think the other challenge
provide more robust teaching and
as we expect them to do more and
we've got to make sure they have
actually do this.

I guess the other thing I try to do in my work is sort
of model the importance of having the consumer and the
carer at the centre of everything we do. So, when I do
visits, when I do investigations, when I set up Chief
Psychiatrist committees, we always have consumers and
carers with lived experience and we will model that to the
services to say that's what we expect services to be doing
as well.
MS NICHOLS:
Thank you, Dr Coventry.
Commissioners have questions?

Chair, do the

CHAIR:
Q.
I just have a number, please. Dr Coventry,
thank you very much for your comprehensive overview. We've
heard a lot about some of the pressures on the system that
are, in your words, compromising the quality of care that
sometimes can be covered and the impact that has.
I guess I'm drawn to a point in your witness statement
where you talk about planning, policy and service
development. So, obviously anticipating, planning for,
doing the modelling about what the level of need is
et cetera.
I note in your statement you say that these are
functions that are separate to your office and are
undertaken elsewhere in the department. Can you just
confirm where else in the department the planning, policy
and service development occurs and, for example, who has
responsibility for developing a capital management plan for
mental health?
A.
I actually wish I could answer that question. The
department's a very complex organisation. So, I'm part of
the Mental Health Branch, so I bring the clinical expertise
and the clinical knowledge to the Mental Health Branch.
But there's another part of the department which I'm
not involved with which looks at the sort of
epidemiological study, looks at the demographics, and I
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would have to say I'm not sure how much mental health is
actually configured in that; I think they take a much
broader general health perspective. So, I think that it's
important that we should be using that sort of data and
considering how it's relevant for mental health and mental
health planning to try and see where the future development
needs to be.
So, I'd have to say on a sort of daily basis, while I
feel I contribute the clinical perspective to inform that
through the Mental Health Branch, outside of the Mental
Health Branch I'm not involved in that sort of planning.
Q.
Thank you. For example, we've also heard about the
importance for people, if they do require inpatient care,
consumers have talked to us about the physical design of
those; collocating, shared accommodation, and certainly
some of the observations about the standard of
infrastructure is pretty minimal in terms of what we've
been hearing.
When you do your reviews and find shortfalls in terms
of practice that might be able to be possible and some of
that being limited by physical infrastructure, how do you
influence the design principles for our future mental
health infrastructure?
A.
What I tend to do in practice is give immediate
feedback, and sometimes that's involving a significant
piece of work. Sometimes it's not, sometimes it's just
creating an atmosphere that's much more welcoming and
inviting.
I'm often intrigued that people who work in an
environment that's substandard over time will accept that
as being the norm. And we come in with fresh eyes - and
particularly with my consumer and carer colleagues with
lived experience - to actually point out sometimes very
simple things that could be done to make the environment,
right from the first point of entrance, more effective.
So that's what I would do on-the-spot. I'd also
follow that up with services, in some cases directly with
their leaders and in some cases with the CEO to actually
say, this is a very important priority that needs to be
addressed.
In terms of your second part of the question which is
.08/07/2019 (5)
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around sort of future planning and design: that's pretty
fluid, I'd have to say, because I don't think we have
necessarily the perfect ideal design sort of structure that
we want to do.
What I will get involved with is when services
themselves might be coming up with a particular proposal to
provide some oversight to look at whether that looks like
it's sensible, whether it's safe, whether it's practical,
whether it would still meet the requirements under the
Mental Health Act in terms of space.
So, I guess that's not trying to micromanage that, but
also to be thinking at the end of the day, while we have to
manage level of risk, we need to make services that are
warm and welcoming to, not only the consumers, but their
family and friends who come to visit. And I think as much
as possible trying also to have services going out to visit
other services to see examples of really good practice and
good standards.
As I say, sometimes I think people have blind spots
and accept something that really shouldn't be tolerated,
sometimes because they have never worked in a different
sort of service.
Q.
And one final point, Dr Coventry. In your statement
you talked about the fact that you don't have jurisdiction
over private mental health services. But we've heard many
examples whereby consumers move between the public and the
private system.
How is the oversight function that you have and the
requirement to drive continuous improvement compromised by
your inability to look at those transition points?
A.
I'm assuming you're talking about when we've actually
had people that have needed to access beds in the private
sector?
Q.
Or when someone's moved out of a private facility into
a public system or the other way round, and you don't have
an opportunity to look at the continuity of care or the
handover, for example?
A.
Sure. What I try to do at a systematic level is link
in the department with my colleagues, who have the
responsibility of oversight for private hospitals, to talk
about what we do in the public sector, the sort of levels
.08/07/2019 (5)
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of governance, how we go about investigations of serious
incidents, to sort of give them a model of how they can
improve safety and quality.
We have to remember that the system in private
hospitals is very, very different to the system in public
mental health services. So, my line of authority in public
mental health services is with the clinical lead who's the
authorised psychiatrist under the Act, so I have certain
powers that lead up or devolve through that person.
Private hospitals function in a very different sort of
manner, so that sort of model wouldn't work in that sort of
environment.
So, I think it's something that's worth obviously
thinking about, and it was a change in the previous Mental
Health Act where I had jurisdiction over ECT, for example
in private hospitals, which isn't the case now.
So, I don't
trouble me, when
that I should be
the same quality
CHAIR:

Thank you.

MS NICHOLS:
CHAIR:

have an easy solution to that, but it does
people move, about the level of oversight
able to provide to ensure that they get
of care regardless of where they might be.

May Dr Coventry be excused?

Yes, thank you.

MS NICHOLS:

That concludes the evidence for today.

AT 4.05PM THE COMMISSION WAS ADJOURNED TO
TUESDAY, 9 JULY 2019 AT 10.00AM
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MS NICHOLS:
Good morning, Commissioners. The first
witness this morning is Dr Caroline Johnson who's been a GP
in Surrey Hills for a number of years. Dr Johnson has a
particular interest in mental health and has also been
involved in training general practitioner registrars in
mental health.
The next witness is Dr Sika Turner who is a clinical
psychologist who works in a publically funded service
attached to Monash Health that receives referrals mostly
from the emergency department and from triage.
The next witness after that is Dr Gail Bradley who's
held very senior management and leadership responsibilities
in area and mental health services.
We will hear from Janet Butler who is a mother whose
son at the age of 22 developed severe mental illness issues
and spent time in and out of hospital. She will speak
about the devastating impact of mental illness on their
whole family and with their engagement with the system
which she describes as severely lacking.
Dr Paul Denborough is the final witness and he's the
head of the Child and Young Person's Mental Health Service
at Alfred Health and also Headspace Alfred.
I call Dr Caroline Johnson.
<CAROLINE LOUISE JOHNSON, sworn and examined:

[10.03am]

MS NICHOLS:
Q.
Dr Johnson, have you prepared a
statement, with the assistance of the Royal Commission,
that addresses the questions we've asked you to answer?
A.
Yes, I have.
Q.
I tender the statement. [WIT.0001.0019.0001]
Dr Johnson, are you a general practitioner?
A.
Yes, I am?
Q.
A.

Have you practised in Surrey Hills from about 1997?
That's correct.

Q.
A.

Have you been a GP since 1993?
Yes.

Q.

Have you lived in Surrey Hills for most of your life?
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A.

Yes, I have.

Q.
Did you complete your PhD in primary mental health
care?
A.
That's right.
Q.
What was the subject of your PhD thesis?
A.
I looked at the experience of GPs, patients and carers
in monitoring depression in the general practice setting.
Q.
Do you have a particular interest in mental health in
general practice?
A.
Yes, I do.
Q.
Are you a member of various committees and advisory
groups?
A.
That's correct.
Q.
What work did you do in relation to the Medicare
benefits schedule and its application to mental health in
general practice?
A.
So, I was lucky enough to be a GP representative on
two committees: one was looking at the MBS item numbers for
psychiatry, so I was one of two GPs giving the GP
perspective there. And I was also the only GP on the
mental health reference group which was looking at the
funding of allied mental health and the GP mental health
item numbers.
Q.
I see, I'll ask you a bit about that in a while. Are
you also involved in the education of general practitioners
in mental health?
A.
Yes, I am.
Q.
Have you been involved in the development of the Royal
Australasian College of GPs mental health curriculum?
A.
Yes, I have in the past done that.
Q.
Are you still involved in teaching GP registrars about
mental health?
A.
Yes, indeed.
Q.
What level of competency is a GP expected to have in
mental health according to the curriculum?
A.
So, GPs are meant to be able to recognise the risk
factors for someone developing mental illness and certainly
some of the early symptoms. They're also meant to be able
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to diagnosis specific mental illnesses and also engage in
the treatment, or at least appropriate referral for those
conditions. They're also trained in understanding these
health conditions from a bio psycho-social perspective, so
they're meant to understand the social determinants of
health and the population health issues around mental
health as well.
Q.
Most of your exposure in terms of education has been
to training registrars. Can you say, do GPs do continuing
professional education in mental health?
A.
They do. In fact, we know that since the Better
Access initiative came in and GPs were encouraged to do
mental health, that well over 85 per cent have done formal
training in mental health, and now for many it's integrated
into their general practice training when they're preparing
for fellowship.
Q.
Are there any surveys or other benchmarks that measure
the competency of general practitioners in mental health?
A.
Like most CPD for professionals, they're not so much
measuring their competence, a lot of it is about behaviours
and attitudes and skills, but we certainly have a lot of
data that shows that they're doing a lot of work in that
area.
Q.
The Australian Institute of Health and Welfare has
data that indicates that GPs are most often people's first
port of call in dealing with the mental health system.
You've described GPs as both gatekeepers and stewards of a
system that, at times, has to be rationed. Can you say
what you mean by "GPs in their role as stewards" and what
it is that's being rationed?
A.
We are certainly trying to use the word "steward" more
in my advocacy work because I find people see gatekeepers
as a barrier. They often say, you have to go to the GP
just to get a referral and I think that really dumbs down
the notion of what a GP is capable of if the system's
working well.
On the other hand, we know that since Better Access
was introduced the help seeking has increased significantly
and we can see that in the national mental health surveys,
that more and more people are seeking help and certainly
their access to psychologists has improved a lot. What
that means is there's concerns about the cost of those
services and so there's been a lot of conversation around
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things like stepped care models, introducing interventions
that are less expensive but equally effective. So, for
example, online interventions, although that's not the only
example.
And so, when a patient comes in to see a GP and we
recognise they have a mental health problem, if they see us
as the gatekeeper it will be pretty much, I've been told I
have to get a plan and I need to go on and see a
psychologist, whereas I see our role as more letting them
know that there are other interventions that might be
appropriate, that might be more cost-effective, but of
course at the end of the day it's very much dependent on
what the patient's wishes are and so there's often a
negotiation about that and I think that's entirely
appropriate and the GP is well placed to do it because of
course we don't profit in any way from the pathway that we
choose.
Q.
I might ask you to try and slow down a little for the
transcript writer. What is the Better Access framework,
briefly?
A.
So, the Better Access framework is meant to be a
structured system of care for people who have a diagnosable
mental illness using ICD 10 criteria and it enables the GP
to do a mental health treatment plan with the patient's
consent, which is more than just making a diagnosis, it's a
more holistic assessment including things like providing
psycho-education, providing crisis planning, making sure
that there are family members or other significant others
who can support the person, but it also allows access to
more psychological services that are funded through
Medicare.
Q.
I'll ask you about that shortly, but is it necessary
for a person to have a plan under that framework in
order to get access to certain services?
A.
That's right.
Q.
You've said in your statement that one of the things
that general practitioners can do for a patient is that
they can be focused on early intervention in mental health.
Can you say something about what that looks like on an
individual patient basis?
A.
Well, it's so varied at an individual level. Often
it's more about just checking the wellbeing of families as
they come to care for other things. So, families bring
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children in for immunisation or with simple things like
coughs and colds, and I think an astute GP gets a good idea
of the wellbeing of the family generally and often is a
source of wisdom for families who are uncertain about
things like making choices about schooling and childcare
and all kinds of things that you wouldn't think necessarily
fit into the health realm.
At the time GPs might then notice families who are
struggling so they can make some sensible suggestions based
on the experience they have of seeing many people who have
had similar adversity and coped. But then they also have
the opportunity, if they see someone developing clear signs
of mental illness, they might offer some very simple
strategies, for example things like teaching patients about
mindfulness, relaxation strategies; if they're anxious is
one example.
And then setting in place a system of monitoring
because of that notion of continuity of care that a family
doctor can provide, keeping an eye on someone and making
sure that things aren't progressing early rather than
waiting until someone reaches a crisis.
Q.
You mentioned a family doctor approach. Do you have a
view about the extent to which Australians are seeing their
GPs as family doctors who provide continuity of care, or
whether the trend is more to seeing GPs episodically and at
different places in different times?
A.
Look, I certainly think in the more than 20 years I've
been a GP, I think the notion of continuity of care hasn't
been as strong as it was when I was a young GP. So, when I
was a young GP practices were smaller and often provided
24-hour care. That's obviously changed and I might say for
good reason because it wasn't necessarily healthy for
people to be on-call 24/7.
But with the larger group practices and the greater
mobility of the population, it's harder to maintain
continuity of care. I don't think that means it's not
beneficial I just think it's harder, and there aren't many
incentives to encourage people to keep going to the same
practice. Although we do know that probably 85 per cent of
people would identify with one practice as being their main
practice.
Q.

Thank you.
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basis for then asking you some later questions about the
way that GPs manage patients with mental health issues. At
the Surrey Hills Clinic, do you see patients with a range
of different mental health issues with differing complexity
and severity?
A.
Yes, I do.
Q.
Can you give some examples of the types of issues that
you would treat?
A.
Well, certainly far and away the most common mental
illnesses as diagnosed would be depression and anxiety and
then various sub-types within that, so within anxiety
there's generalised anxiety, posttraumatic stress disorder,
et cetera, and within depression there's different types of
depression.
But I also see people who have more complex mental
illness, including diagnoses like bipolar disorder or
schizophrenia, and I also have large numbers of patients
who probably in the system would be classified as having
personality disorders, although I think that's not always
that helpful to frame it like that, because GPs, we really
work from what I call a dimensional perspective, so we see
people with symptoms who might not have yet crossed a
categorical diagnostic line as per ICD 10 or DSM, but we're
often in a position where we're not going to say, let's
wait until you cross this line before we provide you any
help.
So, in that sense labels are useful in some ways
because it informs the kind of treatment pathways, but
labels are less useful when you're dealing with the
individual because we often find that some labels work
better for some people, and also labels evolve over time as
an illness becomes more clear. So, trying to work with a
patient and help them understand that labels are useful but
they also have their limitations is part of that complex
work.
Q.
Can I just ask for an understanding at a general level
first about the other types of practitioners and services
to whom you will refer patients with mental illness issues?
A.
Well, there's a very broad range. Certainly the
commonest would be psychologists and psychiatrists, but I
also have some patients who see mental health social
workers or mental health OTs, they're a much smaller part
of that mental health workforce pool.
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I have to acknowledge, too, that many patients are
very resourceful in finding help in other ways, so some of
them will use online services, and some patients also
choose to get help outside what I would call the kind of
mainstream medical system: they might see alternative
health practitioners, they might use spiritual counsellors
or church groups, those kinds of things as well as the
medical system.
Q.
In relation to mental health social workers and mental
health occupational therapists, if you're referring a
patient to someone like that, where do you or they find
those people?
A.
Well, it's harder to find them; usually I find them by
word-of-mouth. So, someone for example has already been in
hospital and been recommended someone through the hospital
and then they're already seeing them and then they come and
say, "I'd like to keep seeing this person", so then I
usually try and find out who they are and what their
qualifications are, and if it's helping I then refer, and
if it's successful that increases the chance that I might
use them again in the future.
Q.
Can I ask you about access to private psychologists.
Firstly, from your perspective, reflecting on your own
patient group, how affordable do you think access to
private psychologists is for patients?
A.
Well, look, keeping in mind that I work in a fairly
well resourced suburb, I think for people who are working
psychology is a relatively affordable investment for their
mental health.
Sometimes patients don't see it that way, they see the
out-of-pocket costs as very expensive, so I try and
encourage them in framing it in the sense of the benefits
they get from that compared to other things they spend
their hard earned income on.
But I do think there's a large number of people, even
in my area, who can't afford the out-of-pocket gaps:
particularly young people or students or even people who
seemed quite well resourced, they might seem to come from a
fairly well off family, but because of the stigma they
choose not to tell anyone that they're seeking help and
they have to try and self fund and sometimes those people
don't have as much spare income as you might think.
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Q.
Even if you assume that the services are affordable,
are there a sufficient number of psychologists for patients
to be referred to?
A.
Well, certainly in my area I would say there's a
fantastic sufficiency of psychologists; it's more the issue
of finding the right psychologist for the right person.
There's a lot of variability in what psychologists offer.
It's not just a quality issue, it's a sort of an interest
and capability issue; it's also about a match. You know,
when you're trying to refer someone to talk about emotional
problems, sometimes it's also about the interpersonal
relationship, so that can take a bit of time to develop.
So it's not so much that there's not enough names on a
book to refer to, but it's more about getting the right
person for that individual.
Q.
What about access to private psychiatrists; what kinds
of patients would you be wanting to refer to a private
psychiatrist?
A.
Look, I tend to use private psychiatrists when I'm
unclear about the diagnosis and, as I instruct other GPs
who are in training, be very cautious about giving someone
a potentially serious diagnostic label like bipolar
disorder or schizophrenia unless you've got expert help,
whereas sometimes with conditions like depression and
anxiety the diagnosis is much clearer. Also if someone's
not responding to treatment, then I would use
psychiatrists.
I also have a group of patients who have really
complex long-term mental health problems. They're the
group that often fall into patients who have experienced
complex trauma, which I'm sure you'll hear about, and those
groups sometimes benefit from long-term psychotherapy and
that can often only be provided by a psychiatrist because
it often means an hour a week for 50 weeks of a year.
Unfortunately, it's getting much harder to find
psychiatrists who can do that kind of work but there's
definitely a need for that as well.
Q.
How affordable do you consider referrals to
psychiatrists to be, at least in your patient group?
A.
Well, I know very few psychiatrists who bulk bill but
I do know many psychiatrists who are happy to reduce their
fee by negotiation, so if they are looking after a patient
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for a long time, they will make a graded decision based on
the person's income of what's reasonable, but overall I
would say the affordability is not that great.
I certainly think, since we've had more access to
psychologists and psychiatrists through some of these
changes, I still have a large group of patients who just
see me because I'm willing to bulk bill them and they can't
get bulk billed services anywhere, and I'm quite happy to
do that but it does create a bit of a burden because I
wonder whether I'm providing the optimal service that they
could get if they saw someone with more specialised skills.
Q.
You mention in your statement the benefit of Medicare
benefit schedule item 291 which is the assessment and
management plan; what is that?
A.
Item 291 is an item number that the psychiatrist uses
whereby the GP refers a patient, saying we'd just like this
to be a one-off assessment. It's in the consultation
liaison model of psychiatry. So the psychiatrist will then
see the patient for one or maybe two visits and provide a
detailed report back to the GP.
I find that very useful because I'm in an area where
we're very well resourced with expert psychiatrists so I
use it quite often, and I have two or three psychiatrists
that I use for two or three different types of clinical
problems. But I'm very aware from my colleagues and from
the young doctors I train that accessing that service is
not as easy in other parts of Australia as it is for me in
Surrey Hills in Melbourne.
Q.
When you have mental health patients who are in a
crisis, where do you send them?
A.
It depends on the nature of the crisis. If it's
someone who I think is actively suicidal and at immediate
risk, I would normally involve the hospital's crisis team,
or occasionally if they've already been connected with one
of the local private hospitals, I might ring the private
hospitals and see if an urgent admission is possible, but
more commonly the state funded crisis services.
Q.
How do you get access to those? Do you mean the
telephone triage line or something different?
A.
Yeah, so you ring the CAT Team and you ask to speak to
someone. It's a tricky thing to do because usually you're
already running about an hour late, because the general
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practice is a busy environment, someone presents in a
crisis, assessing the crisis and giving them the time to
agree that that's an appropriate thing to do. And then to
get on the phone and wait another 15 or 20 minutes while
you've still got, you know, all the pressures building up
in the waiting room, it's quite a difficult service to
access.
Having said that, it's an important service because
when someone's at immediate risk - the only other option
you really have is to call an ambulance and in my
experience that's usually not that helpful for the person.
Q.
You said in your statement that you tell your patients
who you consider to be at risk of self-harm or suicide, if
they are speaking to a crisis line themselves, to tell the
crisis line how sick they really are. So, why do you give
that advice?
A.
Just because in my experience I've seen patients in
practice who I know are really quite at risk, they've got
quite strong suicidal ideation, we've put a safety plan in
place and they know what they're doing but there's always a
risk that in the next few days things could get worse.
I've had experience where patients ring the crisis team and
they come back and say the crisis team didn't think that I
was sick enough.
I think that's probably because people tell me as
their GP in the privacy of a consulting room a lot of very
personal stuff that they're very unlikely to tell someone
that they've never met on the end of a telephone, and I
think I understand that. But in so doing they might come
across as less at risk than I believe they are. This is a
common story that young GPs have because they haven't yet
learnt how to be more assertive when they ring a crisis
team on behalf of a patient of the kinds of words to use
that are likely to get a response, and I think that's a
problem because really decisions about clinical care
shouldn't be made just on verbal cues necessarily; it's
much more complex than that.
Q.
Is what's missing there the connection between the
services?
A.
Well, that's certainly my biggest bugbear as a GP
working in the community. I know all these services exist
but to me they really feel very much like separate silos.
So, I don't necessarily know the people working in the
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service or, even if I do, by the time I'm formed a
relationship with them they've moved on. Certainly a
crisis team is very unlikely to then contact me or let me
know what's happened to a patient. Sometimes that will
happen, but much more likely it feels like the patient's
gone into a big black hole and here I am quite keen to help
them and quite concerned, and sometimes I'll even ring the
hospital and say, "I'm trying to find out what happened to
this patient", and it can take actually lots of my time and
lots of the receptionist's time before we get an answer
that often says, "Oh no, it's all turned out fine, they've
gone." But there's not that linkage. So really it's a big
potential for someone to fall through the gap.
Q.
In dealing with that gap, is it the patient themselves
and their family, if they have one, that manages the gap?
A.
Well, I think that's right, although I tell them I'd
like to hear what's happening, I'd like them to get back to
me and to leave a message. Now, because I work part-time
that can be a little bit more tricky but in my practice I
work well with the other doctors in the practice and say,
if I'm not here, here's another name of someone you can
contact.
The problem is that for people in crisis, the last
thing they're thinking about is telling their doctor what's
happened, they're dealing with the crisis, so they really
need a bit more support from the system to make sure
they're connected back in, and that's not as easy as it
sounds. When you're in a crisis it's pretty tricky.
Q.
I'll ask you a bit later about your ideas about how
the system can provide some more support. In relation to
the eligibility criteria for some services you say that
some but not all mental health services are available to
people without a diagnosis and it's necessary to have a
diagnosis in order to obtain some services. How does that
work?
A.
Well, certainly with regard to the Better Access item
numbers and the mental health treatment plan, it says quite
clearly in the MBS schedule that this is for people with an
ICD 10 diagnosis.
Q.
Can you say what's an ICD 10 diagnosis?
A.
So the international classification of diseases.
You've probably heard in these hearings about the DSM which
is the American Psychiatric Association classification.
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The ICD 10 is a slightly more GP-friendly version of
classification. Unfortunately a lot of the young GPs were
trained in the hospital system so they learned DSM, so I
just introduce it to them as an option of another
classification system that they can use, and it does have
slightly looser definitions that are useful in general
practice, like mixed depression and anxiety. It even has a
category called "mental disorder not otherwise specified",
which we all find amusing because it kind of becomes a bit
of a catch-all bag for things we can't quite label.
The reason it's important is that technically Medicare
expects you to have made a diagnosis to refer someone. But
if someone comes to see you and they're in a lot of
psychological distress and you might use an objective
measure like the K10 and confirm that they are in deep
psychological distress, but they don't yet fall into a
clear category because you've only just met them and you
don't want to label them prematurely, or they're actually
seeking help because they've experienced violence or some
other crisis, it's not really appropriate to say, first we
have to make a diagnosis and then we can put you on this
pathway.
On the other hand, if you make a mental health plan
without a diagnosis, there is a risk later on that someone
could come back and say this person had a mental health
item number therefore they must have had a diagnosis and
therefore they might not be eligible for things like life
insurance or travel insurance, or even later on if they're
applying for a job in something like the military service
or a pilot, that they'll be discriminated against because
someone's used this item number.
So, there's a few complex decisions to be made there
about it. But in general I think it's better to encourage
people to seek help, so again, working from a dimensional
perspective if we can find a label that will meet the MBS
criteria but also help the patient get care, then I think
that's a reasonable outcome. But, as you can see, it's
quite a complex discussion if you really want true informed
consent for the person seeking help.
Q.
Can I get some clarification about what services are
not available unless there is a diagnosis?
A.
Well, really, technically any of the allied health
Better Access things are not available, so any patient who
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wants to see a psychologist under Medicare. I guess
technically anyone can see a psychiatrist even without a
diagnosis because psychiatrists are funded by the MBS as
long as a GP refers, but certainly psychologists, social
workers and OTs are meant to be referred by someone who's
deemed eligible for a mental health treatment plan.
Q.
Is one of your points that, it may not be
therapeutically helpful to go down the diagnostic path at a
particular time, but at that time you think the patient
really does need some help?
A.
Well, that's true but it's also true that sometimes
early intervention is important. So a good clinical
example is if someone comes in quite distressed, they're a
husband and wife and they're having relationship
difficulties and everyone seems distressed, I would say
it's a normal reaction to a relationship conflict; it's
good to assess and see whether any of them meet the
diagnosis of ICD 10, but even if they don't it seems very
sensible for the sake of the whole family that they should
access a psychological service.
And then say to them, well, because you haven't
crossed this line you're really eligible to see a
psychologist off your own bat as a private patient and
that's going to cost you twice as much, I don't think
that's ideal.
Having said that, of course there are state funded
services that they can access, but again it's hard for the
GP then because it's broadening the number of people that
you have to involve in your patient's care and it's
therefore harder to build those interprofessional
collaborations that are usually more effective in helping
people.
Q.
You've said that you have some patients who have quite
severe symptoms but they manage, they have jobs and
families, but they really manage effectively outside of the
mental health system because they don't quite fit into one
part or the other.
A.
I think this came up in the conversation of talking
about the missing middle, and I kind of thought, they're
not missing to me, I see them all the time and they're
fantastic people. I mean, I learn a lot from them in terms
of how to be resilient despite a lot of adversity.
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Some of them unfortunately are not seeking help
because they've had a very bad experience when they've
sought help in the past, and that's obviously very
disappointing. So, some of my work is getting them into a
space where they might trust the health system again to
engage in help again. And that takes time and I think
that's a really important role of the GP, to be there over
time so that you've got someone you trust in the health
system who can be a touch point for you. And sometimes
that'll be safety netting, so saying to a person, "Look,
it's great you're coping now but if these things happen,
then I want you to come back and revisit this", so leaving
the door open.
But yes, these are people who are working in the
community, they certainly struggle with things like
employment, and sometimes when there's family conflict they
struggle, but again, they have other ways of managing that
that are outside the health system.
Q.
What kind of complexities in your experience, and I'm
really asking you about your observations of GPs generally
if you can, what kind of presentations will be too complex
for many GPs?
A.
Well, I certainly think people who have experienced
complex trauma and have had then many diagnostic labels
over many years who also had much exposure to the formal
mental health system, it would be very hard for a GP to
manage them on their own. Having said that, many GPs do
because these patients don't go anywhere else and I think
their main job there is to provide that constant safe
support.
Q.
How challenging do you think it is for the average GP
who doesn't have a special interest in mental health to
navigate pathways for referral?
A.
I think it's really, really, really challenging
because even for me with a special interest, I find it
challenging, I find it really - because I am a generalist,
I don't just do mental health and I think the pathways to
access for care are really messy.
When you think about the way the MBS is set up, it's
funded fee for service and as a business model it
definitely favours short consultations. When you're faced
with a person who's come in with a 15-minute appointment
and they're in crisis and they're saying, do something now,
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you can imagine that sometimes you'll choose a pathway
that's adequate but it's maybe not the very best pathway
for that person because that takes a bit more time to nut
out.
Q.
What about the complexity of the parts of the system
and how they interrelate; how does that affect
navigability?
A.
Certainly in my experience it's one area of the health
system where having private insurance really helps. So, if
you have someone who's really unwell and you think they
need to see a private psychiatrist and they might need to
do some inpatient care or outpatient group care, if you've
got private health insurance you can get in quite quickly
and there's a wide array of services.
If you don't have access to that, then you really - in
my experience the state services are really for people who
are really quite unwell and not that kind of - I guess
that's what they're talking about when they mean "the
missing middle", the people who have got a lot of symptoms
but can't quite get - you know, they don't have psychosis
for example or they're not acutely unwell, they're the ones
who it's quite hard to get into services.
Q.
Staying with GPs for the moment, are there any tools
that make navigation of the system easier, and if not
should, there be?
A.
There are lots of tools that have been tried over
the years and I've certainly been involved in trying to
review tools that various health systems have created.
So in my area there's the Eastern Health Mental Health
navigation tool. They're quite clunky, they're hard to
find. I certainly have colleagues of mine who ring me and
say, "You know about mental health; where do you find the
tool?" And I go, "Oh, yeah, I remember, I'll just show
you", and ten clicks later I'm still struggling to find it,
and I think that's just the nature of general practice, we
don't just deal with the mental health system, we deal with
the physical health system, and that has then many
subparts.
So every time someone makes a change, that change has
the potential to lose that connection, but much more
importantly it's the coming back into general practice
after receiving that other care, and in that respect I
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think the communication back to general practice about
what's happened to patients is still seriously lacking.
Q.
Is it even more difficult for patients to navigate
themselves if it's difficult for GPs?
A.
I think it's a really big problem. We talk in the
advocacy space about the "no wrong door model" but the no
wrong door model doesn't always work. If you go to a door
and they say, "Thank you for seeking help but this isn't
quite the right door for you, here's another door to go
through"; that's not quite the same as that kind of joined
up care.
Q.
One of the ideas that you've discussed in your
statement to overcome some of the problems caused by the
disconnected parts of the system is case conferencing
between GPs and other mental health professionals. What do
you mean by that?
A.
Case conferencing is something that does exist on the
MBS and it sounds like a fantastic idea but it's just about
impossible to implement using a fee for service model.
It's the notion that professionals with a mutual
interest in the care of a patient would meet together and
talk about that care. In the real world it happens much
more pragmatically by telephone calls and conversations,
often after hours and early in the morning when clinicians
are free to talk to each other. But you can imagine that's
a very difficult thing to structure in some way that the
time can be remunerated or compensated, so a lot of a GP's
work is outside the fee for service but there's no fee for
it and that creates tensions for GPs about how much of
their working day they'll be doing that kind of work.
Q.
You've spoken about, in this connection,
"incentivising collaboration". Is one way of doing that to
provide a scheduled item for conferrals with other
practitioners?
A.
I think there already is that item, I think it's more
than just item, you have to make the item with flexible
enough rules that it actually works in the real world and I
think that's the challenge. We have over the years tried
to do other things to improve collaboration between mental
health professionals at a national level.
One example of that is the Mental Health Professional
Network. So, I belong to a group that represents the four
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major groups of mental health professionals: so GPs,
psychiatrists, psychologists and mental health nurses.
Through that we got government funding to run this network
and that's an opportunity for mental health professionals
to meet and discuss cases.
I think that's worked really well at a national level.
They have webinars that over 700 mental health
professionals come on to. What's much harder is getting
that collaboration happening at a local level where you
know who your providers are and you work together for the
better outcome of a patient. At the moment in the real
world it's more, well, this didn't work, so let's try this
or let's try this, and I don't think that really makes
sense.
If you had cancer you'd have a multidisciplinary team
meeting where they'd all sit around the table and
say, "This is a complex cancer to treat, what does everyone
think we should do?", everyone agrees and then the plan is
implemented. Unfortunately in mental health that doesn't
really happen, at least not in the community setting that I
work in.
Q.
Do you have some views about how that can be
encouraged and incentivised?
A.
Yeah, I certainly think, first of all, we want the
state funded health systems to get into general practice.
The biggest problem here is the Commonwealth/state divide
and it's very easy, even with the best intentions, to pass
the buck between what's paid for by the Commonwealth and
what's paid for by the state.
In my career I've seen some of those difficulties
overcome. For example, now I can refer my patients to a
public hospital outpatients and it's MBS funded, but there
are other aspects where I can't and I would prefer that
these experts came into the practice. And we have had
examples of that in Victoria. We used to have the Primary
Mental Health Team where you could invite a mental health
professional from an experienced team to come to your
practice, see the patient there with you, actually tell you
what they thought was going on from their perspective and
give you extra help. That had the advantage that it was
close to home for the patient, stigma-free in general
because they're already coming to the practice, but also
the unmeasured and unrealised benefit it has for the GP in
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upskilling us that if we meet a patient with that problem
next time, we have a better idea of what to do because
we've formed those relationships and we've got those
connections.
That doesn't happen any more in my area.
Q.
Can I just stop you there. What kind of practitioners
were coming into the general practice and where did they
come from?
A.
Well, my experience was with St Vincent's Primary
Mental Health Team, and I only accessed them a couple of
times and they would have been either mental health nurses
or mental health occupational therapists, but they did have
other members in their team and they allocated them as
appropriate.
Q.
A.

Was that a service that occurred on request by you?
Yes.

Q.
Is that what you call the Mental Health Nursing
Practice or is that something different?
A.
That's a separate initiative but I can talk about that
as well. The Mental Health Nursing Practice initiative was
probably one of the greatest unrealised dreams of the
mental health system, in my view. It was actually set up
to fund just what epidemiologically speaking was estimated
to be about 50,000 people who weren't accessing acute state
funded mental health services but probably needed them, and
they said wouldn't it be good if that 50,000 could get care
in general practice.
They set up a system where mental health nurses were
funded to work with GPs in general practice, but they put
very severe limitations around it, budgeting as they
reasonably did as bean counters, that there's going to be
50,000 people and this is what we'll do.
The nurses came into our practice and they were
fantastic. They would see patients with us. They had a
bit of trouble too in navigating the system but they at
least gave us a better chance of navigating the system. It
was evaluated and shown that GPs loved it, nurses loved it,
consumers loved it, but interestingly also carers loved it,
and I don't know many other programs where everybody says
this is a good idea.
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I think it was not well realised, the vision of it
wasn't well realised because of the strict boundaries and
the rules around it. But if you think about it, that
program was funded just by a sessional fee for the nurse
and the general practices actually gave up their consulting
rooms for free.
So, in general practice, it's a small business, if you
have a consulting room, someone might pay rent to use that
room, like a pathology service or an allied health
provider. GPs were very happy to give that room up for no
cost, so there was a loss to the business, because they
could really see the huge benefit in having the nurses in
our practice.
The saddest thing about that initiative is it's been
restructured and refunded and moved around and nobody knows
exactly how it's going to work in the future, and what that
means is the relationships that we've built up over a
number of years have been lost, but also for all those
mental health nurses who took the brave step of stepping
out of hospital to work in the community, probably for a
small income loss but because they believed in the model,
they're now all in great difficulty in terms of job
security and they're forced to go back to the more secure
and better funded hospital system. So, they've kind of in
a way regressed back to a system that we had before, we had
the MINIP which was, again, I think a really important
initiative.
Q.
How was this nursing practice funded, do you know?
A.
It was funded through the Commonwealth and it was
administered through the Medicare locals.
Q.
When did it stop?
A.
When the Medicare locals transitioned to PHNs they
transitioned the funding to other models of care which
again we're yet to see how they work. I want to make it
clear, they're not saying that we've just completely gotten
rid of a service, it's just been restructured, remodelled
and you have to then start again with forming those
relationships.
Q.
You've spoken more generally in your statement about
capacity constraints in the fee-for-service model, which of
course general practices are fee-for-services. What are
the disincentives to spend time with mental health patients
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that are built into the fee-for-service model?
A.
Unfortunately, a fee-for-service model breaks up
consultations in time blocks. So, less than 5 minutes,
6-20 minutes, 20-40 minutes. And the Medicare fee for that
amount of time - and there's also other criteria about
complexity, but predominately a time-based concept, and the
Medicare fee is the same. So as a GP if I spend seven
minutes with a patient I can actually claim the same fee
from Medicare as if I spend 19 minutes with a patient.
I want to make it clear, I don't think the GPs are
solely focused on income, but I think that if you're
running a business and you're noticing that your costs are
going up and the Medicare rebates have not gone up over the
last few years because of the rebate freeze, at some point
you're going to say, well, either I have to see more
patients per hour to meet the same financial goals I've set
for my practice, or I'm in trouble.
I think that's a problem. It's a problem for me
because I quite like doing long consultations and it's more
for me to convince other GPs to do this work when they face
those financial barriers.
Interestingly, the government has done some things to
try and help with that, for example chronic disease
management item numbers and mental health item numbers.
But I think a lot of people don't realise, when you look at
what those item descriptors require you to do - a mental
health treatment plan for example compared to a chronic
disease management plan - it's actually a lot more complex,
more time required, but the rebate is significantly less,
sort of $50 to $100 less. So, you're basically saying to
GPs, we want you to do this work but actually
dollar-for-dollar we are paying you a lot less than you
would be getting for some of the other physical health care
item numbers and I think that sends a wrong message to GPs
about the importance of this work.
Q.
Can I ask you a bit more about the primary health care
networks. They're intended to assist general
practitioners. You mentioned some of the challenges that
their introduction has brought. What role are they
intended to play and can you address your remarks to the
context of mental health?
A.
I think they're really meant to sort of say, well,
this is the population we serve in this geographical
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region, where are the gaps, what are the things that are
missing and how can we help provide those services. So
really the PHNs is just the third iteration of that process
that started with the divisions of general practice and, in
my experience, they've gotten bigger and more complex and
at the expense of their relationship they can provide with
the local primary care providers.
In mental health that's challenging mainly because
every time a system changes you have to then reeducate the
whole of the primary care system about how it works and
there's still an awful lot of confusion out there about how
each system works. If you're unlucky enough to be on the
boundary between one PHN and another, then you often have
to work with two different systems, different sets of rules
for referral, and then there will be different sets of
rules for referral to the local hospital, to the private
hospital, to the consultants that you use, and that kind of
complexity doesn't encourage people to spend time making
decisions about what good care looks like.
Q.
Does the length of the funding cycle play a role in
the complexity and the lack of continuity?
A.
Yes, it does. I mean, unfortunately the way - in
fact, the way a lot of the mental health sector is funded and I'm sure you'll hear in this commission about many
different pilots that happen. They're often very
short-term. And the challenge here, it comes back to a
problem even with research, you know, randomised controlled
trials are the gold standard of proving something works,
but unless you test it in an actual community, you're not
going to really know if it works, and even then it can
take months or even years for the relationships to form and
the system to be bedded down so that people can actually
work well together.
And that's why I'll have more success than junior
colleagues in dealing with the system because I've just
been in the same chair for more than 20 years and so I've
just been around long enough to know this is how it works.
It shouldn't take that long for someone to form those
relationships, but of course very short funding cycles like
the PHNs have really work against that.
Q.
What role do you think self-stigma plays in preventing
people getting access to help?
A.
I think it's a big part of the difficulty people face.
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I still think that most people find it very difficult to
admit they have a mental health problem. It's definitely
better than it was 20 years ago when I started. I
certainly think that stigma in the community seems to be
getting less for common conditions like depression and
anxiety and I know you'll hear from other experts who will
talk about the ongoing problem with more serious disorders.
But I do have a lot of people who come in - this is
also part of the nature of some conditions. So, for
example, if you have depression, part of the illness is to
have low feelings of self-worth or feelings of guilt, and
that obviously translates into feelings of, well, I'm not
really important enough to justify this treatment. So,
those kind of patients do need a lot of extra encouragement
and support to get the help they need and I think that's
just part of their illness.
Q.
You say there would be merit in developing
"collaborative care models" which has been a model adopted
in several parts of the world. Can you say what you mean
by "collaborative care models" and why they would help?
A.
So, in an international sense, the term "collaborative
care" really means a more complex intervention. So, the
story's really interesting when you look at how it started.
It started in the 90s in Seattle in Washington where a GP
and a psychiatrist who'd trained together met and said,
let's train GPs to be better at mental health. Tried to
train GPs and it didn't really make the difference they
hoped.
So then they said, let's move from training GPs to
actually getting a bit of extra help for GPs in the clinic.
We'll actually help them to screen for mental illness
better, and then if they find mental illness we'll actually
give them a case manager, someone who can help the GP make
sure the person's followed up, and if the person isn't
getting better we'll bring in an expert, psychiatrist, who
will come in and know the GPs in that clinic and help them
navigate the system. That's in a very simple term.
But the story is beautiful because it is very similar
to what we've had in Australia: let's just train GPs more,
let's then get more help in there, but it's closing the
loop which is following up in the practice and saying, what
else can be done to help this person get better.
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It's certainly been very useful in areas for people
who have multi-morbidity. The most bang for buck there is
for people with other conditions like diabetes or cardiac
disease and depression, they often benefit from those
models, but they haven't been extensively tested in the
Australian context.
Q.

Finally, you say in your statement that:
"A good touchstone of how well the system
is functioning is to ask, if this was a
physical problem, what would happen?
There’s still a lot of stigma; a lot of
judgment around mental health. I always
wonder: is this person who has a mental
health problem getting at least [as] good
[a] deal as a person with a physical health
problem? The answer is almost always no."

In addition to the things we've discussed this
morning, are there any things you want to tell us about the
way in which the system could be changed to get a better
deal for people with mental health problems?
A.
Well, the simple answer is just fund mental health
systems according to the burden of the disease that they
create. If it was in proportion to the burden of disease
that physical health creates we would get a bigger slice of
the pie for mental health. I think that's the simple
answer.
I also think, another thing I reflect on a lot as a GP
is, we've improved help-seeking, but just getting someone
to get help doesn't mean they're automatically going to get
better. These are quite complex conditions often to treat.
So, yes, it's true that they're treatable, but you won't
necessarily get better the first time you seek help.
So to create a system where there's continuity, so
it's not like, well, you've tried this, you've tried that,
you're not better, so back you go back to the GP. We
should then be looking at, well, what are the barriers, why
is it that some people are getting better and some people
aren't? And I think you'll find a lot of that has to do
with the social determinants of health, and so we can't
just spend in the health system, we have to spend in that
area as well.
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MS NICHOLS:
Thank you very much.
Commissioners have questions?
CHAIR:

No, thank you very much.

MS NICHOLS:
CHAIR:

May Dr Johnson be excused, please?

Yes.

<THE WITNESS WITHDREW
MS BATTEN: Commissioners, the next witness is Dr Sika
Turner. I call Dr Turner.
<SIKA TURNER, affirmed and examined:

[10.49am]

MS BATTEN:
Q.
Dr Turner, have you prepared, with the
assistance of your legal team, a witness statement for this
Commission?
A.
I have.
Q.
I tender that statement. [WIT.0002.0012.0001] Could
you briefly outline for the Commission your relevant
background and experience, please?
A.
So, I've got an undergraduate degree in psychology
from the University of Oxford and I've got a postgraduate
doctorate in clinical psychology from the University of
Melbourne. I've been a registered psychologist since 2002,
and I've got a clinical psychology endorsement with APRA.
Q.
Could you please explain your current role as
Discipline Senior, Adult Mental Health in the Mental Health
Program at Monash Health?
A.
Sure. So, as Discipline Senior, my role is - I've got
three main roles. So, the first one is, I do some clinical
work within the Agile Psychological Medicine clinic, APM
clinic. I do some professional leadership with other
psychologists within the adult mental health program and
some supervision of other psychologists.
Q.
You referred to the APM clinic, can you please explain
what that clinic is and what services it provides?
A.
Sure. The APM clinic is a clinic that was set up - I
should say "clinics", we have several of them - set up to
provide first-up treatment, so close to the time when
people first present to the mental health system in a way
that responds to their needs and that provides them with
.09/07/2019 (6)
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evidence-based treatment as soon as they present; in a way
that, we're hoping to respond to them as an individual and
less as a diagnosis.
Q.
I'll have some more questions about that, but first I
want to understand, how do people come to your service, how
do they access your service?
A.
Sure. So, there's two main access points which are
the two kind of emergency access points for mental health
within Monash Health. So, they either present to
emergency, in which case they would be assessed by an ECATT
clinician.
Q.
Sorry, what's ECATT?
A.
So that's Emergency Crisis Assessment Treatment Team,
so it's a CAT Team but with a clinician placed in
emergency. So, they would be assessed in emergency and, if
appropriate, they'd be booked straight into our APM diaries
and they'd be told, for example, you've got an appointment
with Sika on Wednesday at 11 o'clock.
The other access point is through the psychiatric
triage service. So, people might ring up, or their friends
and relatives might ring up or their GP or other concerned
individuals in their life. Then PTS would triage them over
the phone and they again would book them straight into our
calendars. We then see people within 72 hours of that
initial contact.
What we would do when people come through the door is,
we try very quickly to start the treatment. So, we try
very quickly to do a joint formulation with the person of
what the issues are, and then we come up with some joint
treatment goals and start working on those as soon as
possible.
Q.
Who can access the service? Are there catchment
limitations for your service?
A.
No. So, although we operate within Monash Health, we
will see anyone who's booked into our diary. The main
issue is that they have to be over 18, but other than that
we will see anyone who's booked into our diary.
Q.
Do you turn people away?
A.
No. So, we might - occasionally we might have people
who, after a couple of sessions, we think they might be
better off somewhere else, but we'd never do that without
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meeting the person and having several sessions with them if
we can.
Q.
You referred to the fact that you try and provide
treatment straight away, can you elaborate on what you mean
by that?
A.
Often, as I'm sure has been heard before, the main
thing that's offered first up is a crisis response, so a
crisis management or crisis mitigation. Our ethos is that
we try to start the actual treatment. I guess our belief
is that the key to resolving risk is to try to treat the
underlying issue and we try and start that straight away.
We were concerned with the number of gates that people
had to go through before they got to the specialist
treatment, rather than having the specialist treatment at
the front end of the service. Often people have to go
through several kind of - many assessments for example
before they get to the actual treatment component if they
get there.
Q.
Can you describe the make-up of your patients in terms
of mental illness severity and complexity?
A.
Sure. So, primarily we would see people with high
prevalence mood disorders, but really, we'll see anyone who
comes through the door. So, we've had referrals, you know,
people who are acutely psychotic and if they're booked into
our diaries we would see them. But I guess primarily we
would see people with the more high prevalence disorders.
Also a lot of trauma and we've responded to that by setting
up a specific trauma treatment to that.
So we kind of have - I guess, they're not official
streams, but kind of three different outcomes that we might
be working on. I guess one of them is more where we see
people for around say four sessions and that's more in
response to a situational crisis. So, someone might come
in with, you know, they've lost a job or a relationship
issue, financial issues, issues often in response to
relationship issues and often there's an underlying mental
health issue, and so, we might see them relatively
short-term to try and help them mobilise some resources to
deal with their crisis.
We find that when people come in a situational crisis,
they're often not very well placed to try and find
resources to deal with them.
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The other sort of two categories, I suppose - I don't
really like to use that term because we try not to think
about people in those categories, but just to explain it:
we might see people with the high prevalence mood disorders
and we might see them for sort of 10-ish type sessions.
Then we have a specialised treatment program for PTSD
because we were finding we were getting a lot of them come
through, so that's a 12 session treatment for PTSD
specifically.
I've mentioned session numbers, but actually our
number of sessions is not set in stone and we don't kind of
say, oh, your ten sessions are up, kind of thing. So, we
try very much to respond to the issues that people come
with and we work from the goals that we've set with them.
The other thing that we very much try to do is to, (a)
provide evidence-based treatment, and (b) provide
feedback-informed treatment. So, that is, we routinely ask
people throughout their time with us whether they're
getting the things out of the treatment that they wanted,
whether the goals are being met through the relationship,
and we would monitor that as we go and respond to that.
So, if that's not the case, then we would rethink what
we're doing.
Q.
I'll ask you some more questions about that, but first
I want to understand the demand for your service. You've
said:
"Our analyses actually indicate that the
number of people who could benefit from our
service hugely outnumbers the actual
referrals we receive"?
A.

Yes.

Q.
Can you just explain to us what analyses have been
undertaken?
A.
Sure. We've tried to understand what the demand might
be for our service, and so, to do that we've looked at just
purely the people who present to PTS and to emergency with
mental health issues. So, emergency with mental health
issues or PTS, and we've looked at what they're presenting
with essentially.
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Basically, with PTS, it's a little bit tricky because
they don't necessarily record a diagnosis, so the
indicators are fairly general. With ECATT they will record
a diagnosis, and so what we can see from that - and I'll
use ECATT, so these are people who are presenting to
emergency as an example.
So in 2018 we had about 4,000 people who would fit, on
the surface of it, looking through the file and what
they've presented for, would fit into what we could treat
within the APM clinic. So, they're people with depression,
they're people with some suicidal ideation and sometimes
some history of self-harm as well. So, there's about 4,000
of those, and in fact we've had 75 referrals from ECATT in
2018, so that's just under 2 per cent.
Q.
Why do you think that is? Why do you think there's a
greater number of people who could benefit from your
service than the people you're actually getting referrals
for?
A.
So my guess about that is that the system is very much
geared towards looking where the highest risk is and trying
to mitigate that risk, and also, the system is really
stretched and it's concerned with trying not to get
flooded, and so, there's some resources that, on the
surface of it at least, look like they're geared towards
keeping people out rather than actually getting them in.
What we would like to see is that people are assessed
on the basis of how much they could benefit from treatment.
So, the guesstimate that we have about those numbers, and
we look at those diagnoses, these are the kinds of people
who we have evidence to show could benefit from the kind of
treatment that we offer.
Q.
You've observed that the mental health service is
crisis-driven - this is what you've just been saying as
well - "and that we often manage the crisis rather than
provide the treatment". Can you elaborate on what you mean
by that?
A.
Sure. Because you often have to express quite a lot
of risk to get seen in the public mental health system, we
have this - so we have this belief that actually we know
how to predict suicide, and actually unfortunately we don't
really. So, in terms, we have some risk factors that we
understand but we don't know how to predict from those risk
factors which people will actually suicide. But in spite
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of that we still use a risk assessment to determine who
gets help.
Q.
When you say "we still use", who are you referring to?
A.
Within public mental health generally, yep. And so,
the help that is then offered to the people who kind of get
through that is often around how to get through this
crisis. So, it's typically making a crisis plan or a
safety plan, rather than necessarily looking at what's
driving that crisis underneath and how can we kind of help
people deal with that rather than how can we try to guess
what might keep them safe.
Another issue around this is that some of the safety
plans that we make with people when we've just met them for
the first time are actually not necessarily that useful to
people because they're very general and not very specific
to that person, whereas we might be better placed - and we
do within APM, we do work with risk and safety - but when
you know people you can make a much more useful kind of
risk plan.
Q.
You referred to the fact that the research shows that
we're not good at assessing risk and we're not able to
reliably predict. Are you able to elaborate on that?
A.
So basically I mean, what that means is that, when you
look at the people who have suicided, many of them have not
declared their risk in the way that we think people do, if
that makes sense. So, we have some risk factors, but it
seems like we're not able to know how to use those risk
factors to actually predict who is going to suicide,
unfortunately.
Q.
Is it the case that the clinic still looks at risks,
or do you not look at risk at all?
A.
Absolutely, absolutely. I mean, the risk is part of
the picture, and I guess I sort of see, say, suicidal
ideation is very much an indication that someone really is
in need of help, and of course we listen to that, that's
what we're there for, and so we would very much have that
be part of the treatment. But the goal of the treatment
isn't just to provide - to get people through the crisis,
it's to hopefully set them up to have a better quality of
life and towards recovery.
Q.
Does your clinic have the capacity to treat anyone who
presents with suicidal ideation?
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A.
Yes. I mean the only - yes, the only "but" around
that is the 72-hour sort of thing. So, if someone is at
immediate kind of risk, then we wouldn't be the service,
but other than that, absolutely. And in fact, if we look
at our data, it shows that we do hold people with quite a
lot of risk within the APM clinics.
Q.

You have stated that:
"We use risk assessments as the main access
point to services and a system, and the
cost of this is that we do not provide
mental health services to some people who
have a lot of distress because they do not
express the right type of risk or enough of
it."

Can you elaborate on what you mean here?
A.
So, I think there are a lot of people who are really
struggling with long-term complex - some of the complex
trauma that we heard about before: ongoing or recurrent
depression, anxiety issues, sometimes personality issues,
who are living with their symptoms in an ongoing way and
who might be getting by okay some of the time and they have
times when they're really struggling, but they don't
necessarily express the risk in the way that the system
tends to listen to; those people are not getting what they
need within the public health system.
Q.

You also state:
"Another cost is that, by focusing on risk,
we often do not spend enough time
understanding the person and providing them
with appropriate treatment."

What is the appropriate treatment in that scenario?
A.
So that would really depend on the person I think.
So, to me appropriate treatment is about what I mentioned
before about trying to kind of formulate with the person
what's going on for them, why are they presenting now, and
trying to understand what's going on for that person at
that point in time, and then setting some treatment goals
and then using the tools that we have, which might be, you
know, it might be CBT or it might be IPT or it might be
medication, so using the various tools that we have to then
try and work towards those goals.
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Q.
You just used two acronyms, CBT and IPT; can you just
explain what the are?
A.
CBT is cognitive behaviour therapy and IPT is
interpersonal therapy.
Q.
You've highlighted the importance of the therapeutic
relationship. Can you just elaborate on that in terms of
treatment outcomes and recovery focus for the patients?
A.
Sure. So, one of the things we know, and this is
generally from sort of psychotherapy research I suppose, is
that, it matters less what kind of therapy I might be
doing, whether I'm doing CBT or IPT or something else
altogether. When you pick apart what actually works in
psychological therapy the technical content of what I'm
doing actually matters a lot less than the relationship I
have with my client, and this is a well-known kind of fact
around psychological therapies.
One of the things that really worries me actually as a
psychologist within the mental health system is that the
therapeutic relationship in some ways is the most powerful
tool that we have. If you look at the research around
that, it explains more of the variants in who does well
than what kind of therapy I'm using, so it's one of the
most powerful tools that we have.
But when we have people go through many assessments
with many different clinicians, which is often the case,
it's like we're throwing out the most powerful tool that we
have
Q.
Is it correct that the modal number of sessions with a
particular clinician is one session?
A.
Yes, so that relates to research, again sort of
globally in terms of psychological treatment, which is that
the modal number of sessions attended is one. That means
that many people just come in once. Now, we don't know why
that is, and actually that's also the case within our APM
clinics which is something that we've looked at because we
want to increase that number.
What we don't know is, because we can't ask them
because they've left, is why they've just come the once.
I think within APM sometimes it's to do with the fact
that we see them in a situational crisis and the crisis has
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shifted. Other times it might be because we have this sort
of intact model - and I'm not just talking now about APM,
I'm talking more generally - where we often will spend the
first session taking a very detailed history and going
through a lot of details and not necessarily giving the
person who wants help any help in particular.
And so, as was mentioned by the previous witness, it's
very hard for people to get themselves to that situation
where they're asking for this kind of help often and I
think people will get demoralised quite quickly if they
can't see any sign of hope that something is going to
shift.
Q.
You said that it's quite hard for people to get
themselves to this position of seeking help. Can you
outline some of the barriers people face in accessing
psychological services?
A.
So, I guess within the public mental health system
psychological services are often very patchy. So, some
teams might have a psychologist and some teams don't.
I guess at Monash Health we have the APM team which is
meant to be a kind of, yeah, as I said, very close to the
presentation. But over and above that, so if we take that
out of the equation because it's probably a bit of an
exception in some ways, it's very hard to get access to
psychological treatment and it just depends on who's in
that team, yeah, that you happen to be presenting to.
Q.
You've referred to the fact that people can't
necessarily access the treatment at the time that they need
it. Is that in terms of availability of psychologists?
A.
So, sometimes, but it's also, in terms of availability
of psychologists within given teams. I think it's also
that psychological treatments, can I say in spite of the
evidence, are often not thought of as first line treatments
for common mental health treatments.
Q.
Why do you say "in spite of the evidence"? Does the
evidence point the other way?
A.
No, the evidence points to the fact that it should be
a first line treatment, along with, say, medication for say
a depression, but within the public mental health system it
isn't necessarily offered as a first line treatment.
Q.

Can I turn to the issue of the impact of not getting
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You've stated:

"Ultimately when people attempt to get help
and do not get any or they get insufficient
help or the wrong kind of help, they may
end up worse than before they tried to get
help."
So, there's three different parts there. In which of
those scenarios can they end up worse?
A.
Well, I think unfortunately they can end up worse in
all three, but perhaps most in the one where they ask for
help or don't get any, or where they get the wrong kind.
Q.
And why do they end up worse?
A.
I think there's a number of reasons why that might be
the case. Sometimes it might be, as I mentioned before, a
loss of hope in the sense that, you've got yourself to the
point where you're asking for help and then it's not
forthcoming, and so, you think, well, where else can I
turn?
The other issue is really around, sometimes people
then might mobilise other coping resources that might end
up causing other problems for them in the future. So, for
example, they might manage their symptoms in ways that
might cause problems for them down the line, so through
drugs or alcohol or other ways of managing; self-harm,
et cetera.
Q.
You've referred in your statement to collaborating
with other parts of the system. Can you explain the
difficulties with trying to collaborate and refer patients?
A.
Sure. So, it's very difficult to refer - so anyone
that I see, to refer them to another part of the service.
And actually it doesn't really matter whether I'm trying to
refer them to an external service outside of Monash Health
or internally, I still have to go through the same gate.
So, you can't just go from one service to another, say
within Monash Health, easily or indeed to an external
person.
So what that means for the person is that, I might
work with them for a little while and then I might go,
okay, well maybe they need this thing over here that I know
one of my colleagues within my service is offering, I then
send through a referral and there might be phone calls
.09/07/2019 (6)
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backwards and forwards, the person might be waiting for a
little while, and then they go and have another assessment
there, in spite of the fact that I've already assessed
them, and then they may or may not then get in. So, they
might say, no, this person is not appropriate for our
service.
Every individual service within a public mental health
bigger service has to assess and decide whether or not to
see a person, which means that there's gates all along the
way, people can't move smoothly from one service to
another, and again, it's that multiple handovers where
people have to re-tell their stories which they explicitly
tell us they really don't want to do, and we ask them to do
that many, many times over, and often to kind of end up
back at square one.
Q.
You've said that in that scenario where you have to
repeatedly go through intake processes there's a risk of
losing people; is that because they don't want to keep
telling their story?
A.
I think so. Yeah, I think so. And look, people have
said that to me over the years when I've floated with them,
maybe you could go to this service or how about this? And
they go, do I have to tell my story again, because really,
quite frankly, that's not appealing to me.
Q.
You've said in summary, there's lot of activity, but
ultimately very little treatment.
A.
Yeah. So, when you look at the - so we've been able
to kind of track the amount of clinical activity for a
person within our mental health system, and often there's
many, many, many - a lot of activity logged in our system,
so lots of phone calls and lots of people who have spoken
to someone, but when you look at the content of what's been
offered, not very much of it, if any, is actual
evidence-based treatment. A lot of it is checking in and
perhaps some crisis management, et cetera.
Q.
You've observed that the consequences of that can be
tragic, the lack of treatment?
A.
Yeah.
Q.
You've been able to track that with certain analyses,
can you explain those analyses?
A.
So basically it's looking at sort of a patient
journey. So, it's picking out some patients, either
.09/07/2019 (6)
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randomly from, say, a group of people who are accessing CAT
or other services, and also, picking outpatient journeys
where there's been a tragic outcome, and actually looking
at what services were they getting along the way: so, how
many phone calls, who spoke to them, who spoke to them the
next day and the following day, so actually tracking
exactly what services people were offered.
Q.
A.

Is that services and treatment or just services?
Services, which could include treatment, yeah.

Q.
You said this at the outset, it would be helpful if
you elaborate on it: turning to the system as a whole, and
you mentioned this in terms of psychology services, "It
should be designed to facilitate treatment as soon as
possible when the person first presents." Can you explain
why that's important and why the system should be designed
that way?
A.
It's really I think around this idea that, when people
bring themselves, say, to emergency or they ring PTS
because they're having problems that are so significant
that that's where they're getting themselves, that they
should get the treatment straight away. Like, if I go to
emergency with a broken leg, I don't have to wait, you
know, a long time before getting the actual treatment for
the broken leg; I get that treatment pretty close to when I
present.
I guess my sense is, it should be the same for mental
health. There's too many kind of hoops that people have to
jump through to get that treatment.
Coming back to my point before about the modal number
of sessions being one, we often don't - we don't have many
chances with people because it is so hard for people to get
themselves there that, if we miss the opportunity, it might
be very hard for them to come back.
Q.
You've referred to the benefit of feedback in that
scenario and trying to ascertain if treatment is working
for people. Can you expand on why you think that's so
important?
Q.
So there's sort of two things I think with that; one
of them is more just on a sort of fundamental ethos level.
I guess, with mental health, the only indicator we have as
to whether people are benefitting really from our treatment
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is to ask them. I can't do a scan or a test or whatever to
sort of work out, you know, is this working; it's the only
way I have of asking them. I think, you know, we want to
make sure that the stuff that we do with people actually
works. So, it's getting them better quality of life,
moving them towards recovery, and it seems like there'd be
no point in all the things that we do if we don't know that
what we're working towards is actually helping, so that's
kind of more on a theoretical level.
There is also quite a lot of research around
feedback-informed treatment that actually shows that it
really enhances sort of psychological therapies. Routinely
asking people, how is your life generally, how are you
finding the work that we're doing together, is our
relationship working for you, actually improves the
efficacy of psychological treatment and it reduces the
relapse rate and it reduces the length of admissions.
Q.
In your view, what are the key issues with the mental
health system?
A.
So, I might just have to quickly refer to this. I
think, so there's a couple: one of them is really a focus
on outcomes for clients rather than necessarily having KPIs
around activity. So, we really want to measure the things
that we value, which is quality of life and recovery for
the people who use our systems, rather than making sure
that we do lots of things and that we move people around in
the right way and get the right flow of people. We
actually want to focus on the outcome; keep our eye on the
prize in some way.
Then I think, coming back to what I said before around
therapeutic relationship, we want to use the most powerful
tools that we have, which means really valuing that
therapeutic relationship.
I think we also want to move away from having this
crisis-driven risk mitigation model and actually looking
more at evidence-based treatment, what treatment should we
be offering, what are the most helpful things to be doing.
I think that kind of talks to another point, which is
to really be data driven, to look at the evidence, look at
what we're doing and what actually works and what doesn't
work and change accordingly, rather than being more focused
on kind of service as usual and being focused on making
.09/07/2019 (6)

684

526

S B TURNER (Ms Batten)

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

2019 public hearings

sure the stretched system doesn't break, if that makes
sense.
Q.
What's the available data at the moment, is it
sufficient to engage in this or are there holes in the
data?
A.
I think, look, there are always holes in the data, you
can always get better data. But I think if we insist on
being informed by the data, then the quality of it will
also improve, if that makes sense.
And then a final point that I wanted to make is also
around looking after the workforce and the facilities
around mental health, in the sense that, we want to make
sure that our workforce feels safe to do the work that they
do, that they have the right professional development to do
the work that they do, and that the facilities are
conducive of the treatment that we're trying to provide,
both for the workforce and for the people who use the
system.
MS BATTEN: Thank you very much, Dr Turner.
there any questions for Dr Turner?
CHAIR:

Chair, are

Dr Cockram.

COMMISSIONER COCKRAM:
Q.
Dr Turner, I just want to step
through some of your evidence so I can understand then why
you think it's happening. First of all, my understanding
is that APM is presenting evidence-based interventions for
the people that it is supporting.
The PTS and the ED, or ECATTs, are the ones that are
referring?
A.
Yes.
Q.
A.

They're all in the same service?
Yes.

Q.
A.

In the same health service?
Yes.

Q.
And yet, you're describing, I think, that the PTS and
ECATT are gate-keeping and creating barriers to the
successful transfer to the evidence-based treatment.
A.
Yeah.
.09/07/2019 (6)
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Q.
So, could you just again describe to us, what are the
mechanisms or what is going on that is creating that
barrier at that point between the ED and the PTS into an
evidence-based treatment?
A.
Yeah. I think, to be honest with you, we don't
understand exactly why that bottleneck is there, and if we
understood exactly why that was there it would probably be
easier to unblock in some ways.
My guess is that it is around the sort of habit of
using the level of risk as the main way of getting access
into the treatment, into the service. So, people who on
the surface of it could clearly benefit from, say, an
APM-type service are not necessarily being sent away, they
might be told to, I don't know, to maybe go and see their
GP, or they might be told - I guess what I'm saying is they
might be actually turned away from the system as such,
yeah.
Q.
So, the mental frameworks that the clinicians in PTS
and the ECATT are using in what you've described quite
clearly as being a very risk kind of framework -A.
Yes.
Q.
-- isn't thinking about definitive evidence-based
treatment, it's thinking about managing that risk and - I
don't know if this is too harsh - but getting it out of the
system rather than coming in.
A.
Yes.
Q.
Is that your hypothesis?
A.
That is my hypothesis, and I think - I just want to
make it clear that it's not the fault necessarily of the
clinicians who work in that system, it's more around, I
think, the fact that the system is so stretched and people
are concerned that it will be flooded, yeah.
COMMISSIONER COCKRAM:

CHAIR:
Q.
I'd just like to follow that up a bit because
I, too, was interested in the evidence you gave around
that. You said that you looked at about 4,000 matters
where people had presented and asked for assistance but
where you thought they could have benefitted from your
service but they weren't referred, or a very small
percentage were referred -.09/07/2019 (6)
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Yes.

Q.
-- and then you went on to talk about the fact that we
turn away a lot of people who ring; you also said, we often
turn away people who are not risky enough but we don't know
and don't review what happens when they've asked for
service and been turned away. Did you get any insights
from that examination of the 4,000 matters where they were
referred to and whether they were referred?
A.
So, some of them were referred, so that's mostly
around the level of risk. I think that's a big unknown,
actually. PTS is even more of an unknown than ECATT. In
terms of the number of people that do not get mobilised
into Monash Health generally, is where do they get sent and
why are they not getting service when other people are, so
I think it would be really interesting to try and really
understand that more, but I don't understand it fully at
this point in time.
Q.
You do, however, make the statement that:
"We know that this hugely increases senses
of hopelessness and demoralisation."
A.
Absolutely, and I think in some ways that's not hard
to imagine, that if you phoned a psychiatric triage service
or you've rocked up to emergency and you are sent home or
turned away, that that would not be a positive experience.
CHAIR:

Thank you.

MS BATTEN:
Are there any further questions,
Commissioners?
CHAIR:

No, thank you.

MS BATTEN:
CHAIR:

Thank you.

May this witness be excused?

Yes, thank you.

Thank you for your evidence.

<THE WITNESS WITHDREW
MS BATTEN:
CHAIR:

Is now a convenient time for a break?

Yes, thank you very much.

Please adjourn.

SHORT ADJOURNMENT
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MS BATTEN: Commissioners, the next witness is Ms Gail
Bradley. I call Ms Bradley.
<GAIL MELANIE BRADLEY, affirmed and examined:

MS BATTEN:
Q.
Thank you, Ms Bradley. Have you, with
the assistance of lawyers, prepared a witness statement for
this Commission?
A.
I have.
Q.
I tender that statement. [WIT.0002.0001.0001]
Ms Bradley, would you please outline your relevant
background and experience for the Commissioners?
A.
Yes. I am a clinical psychologist and I've been
working in public mental health for 32 years. 25 of
those years have been in operational leadership roles, 15
of those years have been in community mental health, and
ten years as the area manager of the Inner West Area Mental
Health Service.
Q.
Thank you. I might get you to move the microphone a
bit closer to you.
A.
Is that better?
Q.
Thank you.
A.
I should also mention, for the last five months I've
been the interim Operations Director for NorthWestern
Mental Health.
Q.
So you were doing that for five months but you've
ceased doing that role?
A.
Yes. Back at the old role yesterday.
Q.
A.

And the old role is as area manager of Inner West?
That's correct.

Q.
Could you outline for us your role and
responsibilities in that role?
A.
Sure, so I have management of the financial resources
of the service; other operational functions, like
occupational health and safety, human resources,
infrastructure, but I guess a really important part of the
role is working with our leadership group to develop our
strategic directions and look for ways to improve our
services.
Q.

I'll focus these questions on Inner West rather than
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NorthWestern. I understand from your statement that there
is a section that relates to NorthWestern and a number of
the things that you've said in relation to NorthWestern
also apply to Inner West?
A.
That's correct.
Q.
Can you just explain to us what is Inner West Area
Mental Health Service and what services does it provides?
A.
So the Inner West is one of 21 area mental health
services in Victoria. We cover the catchment of the City
of Melbourne and the City of Mooney Valley. And, because
we cover the catchment of the City of Melbourne, I guess
there are some features of that population, including high
rates of homelessness, particularly in the CBD of
Melbourne, and we also have two of the large crisis
accommodation services, Flagstaff and Ozanam House in that
area.
The population is 285,000 people and the services
include, like other area mental health services, we have an
adult acute inpatient unit that has 29 beds. There is an
emergency mental health team in the emergency department at
the Royal Melbourne Hospital. We have a consultation
liaison service also at the Royal Melbourne Hospital.
There are two community mental health teams based in
Moonee Ponds. We have another team based at the Royal
Melbourne which has a focus on homelessness, and we're also
in a partnership program with cohealth and other services
in a program called Homeless Outreach Mental Health
Service.
And we have a community care unit, so that has 20 beds
for residential rehabilitation, a prevention and recovery
centre which is ten beds, and we have two specialist
services: one is the neuropsychiatry service which is a
state-wide service for Victoria, and an eating disorder
service which is an eight bed service with outpatient
facilities as well, and that covers the North West of
Metropolitan Melbourne and Victoria.
Q.
So it's quite a diverse service, but can you explain
to us how you access the service, how does someone come
into the service?
A.
So, the main access points would be through the North
West Mental Health centralised triage service, so that's a
phone referral service which is manned from the morning
.09/07/2019 (6)
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until late evening. We probably get around about a third
of our referrals that way.
Otherwise, they're through the emergency department,
so people coming directly to the ED, and then through there
into either an inpatient unit or into a community team.
We get community referrals from a range of sources: so
that might be from GPs and private practitioners, from
police, from prisons. We have the Melbourne Assessment
Prison in our catchment and we receive a number of
referrals from there and a number of self and family
referrals.
Q.
You said the triage service ends in the evening, so
after the evening do you need to go to the ED to access the
service?
A.
That's correct.
Q.
Can you tell us about the criteria for accessing the
service. So, if someone presents, what do they need to
satisfy in order to be taken into the service?
A.
So, they need to have a severe mental illness, by
which I mean an illness which has a long-term course and a
relapsing course, and that can include diagnoses of
schizophrenia and other psychoses, or a severe form of
another illness, so that might be mood disorder, it might
be a borderline personality disorder or an eating disorder.
They need to have a significant risk associated with that
presentation, either to themselves or to other people;
history of hospitalisation or presentation to emergency
department, and a significant impact on their ability to
live their usual life.
Q.
Do they need to satisfy all of those criteria or just
some of those?
A.
Pretty much all of those criteria.
Q.
You've told us what a severe mental illness is for the
purpose of that criteria, you also said that Inner West is
only able to provide services to some but not all people
who have severe mental illness; is that right?
A.
That's correct.
Q.
Can you explain why that is?
A.
So simply it's a case of funding, so our resources and
the population. So, at the Inner West and across Victoria
.09/07/2019 (6)
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really it's estimated by academic epidemiologists that
we'll be seeing 30 per cent of people who have a severe
mental illness, and the other 70 per cent are not being
seen.
The other thing that has happened is that over time
our capacity to work with people over a long-term has
severely constricted, so we now see people for episodes of
care which would typically be from six to 12 months.
Q.
What does that care involve?
A.
So, that care would involve assessment, stabilisation
of acute symptoms and identifying recovery goals for the
person. Very unfortunately, by the time somebody's mental
state is at the point where they can actually start to
engage and work around their recovery goals, we are kind of
obliged to start looking at discharge and planning for
discharge, and so it does feel very much like we're
interrupting treatment just when we're getting started.
Because, I guess with severe mental illness, you do need a
longer period of treatment and care to effect change.
Q.
Why do you say you're obliged to start thinking about
discharge?
A.
I guess the issue is that, in order to take people in,
we need to have an exit point, and because the demand has
grown so much over the last 20 to 25 years, I guess we have
had to take more and more people out of the system to
accommodate people coming in.
Q.
You've referred in your statement to the "revolving
door effect", what's the revolving door effect?
A.
So that's something we're seeing more and more where
people come in for treatment, as I say, 6-12 months,
symptoms stabilised, referred out to a GP, and over time,
might be in the first year, might be over the second year,
relapse; come back to hospital via the ED or whatever way,
and then in for an inpatient stay, back out to the
community for another 6-12 months of treatment and then we
start all over again.
Q.
And so, the episode of care is not sufficient for
recovery; is that what you mean?
A.
No, it is not sufficient for recovery.
Q.
A.

Why is it insufficient?
As I say, you really need a longer period of time to
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work with people who may be very demoralised, they may have
lots of issues around motivation, identifying recovery
goals and then starting to do some work to improve the
quality of life, particularly around relapse prevention;
that work is longer-term work.
You also need the opportunity for the person to start
to experience a relapse, which often happens with the
conditions that we treat, then to start to implement the
management strategies that we've suggested or that they've
identified are useful for themselves to thwart that
relapse, and that doesn't happen in a 6-12-month period.
Also, often people who are in our system have been
very isolated for a long period of time, and so, the work
is very gradual work getting them back into community, back
into services that they might be interested to use, and
yes, it just does take time.
Q.
Can you describe an example, at a high level and,
please, in a way that doesn't identify anyone, of the
impact of this episodic nature of care?
A.
Yes. So, I can think of a number of situations
actually where - and because I've been around for a long
time - where we've had a consumer who might have started
their work with the service, their treatment with the
service in their 20s; they've had a worker that they've had
a long-term relationship with, that might be for five or
more years. During that time, if there was the sort of
early signs of a relapse, that would have been picked up
really quickly and the need for hospitalisation wouldn't
have been there because there would have been adjustments
made to their treatment, extra support offered, and so,
there are numerous situations like that where people have
had five, eight years with maybe a two-week admission at
the most, and really that's a great outcome.
That person now, in the current regime, is still a
client of the service but they're referred out to the
primary care system. They'll see the GP for a while, they
might drop out of that treatment. They may start to
relapse and, because they may also be quite isolated,
that's not really picked up by other people. So, by the
time it gets to the point where maybe neighbours are
concerned, or the police have been involved, the person's
in a full-blown relapse, needs an admission to hospital.
They're often much longer admissions and often there's a
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need for application of more restrictive interventions,
which we know are extremely traumatic for consumers, and
then they'll be referred after that longer admission back
for treatment and we start all over again.
So it's extremely difficult for consumers and it's
also very demoralising for staff to see people that they've
worked with for a long time in a kind of downward spiral,
with worse relapses, longer relapses and in more
deteriorated states.
Q.
Just to clarify, how long ago was the first scenario
compared to the present situation?
A.
Let's say, that's kind of 20 years ago.
Q.
You also referred to the fact that some patients can
be treated by the service permanently.
A.
Yes.
Q.
What criteria do people need to satisfy to be a
permanent patient of your service?
A.
So, they need to have what we would describe as
treatment-resistant symptoms, so that means that, despite
medication, despite ongoing support, they continue to
experience auditory hallucinations or delusions, and that
there's a risk attached to that, either to themselves or to
other people. They would typically have frequent relapses
and they would often have a lot of challenges with living
independently, and so for our client group that's about
10 per cent of our client group.
Q.
Can you elaborate on why Inner West has very limited
capacity to treat people with milder forms of severe
illness or high prevalence disorders with acute
presentations?
A.
The same issues, so it's around funding around our
resources and population growth.
We do have capacity, with the redesign of our
community service some time ago, we do have capacity to
offer what's described as a targeted brief intervention and
that's for people who might have an acute presentation or a
worsening presentation, and it's a support to primary care
providers in our area.
It means that the person will come in, they'll have a
comprehensive assessment that will cover a range of
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different areas. We would try to have contact with any
family who were involved at that time. They would get some
support for a brief period, so that might be for four weeks
to three months, and they might have the opportunity to
participate in one of our shorter term group programs, like
our Wise Choices program which helps people with things
like emotional regulation, and then they'd be referred back
to the GP with a plan. But again, that is a very small
number of people compared to the people who are in the
population with high prevalence disorders.
Q.
I do want to ask you shortly some more questions about
the community-based program, but before we get there can
you talk to us about supply and demand. So, you've said
supply is not meeting demand. What gaps and impacts have
you observed?
A.
Okay, well, I'll talk about bed stock first of all.
So, I guess as a rule of thumb it would be suggested that
you would need 2.8 inpatient beds per 10,000 population.
Across NorthWestern Mental Health if you average it
out, we have 1.6 beds per 10,000 population, and at the
Royal Melbourne Hospital in the John Cade unit, we have
0.98 beds per 10,000.
So, bed resources are extremely restricted and as an
example of how that impacts on our kind of day-to-day
operations: every morning in the emergency department at
the Royal Melbourne Hospital there will be six to ten
people who have presented with mental health distress.
Probably about half of those will require an admission to
hospital. But we have very restricted resources so we've
got quite an elaborate arrangement now across NorthWestern
Mental Health where all of the services get together for a
conference call twice a day, one at 9 o'clock in the
morning and one at 3 in the afternoon, and so we have
between 15 and 18 people on the phone looking for, first of
all, how many beds have we got available, what's the demand
in each of the emergency departments and coming in from
communities, and then a kind of complex arrangement of
trying to work out who has the greatest priority to get
into a bed first.
Q.
A.

You said there's 15-18 people on that call?
Yes.

Q.

What roles do they have?
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A.
They would be managers of - I should say, managers of
an inpatient unit, so they would be reporting on, within an
inpatient unit, how many vacancies there are or how many
discharges are coming up that day. They would be people
who are in the emergency mental health team reporting on
how many people are in the emergency department. There
would be area managers like myself and the bed access
coordinator and the interim - well, the Operations Director
for NorthWestern Mental Health.
Q.
And the need is such that you need to have those calls
twice a day?
A.
Twice a day.
Q.
To try and place people in beds?
A.
That's right. Then in addition to that we have, a lot
of the managers these days have an access portfolio, one
per service, and those people are involved in what we call
repatriating people. So, because things are so dire, I
guess when we have people who present who are not from the
area that the hospital is in, we will attempt to repatriate
them to the area they came from, whether that's another
part of Melbourne or whether it's a part of rural Victoria.
We also call on our neighbouring area mental health
services for assistance in kind of times of really acute
demand. So, for instance, there was closure of six beds at
Broadmeadows inpatient unit in the last couple of weeks,
and so, that meant we were really struggling. It is
actually really great to see the cooperation that you get
from other area mental health services when you're in a
situation like that and you need the beds, that people
often will put their hand up and try to assist.
But it's enormously - like there's a well developed
system and people do a really great job with it, but it
shouldn't have to be that hard.
I might talk a little bit about community next.
Q.
Yes, we'll come to community, I want to ask you some
more about the beds though.
A.
Sure.
Q.
Of the six to ten people who are presenting each day,
who gets the beds, how do you decide?
A.
So, it's a combination of, who has the greatest risk
.09/07/2019 (6)
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and who has been there the longest, because we don't want
people staying there for a long time without treatment,
without having commenced treatment.
Q.
A.

When you say "there", do you mean in the emergency?
In the emergency department.

Q.
A.

So, the longer you've been waiting?
Yeah.

Q.
A.

And the risk to yourself and others?
Yes.

Q.
Is a factor in terms of who gets the bed?
A.
Absolutely. You can imagine, if you've got mental
distress and you're in an emergency department, that's not
a very kind of comfortable environment.
Q.
You were talking about the beds in terms of gaps that
you observed. Can you talk to us about the culturally
responsible services being eroded. These are in response
to gaps that you've observed supply not meeting demand?
A.
Culturally responsive?
Q.
Yes, so particularly in relation to Aboriginal and
Torres Strait Islander people?
A.
Thank you for that hint. Yes, so I guess we've
observed a number of clinical gaps. And amongst those a
real key one is Aboriginal and Torres Strait Islander
background people. So, we know that there's really high
rates of mental distress and suicide for indigenous people,
but we have very little developed that's actually
culturally sensitive.
There are a few services; so, the Northern Area Mental
Health Service for instance has some really great programs
that they've started there. But elsewhere there's been
very little done. At the Inner West we're trying to
recruit an Aboriginal mental health clinician for one of
our homeless teams at the moment; that's the first attempt
that we've made in that area, so there's a heap that needs
to be done in that area.
Q.

You've also referred in your statement to there being:
"... insufficient resources and capacity to
work with people with comorbid alcohol and
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others drugs issues, or forensic issues."
Can you talk to us about the gaps that you've observed
in those scenarios?
A.
Sure. So, in relation to alcohol and other drugs,
probably around about 40 per cent of people who have a
severe mental illness also have a substance misuse or
dependence problem, and so, helping them with that problem
if they want the help is a really kind of important thing
to be able to do, but we don't really have the capability
amongst our mental health workforce.
At the Inner West, we have had a little bit of
community growth and we're able to use that to employ
alcohol and other drug clinicians who had, as kind of I
guess a blended role into our three community teams, and
that's been fantastic, it's great for capacity building.
But I know that doesn't happen universally; in fact the
other area mental health services within NorthWestern
Mental Health have access to a 0.03 position.
Q.
A 0.3 FTE position, is that what you mean?
A.
That's correct. It's simply not adequate. When
you've got a lot of complexity you need to be multiply
capable and we're not designed like that.
Q.
You've also highlighted that a gap is the consumer and
carer peer support workforce and that's something you're
developing.
A.
Yeah, so that's been a really great development over
the last few years, is expanding our consumer and carer
lived experience workforce because we know that's one of
the most powerful interventions that we can offer, but we
need to do more of that, we need a bigger workforce and we
also need good systems to sustain that workforce.
It's a very new workforce, and so, there's quite a lot
that we're learning as we're going along, but definitely we
need to develop those support structures.
Q.
I will come to community services, but I just want to
focus on the demand and the unmet need before we get there.
Can you explain to the Commission, elaborate on the points
you've raised in terms of there being unmet need and which
needs are the most critical, starting with the issue of the
needing to provide services to a larger proportion of the
group of people with severe and enduring conditions for
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longer periods of time.
A.
That seems to be the most critical gap because, as I
mentioned, we're in this kind of revolving cycle at the
moment and people aren't getting the opportunity to make
their own kind of personal recovery with the support of a
clinical team.
So really, we
broaden the number
be able to do that
with the frequency

I guess, as people are kind of terminating, coming to
the termination of their short episode of care we also tend
to stagger out the appointments so that they might go from
fortnightly appointments to monthly appointments, and
again, it's really not enough for somebody's who's been
acutely unwell for six months or in the last 12-month
period, so that's a really critical demand.
Q.
One of the strategies you've adopted is to integrate
your Crisis Assessment and Treatment Team, the Mobile
Support and Treatment Teams and the Continuing Care Teams.
Can you talk about that integration and what impact that's
had in terms of accessing services?
A.
So, in 2013 NorthWestern Mental Health undertook a
redesign of its community services, and that was in
response to feedback that we'd had from consumers and
carers that they didn't feel like they were being heard,
that there was lots of fragmentation and there was massive
duplication of assessment.
An example of that would be, if you're in a Continuing
Care Team and your mental state deteriorated and you needed
some more acute care, you'd be referred to the CAT Team.
It would be a completely different team of people. You
would have another assessment and then you would have a
period of treatment there, then be referred back to your
Continuing Care Team to continue on.
So, we felt that it was really important to have much
more consistent care with the same team of people, and so,
that was where we came to in terms of integrating our
services.
The other issue was that there was very variable
workloads between those teams. So, there might be a
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caseload of 50 - total caseload of 50 in some of those
teams while the Continuing Care Team had a caseload of 400
people and caseloads of 40-plus people, which is really
just unsustainable. So, that redevelopment allowed us the
opportunity to smooth out some of that variability in the
work to the point that these days the highest caseload is
actually 18 people per worker, which means that there's
much greater capacity to do quality work.
In terms of the access issues though, it hasn't
significantly assisted us with that because we still have I mean, that's allowing us to provide better quality of
work but our resources haven't increased significantly over
probably ten, 15 years, so we still have a pretty static
resource.
Q.
Does that mean that you're providing better quality
treatment to the existing client base?
A.
That's correct.
Q.
But there's no capacity to take on more people?
A.
To do more, not without blowing out our caseloads
again.
Q.
Okay, I follow. I'd like to ask you some questions
about the emergency departments. You refer to there being
a very significant increase in people seeking to access the
mental health system through ED?
A.
Yes.
Q.
First of all can you explain what the increase is?
A.
Yes. So, in 2011 we had around about 700 people
attend the emergency department who were assessed by the
emergency mental health team. That figure has increased
substantially over time to - there was a big spike in 2015
and it went up to about 2,000 people, and then it's
increased year-on-year for the last four years by about
20 per cent. And at the close of this financial year it
was 3,900 people who were assessed in our emergency
department, which is a pretty staggering figure, without a
significant increase in our emergency mental health
clinicians.
Q.
I was going to say, has there been a comparable
increase in workforce to deal with that demand?
A.
No. What happened was that we used some community
growth a couple of years ago to create a program called
.09/07/2019 (6)
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Engage, and that was for people who were attending the
emergency department with a suicidal crisis who, after
perhaps the next day; perhaps they'd been intoxicated,
perhaps the next day it was deemed that they were safe to
go home. In the past there was no follow-up for that
cohort of people which was a grave concern to us.
So, we used that community growth to create the Engage
program with the idea that the clinician will contact the
person the next day, check in that they're travelling okay,
see if they've got any support needs, make sure that things
are on track with connecting with a community service
provider.
So we had about four EFT attached to that team, but
because of the demand we've had to shift that to
assessments and we now have one clinician who just does
phone interviewing and he probably - or phone contact,
post-discharge contact, and he probably only manages to
catch about half of the people.
Q.
Do you have a view about why there has been such an
increase in presentations to the ED?
A.
I think it's probably a combination of population
growth. So, we know the City of Melbourne from 2011-2018
had a 60 per cent growth in population, so that's some of
it.
But I think otherwise I think it's just that it is, as
other people have said, an accessible way to get a mental
health assessment. You don't have to wait for an
assessment at a community clinic, you can pretty much get
assessed within the day that you present, and also for
people who have been rejected from clinics, that's a way
that they can get an assessment. So, I think word has kind
of got around about that, but it is the only place that is
open 24 hours a day, seven days a week.
Q.
You said in your statement that EDs are not an
appropriate setting for assessing people who are seeking to
access the mental health system. Can you explain why you
hold that view?
A.
So, they're very kind of cold, clinical environments,
they can be very noisy, and when you're having mental
distress being in that kind of environment is not conducive
to feeling any better about things. So, I guess that's
kind of the main issue.
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There are some options that we're looking into. So,
we have recently received funding for a crisis hub that
will be at the Royal Melbourne Hospital and one of the
things that we're going to implement is called the Safe
Haven Café, which is a model that was developed in the UK,
and there's a trial at St V's - it's not a trial, it's
actually going on. Excuse me, I'll have a drink. That
aims to provide a much more comfortable environment. So
there are lounge chairs, there's soft lighting, there are
peer clinicians, peer workers and mental health clinicians,
and so, the person can be escorted from the emergency
department over to the café to a much more comfortable
environment and talk with the staff there about what's
going on for them and trying to make some connections in
the community.
That's proving to be a really kind of - I think a much
better way and a much better environment to work with
people.
Q.
And that trial has started?
A.
St Vincent's has been going for around about a year I
think, and we'll be starting later this year.
Q.
What hours will that operate, do you know?
A.
At St Vincent's and for us, first of all it will be
over the weekend when we know there aren't other services
open, so that will be Friday, Saturday and Sunday, 2-8pm,
but we're hoping to expand that to seven days a week.
Q.
How are people who present to the ED with suicidal
presentations supported?
A.
So, at the moment they would typically wait for an
assessment. They would have an assessment with the
emergency mental health clinician. If it was deemed that
there was a significant and imminent risk of suicide they
would be allocated for admission to hospital.
If it was more in the context of a situational crisis
or in the context of intoxication it would be looked at
over time, so the person might stay a bit longer and, yes,
may well be discharged home.
Q.
Is the triage service coping with demand?
A.
No. The centralised triage has also not had any
growth over a long period of time, and so, there's a lot
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of - there's been a lot of demand for calls. So, at the
moment it's a 30 minute wait is the average time to get on
to someone. You can imagine in a mental health crisis
situation that's not a very good situation, and we have
very high call abandonment rates.
Q.
You've stated that the clinical mental health services
are increasingly crisis-driven. Can you please explain in
what respects it's increasingly crisis-driven and what
impacts that has on the type of treatment you're able to
provide?
A.
I think, really, from community and then into the
inpatient unit. So, in our inpatient units there's been a
lot of demand there. So, another kind of statistic that's
of interest is that, back in 2014, I think, the length of
stay was 14.7 days. And 2018 it had gone down to 9.6 and
for Inner West our KPI from the last quarter was 9.1. So,
we have shorter and shorter admissions, which means that
people are coming out of hospital more unwell, and so, the
community service has necessarily needed to focus more on
that work, which means that recovery work kind of gets put
on the backburner. It takes longer to get to that.
I guess another impact is that sometimes, if there is
a lot of acuity happening in the community and there's a
need to do, say, a home visit, then that means grabbing
another worker and getting in a car, which often means
cancelling appointments that might have been recovery
appointments, so there's those kinds of effects.
Q.
I'd like to ask you about community-based care. We
have a slide that is an "Adult Community Service Practice
Guide".
A.
Yes.
Q.
We might pull that up on the screen, please.
[MEH.0001.0001.0009] Can you tell the Commission about how
Inner West delivers community-based care?
A.
Sure. So, I've talked about the integration of the
teams and that was a really important thing to do from the
perspective of having manageable caseloads, better
integration, consistency of clinicians. And it also
produced some significant culture change that was important
for the service.
But I think reflecting --
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Q.
Just before you go on, can you tell us about the
culture change, what kind of culture change?
A.
I guess, we've had a system for a long time which was
kind of fit for purpose 20 years ago, but has over time
become - like, it was a great model when it started in
terms of having a team for doing some specialist rehab, a
team for doing some acute work. That worked for a time,
but over time those teams became very siloed and it
actually became very difficult to make an internal
referral. So, not only was it hard for consumers to get
in, it was hard for clinicians to refer between the teams,
so that's the kind of cultural change I'm talking about.
Q.
Okay, thank you.
A.
So, that has definitely shifted. But the bigger
change and more fundamental change was really around our
practice, and so, I guess the thing to say there is that,
there's a lot of evidence, there's a lot of concern, not
just in Victoria and Australia, but worldwide about poor
outcomes for people particularly with schizophrenia. We
know that there's poor physical health outcomes and
premature morbidity, there's workforce participation
issues, there's a lot of social isolation. Quality of life
is deteriorating, and of course in those situations there's
much higher suicide risk.
And at the same time we know that there are
evidence-based treatments that can support those things
that can help reduce relapse rates and improve quality of
life very significantly but - and again, it's a worldwide
thing - there's extremely minimal uptake of those
psycho-social interventions.
And so, I guess the point of the practice change for
us was to start to embed more of those psychosocial
interventions in the work that we are doing.
Q.
Why has there been such a low uptake of the
psycho-social interventions, do you have any views on that?
A.
I think implementation of any change is really hard in
mental health services, or in any health service, but I
think particularly the fact that we don't actually have a
framework behind things.
So a very typical scenario would be that you might
have one or two very enthusiastic clinicians who are keen
to start some program that had an evidence base, and they
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get working on it and it would go on swimmingly for a
couple of years, but then the clinicians leave and the
program falls over. So, the problem is that there isn't a
framework, a foundation, that's embedded in the system that
keeps things going. And so, this is really our opportunity
to try to do something differently with that.
So, the document that I had -Q.
We might pull it back up on the screen, the practice
guideline.
A.
The other thing is that there's lots of clinical
guidelines, international clinical guidelines that say we
should be doing more psychological work, we should be
working more with families and carers, we should be doing
peer work, and so the recommendations are there but, as I
say, not taken up. So, this guideline took into account
information from those guidelines, so it kind of condensed
it, plus our sort of practice wisdom and it was put
together by our most senior professional staff and academic
staff, and it's a fantastic resource.
So that's it there, it's a great document. From that,
we at the Inner West identified the practice domains that
we wanted to implement, and so, there are six domains. It
might be good to pull up the other slide now.
Q.
If we may, the second slide, the "Working towards
recovery with evidence-based interventions."
[MEH.0001.0001.0122]
A.
In this slide you can see that there are six areas of
intervention: psychological interventions, family and carer
work, health and wellbeing, vocation, lived experience and
overcoming hurdles, which really refers to working with
people with substance dependence issues and people with
forensic problems.
Q.
Ms Bradley, can I just pause you. Would you mind just
going through each of the different evidence-based
interventions and just at a high level explaining what they
are and what you're trying to do?
A.
Yes. You will see there's a heavy line through the
middle of that table and above that line are what we call
our core interventions and these are either conversations
or mini assessments that we want all of our consumers to
have exposure to in the first six to 12 weeks of treatment.
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So, for instance, we want, in the area of family work,
we want contact with the family to occur within six weeks
of treatment. In the area of lived experience we want
there to have been a conversation with a peer support
worker about what peer support options are available within
the first few weeks of engagement.
There's the APQ 6, which is the activity and
participation questionnaire, which is a simple tool which
the clinician goes through with the consumer to identify
what their interests are, whether they've got an interest
in employment, those kinds of things.
And psychological interventions, the two kind of core
things there are Early Warning Signs Program and CBT
Fundamentals, Cognitive Behavioural Therapy Fundamentals,
which refers to a kind of mini suite of interventions that
all clinicians are trained in.
So we want all clinicians to deliver those core
interventions, and then depending on what comes from those
conversations, the interventions below the heavy line are
what we call our specific interventions.
So, within the psychological interventions area one
program is cognitive behavioural therapy for psychosis,
which helps people live with voices. There are therapies
for comorbid anxiety and depression which often occur with
psychotic illnesses.
In the family area we want everyone to have had a
single session of family consultation, so we have a
relationship with Bouverie Family Therapy. We've trained
our staff in those interventions which really is
identifying what are the family carer support needs that we
should be looking at.
We have an evidence-based multiple family group which
brings the consumer and their family together, six to seven
consumers, and they work looking at problem solving
together and psycho-education together, and there's a lot
of mutual social support, and that's been proven to be
effective in reducing symptoms and relapse rates.
In the area of physical health we have a range of
different programs, but I guess one thing that's been very
effective I think is a bunch of wellness activities. So,
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there's things like a walking group that was very popular
so that's been duplicated, there are two walking groups
that happen every week. There's a swim/gym group. There's
soccer, there's a soccer club. So, I guess just kind of
opportunities for people to not only be looking at their
physical health but also having connection opportunities
with other consumers which has I think been a really
fantastic benefit of that program.
We work with people on their vocational goals. So, I
guess one of the issues for us is that we know trying to
refer to employment services; the employment services that
are out in the community aren't typically evidence-based.
The main evidence-based practice is individual placement
support, where you find a job that a consumer wants to do
and support them actively while they're doing that job and
you work with the employer. That's not available
externally so we brought that into the service.
We have our Lived Experience Program which includes
peer zone, that's an entirely peer led program developed by
Mary O'Hagan in New Zealand and it offers recovery modules
for consumers and we have individual support. Then there
are a range of things we can do around overcoming hurdles,
supporting people through motivation interviewing, those
kinds of things.
Q.
For some of those, you said that you wanted the person
to engage with them in 6-12 weeks. What's the rationale
behind the 6-12 weeks?
A.
Well, we want them to start early but we also
recognise that it takes a little bit of time to get to know
someone, so we want that relationship to have developed
sufficiently as the kind of recovery goals are being
discussed along the way.
Q.
You explained at a high level the challenges with
implementing an evidence program from a frameworks
perspective. Have there become challenges at a practical
level trying to implement it on the ground?
A.
Yes. So, this was a very ambitious program and so we
used reliability methodology and we made lots of system
changes.
So, as an example, in relation to workforce, one thing
I hadn't mentioned is that the main mode of kind of work in
Victoria is through medical appointments and case
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management. And case management is very good at keeping
people in touch with services but it doesn't have an
evidence base around improving quality of life or relapse
reductions.
So, we as a kind of symbolic exercise, we have
rebranded the case management role to be a key clinician,
which is also acknowledging the professional background of
the staff that we employ. So, we employ psychiatric
nurses, OTs, psychologists, social workers who have a raft
of skills and expertise, but was being under-utilised in
the previous kind of framework.
We've changed all our position descriptions, so I
guess the overall plan with reliability methodologies is
that everywhere you look you should see something that
reflects the change that you're trying to implement. So
all of our position descriptions include the statement that
we work from an evidence-based framework and that way we
hope to attract people who are interested in that kind of
work, and we attach this poster to our position
descriptions.
Also around workforce, we have found it really useful
to recruit some other kinds of roles that can support the
domains. For instance, we've employed an employment
consultant who works within the team. We have an exercise
physiologist who's also a yoga instructor, and so, she does
exercise physiology work with consumers in the community,
but she also runs a yoga class on our inpatient unit.
We've employed a bunch of blended roles, so that is
where they have a mixture of a kind of mental health key
clinician role plus another speciality. So, that's what we
did with our alcohol and other drug roles, and we've also
done that for treatment of eating disorders. So, we've got
in people who are key clinicians but they also have the
portfolio of eating disorders. That supports both
provision of the treatment directly but also capacity
building within the teams.
We've recently recruited a dietician also to support
the program. Then there are some other people who have
kind of portfolios embedded in their position description.
Like, there is a psychologist who is responsible for our
Early Warning Signs Relapse Prevention Program.
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So that's kind of some of the workforce changes. In
terms of the support to the staff, we knew that was going
to be a really important thing to invest in heavily, so we
recruited a practice development manager part-time, and we
also contracted experts in some of these interventions to
come in and provide monthly supervision groups for the
staff.
We've revamped our professional development calendar,
so that aligns with this, and we also have a clinical
showcase day where we show our work between the teams to
each other.
Then the next kind of raft of changes was around
monitoring and measuring how we're doing, so we introduced
a range of different ways of doing that. So, we monitor
both the core interventions to see how we're going over
time with implementing those, and also the specific
interventions, which we monitor through contacts and
that's - what happens is that, every time a clinician has
contact with a consumer or a carer, they are required to
document that contact and that's data that goes into the
department and we have research field in there that we use
with codes for each of these interventions.
Q.
Sorry, why does it go into the department?
A.
This is part of their general measurement of what's
happening in services. So, every area in mental health
services submits contact data to the department.
In addition to those monitoring systems we have done
quite a bit of qualitative evaluation as well. So, for
instance, the single session family consultations, we have
- some of our care peer support workers have done
qualitative follow up with people who've attended those
sessions to see how they've found it, and we get absolutely
fantastic feedback about that.
Then we've had a raft of accountability interventions
as well. So, myself and Ricky Yeatman, our Director of
Clinical Services, we meet with the program manager and
lead consultant for each of the programs and we do that on
a quarterly basis and we review their live data with them.
So, they can see, this is what we're looking at, this is
what's important for the service, and they get to give us
feedback about how they think it's going, where they might
need some support, those kind of things.
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We also changed our clinical quality meeting so that
it is much more focused on the domain. So, at that meeting
each of the programs across the service have the
opportunity to talk about what's happening and they also
talk about what's going on in relation to these domains.
That's been one of the fantastic things over the last
12 months, is that, we started this in community and we've
kind of - we're about four years into that now. And it's
now kind of shifted over to our residential services and
our inpatient unit, so there's been a lot of - I think
people can see this makes a lot of sense and they want to
get involved with it, so that's been really fantastic.
I guess, just in terms of some outcomes, we are seeing
kind of progressive - and we know it's going to be slow
because we expect that, that's how it goes, we know these
things take time - but in relation to the core
interventions, they've been steadily increasing.
So at this point we know that 70 per cent of everybody
who comes in who has a family member involved, there's been
contact with that carer within the first six weeks. And if
you compare that to five years ago there was no way
anything like that level of activity was happening.
Our employment area: we had a 12 per cent employment
workforce participation rate, which was way worse than even
internationally, it's about 18 per cent. In the first year
that we had our employment consultant working, there were
30 people who got into paid employment, there were another
30 people who got into voluntary employment or training,
and a raft of people who are considering employment and can
participate in one of our pre-employment groups, which is
called The Works.
Our Lived Experience Program, that's been going really
well, we get fantastic feedback about that. I guess maybe
just a little story about one of the areas in terms of
psychological interventions, just the power of that.
So, our Early Warning Signs Program, there's a not
uncommon situation has occurred, I guess, where we might
have somebody who has had a lifetime of - adult lifetime of
relapses every 12-18 months, severe relapses requiring
hospitalisation. They do the Early Warning Signs Program,
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model developed in the UK, which helps them identify
whether they have any vulnerable times of the year, whether
there's any seasonal things that affect them. We look at
exactly the symptoms that they experience, we know what the
common kind of prodromal symptoms are, we go through those
but then sort of individualise it to the person, and then
we work out the top three of those very early warning signs
and then what you do if that happens in terms of getting
extra support.
I know for at least two people who have had that
pattern of relapses every year, they did that program and
have never had another relapse, and are working and they've
repaired relationships with families, all those sorts of
things.
I guess that's the other point we need to
aware of, is that relapse has a really kind of
impact, personal impact and cost for people in
both hospitalisation risk, but also disruption
relationships, disruption of work or study, so
do as much as we can to prevent that.

Q.
In terms of delivering this program, how have you been
able to deliver it in terms of the crisis demand? Has that
impeded on your ability to deliver it or is it immune from
the crisis demand?
A.
So, we do our crisis work now within the team. So, as
I said, there are three community teams, and the two that
are based at Moonee Ponds, they take it in turns, so they
do a week - they alternate weekly. So, there are people on
between 8.30 in the morning and 9 o'clock at night, so
there will be two clinicians on each of those shifts and
they look at all of the crisis demand that's coming in to
the service. So, they might do outreach assessments, they
might see people at the clinic. The thing that works
really well with that is that, once that person's been
assessed by that team, they go straight into that team, and
so they're absorbed into the team for both that period of
acute work but also the ongoing work around recovery.
It is again, I think because of lack of resources,
there's no doubt that the recovery work can get disrupted,
and so I think we just do need more resources to be able to
do things more effectively without that acute disruption.
Q.

I have two more topics to cover with you.
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one relates to system and then the final one is reform.
First into systems: can you explain the key barriers to
appropriate treatment from a systems perspective?
A.
So, putting aside resources, et cetera, one of the
things that has occurred for us is that, at the same time
we haven't received funding to support our service, there's
been a lot of community support withdrawn.
A really important area for us because we have a big
homeless population is in housing. Over time, perhaps last
10-15 years, a lot of rooming houses and things like that
have closed down because they were substandard so that's
fair enough, but nothing went in their place. So, we've
seen that there's been increasing homeless people in the
Melbourne CBD. So, we know from City of Melbourne street
count that number increases every year.
I heard a really startling statistic the other day
from one of our homeless agency partners, it's one of the
crisis accommodation access points, who told me that
they're sending away 218 people every night who need crisis
accommodation. So, that is a really big issue for us.
One thing that's worked really well for the
partnership program that we have is that we're bringing
some of that expertise and access into the team. So, the
HOMS program has clinical staff, they have cohealth, care
coordinators, there's a Launch housing worker, there's a
women's worker, and that means that we can make sure that
all of those things are embedded in the team and we get
quick access to it.
I guess the same is true for our practice domains.
Bringing in different things like the exercise
physiologist. That means that people who may have been
intimidated about going to a gym, they can go with a group
of people with the exercise physiologist and that's kind of
a bridge.
So I think the more that we can do around blended
teams bringing expertise in that we need, the better, so
that's a big kind of systems issue.
I guess the other thing is that, there was hope that,
with mainstreaming of services many years ago now, that
we'd have much greater integration of physical and mental
health support, but I guess that hasn't really happened and
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that's been a little disappointing.
Q.
You've referred to the workforce and the types of
roles that you need. Can you just comment on the budget
for capital infrastructure and where that comes from?
A.
Yes. So, we have a capital budget. Unfortunately
18 months ago it was halved, and so, that's meant that well, first of all it's meant that our services are looking
really shabby. It was a bit shocking going back to Waratah
the other day and seeing the state of the carpet. And you
think, this actually doesn't imbue a sense of hope or
progress having kind of shabby buildings around you.
The other thing that's happened is that, when there's
really kind of expensive things that need to be done, that
has tended to come out of staffing resources because we
simply don't have the capital resources that we need. And
so it's meant things like, we have to hold back on filling
vacancies, hold positions over to be able to support both
our staffing and physical structure resources.
Q.
The final topic I want to ask you about is reform.
So, first, can you give us your views on what trends have
impacted on community needs since de-institutionalisation
in the 1990s. So, what's been happening, what are the
trends?
A.
I think the trend that I'm kind of most aware of is
the increasing complexity, which I think is just reflecting
the fact that we don't have good services available for the
duration that we need to support people with their
recovery. And so, when people get hopeless and
demoralised, then they turn to substances often, and that
creates all kinds of issues.
I think also we've seen a really big change in terms
of ice use and people presenting with all kinds of issues
around that. And then, once we've got people who have got
substance use issues, then often that results in them
getting into crime and ending up being incarcerated. So,
like in other parts of the world, increasingly we're seeing
people with mental health issues being incarcerated. And,
while they're in prison they often don't have any
treatment, so when they come out they're very often very
unwell, so that kind of situation is really pretty
appalling and feels like it's not going anywhere fast.
Other trends - I mean, people were talking earlier
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about relationship, and that is certainly something that's
much harder to use as one of your kind of tools to support
people. The fact that we have these shorter episodes means
that people don't have the sort of support, they don't have
the long-term relationships with people who know them
incredibly well, who can pick up on things that might be
changing for them and respond appropriately to that, so
that's another big change.
Q.
I want to ask you about accountability.
in your statement:

You've said

"To support the shift in focus to, and the
implementation of, evidence-based practices
services need greater funding to enable
necessary changes to their workforce and
accountability structures."
You spoke a little bit about the accountability
structures that you've put in, in terms of the new practice
model. Do you have views about the accountability
structures at a system level?
A.
M'hmm. So, it's been one of the most important tools
that we had, to start of let people know that this is what
we're paying attention to. We think that it would be
really useful for the department to have a much greater
role in relation to accountability with services, and by
that I mean both in terms of things like making investment
of resources dependent on services being able to
demonstrate that they're providing recovery-focused,
evidence-based care. That's a hugely powerful incentive
for services.
The other thing is that, some time ago we used to get
visits out from the department. So, the office of the
Chief Psychiatrist Team would come out and look at the
service about some issue or another, and it made us feel
like we were in connection, that they knew what was going
on. We don't really have that now, so I think that's
another opportunity that can come out of this Commission,
is thinking about a strengthened role for the department
with services and a real relationship where they understand
the challenges that we're dealing with and are able to
support us with that. But also, that we're more
accountable to them for actually what it is that we're
providing in terms of the quality of the treatment.

.09/07/2019 (6)

555

G M BRADLEY (Ms Batten)

Transcript produced by Epiq

713

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 BATTEN: Thank you very much, Ms Bradley. Unless
there's anything further, I'll ask the Commissioners if
they have any questions for you.
Chair, are there any questions for Ms Bradley?
COMMISSIONER McSHERRY:
Q.
I was interested that you
mentioned the outsourcing of psychosocial services as a
trend that had occurred. Could you perhaps explain a
little bit about that?
A.
Sure. Two issues: one is that, it must have been I'm not actually sure how long ago, at least 15 years ago there was a division whereby it was decided that the then
PDRS service, which is our kind of psychosocial support
service, would take over psychosocial treatment of people
with severe mental illnesses, and that the clinical
services would focus on the clinical interventions.
I think that was a very big backward step because it
meant that we had lots of professional staff who weren't
able to use their skills, and it meant that our service did
become far more pharmacologically driven, and that we lost
a lot of people along the way with that. Consumers kind of
disengaged from us because they didn't feel like they were
getting much more than pharmacology and medical support.
So, yeah, that feels like that was a big backward
step, and it's good to feel like we're kind of clawing that
back now. I guess the other thing that I guess is worth
mentioning and I haven't had an opportunity to address too,
is just the irregularity of funding.
About maybe two years ago that service - PDRS, which
then turned into Mental Health Community Support Services they were eventually defunded, because it was thought that
the NDIS would provide what was being provided by that
service. That hasn't proven to be the case. The NDIS is
very good with practical support, but complex psychosocial
support, not so much.
The department's realised that that's created a big
gap and they have funded a psychosocial response and those
organisations were able to tender for that. But the
funding is only for two years, and so, it's kind of well yeah.
The other thing that happens for us, is that, there
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was HOMS, our homeless program in the CBD; that was
initially funded Federally for four years. It demonstrated
that it was effective but, because the Federal Government
didn't continue on that funding, every year we have to have
a kind of massive lobby of the department to continue that
funding. And, that's happened for three years in a row
now: every year we've been able to get the funding - we
just heard last month that we'd be getting it for
another year.
It's very frustrating, it's also very risky because
one of the times that happened we lost nearly half of that
team, because they're not going to hang around and wait to
see what happens, they need employment and so they left,
and so we had to start from scratch, and so, this kind of
intermittent funding is quite problematic for services.
Q.
Just one other question. You mentioned in your
statement that the acute inpatient unit has one of the
highest staff turnover rates in health services in
Victoria.
A.
Yes.
Q.

You've also mentioned that:
"As recently as three years ago we
experienced a maximum of 3-4 code greys,
that is, a psychiatric behavioural
emergency within the clinic per year, and
now that occurs 2-3 times per week."

A.

Yes.

Q.
So, what's the major driver of that change, because it
seems that you can't attract a workforce if it's -A.
It's very hard.
Q.
-- going to be managing risk the whole time. Is it
because of increased drug use, or is it also because of the
lack of capital expenditure, that you just don't have
inpatient units that modify behaviour?
A.
Yeah, I think it's a combination of all of those
things. Our inpatient service is really focused on just
getting on top of the most, most acute symptoms. We also
have, I guess, the issue of incarceration: we have a lot of
people coming out of prisons and being brought straight to
the inpatient unit. I think that has a really significant
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impact, particularly when you have two people who have just
come out of prison at the same time need to be in a secure
environment, and they're very unwell and they may have a
history of violence or aggression. Then we have a very
young workforce, mostly female, it's really hard to hold
onto staff in that situation, because people get scared and
so they leave.
In the community I think again it's this kind of
gradual erosion of the quality of the treatment, that
people aren't getting better, people get demoralised. Some
people are on compulsory treatment, and they do not like
that, and so - and there's a lot of methamphetamine use.
And so, that's one of the main drivers actually,
particularly of community issues around either property
damage or other kinds of environmental emergencies, yeah.
CHAIR:
Q.
I just have one other question I'd like to
ask. You do note the fact that there has been, amongst
those changes I think linked to those psychosocial supports
and other things no longer being available than they had
been in the past, you talk about the closure of drop-in
centres that had been operated which were considered
marginalising and contributing to social isolation.
Can you talk about the role that drop-in centres have
played in the past and what the substitute is for them now,
if any?
A.
Yeah, so I guess that was probably a disagreement that
clinical services had with some of our mental health
partners, community partners. I understand that they were
coming from the perspective of maximising people's
independence and trying to reduce marginalisation and
stigma, and so, therefore not having special centres for
people with mental health conditions.
And so, the idea there was that, so they stopped some
of those drop-in centres, and the thought was that people
could join neighbourhood houses or other places where they
could access those kinds of activities and services, but
that didn't kind of pan out in the most part. There's
usually cost attached to those neighbourhood houses to do
programs there which people can't afford.
But also, some people feel quite intimidated about
going along to somewhere they haven't been before. When
they're around their peers there's greater opportunities
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for peer support at drop-in centres and it's a natural peer
network.
So, in some ways it's been a real shame that we've
lost that, some people have lost the social networks that
sustained them, and yeah, it would be great if we could do
something to develop a model along those lines again.
CHAIR:

Thank you.

MS BATTEN: Thank you. If there's no further questions,
may Ms Bradley please be excused?
CHAIR:
Yes. Thank you very much for your comprehensive
evidence today, thank you.
<THE WITNESS WITHDREW
MS BATTEN:
for lunch?
CHAIR:

Chair, is now an appropriate time to adjourn

Yes, thank you.

LUNCHEON ADJOURNMENT
UPON RESUMING AFTER LUNCH:
MS COGHLAN:
The first witness this afternoon is Janet
Butler, and I call her now.
<JANET BUTLER, sworn and examined:

[2.01pm]

MS COGHLAN:
Thank you, Mrs Butler. You've made a
statement with the assistance of the Commission?
A.
I have.
Q.
I tender that statement. [WIT.0001.0002.0001] Around
five years ago your son, Christopher, began to suffer from
acute mental illness?
A.
He did.
Q.
You've made a statement about your family's ongoing
journey through Victoria's mental health system. One of
the things you say is that it's been marked by trauma and
difficulty with brief moments of help.
A.
That's the case, yes.
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Q.
Can I ask you then about when Christopher was around
22 years of age back in 2013. If you could tell the
Commissioners what life was like for him at that point in
time?
A.
Christopher was 22, he was happy, witty, calm. He was
in an up-and-coming band, he's a musician. He had two
jobs, one of which was a lifeguard, he was doing very well.
Then, in December 2013, he underwent some quite severe
stress and he became quite anxious. We took him to our GP,
who prescribed one of the new generation antidepressants,
which was Sertraline. Christopher's anxiety actually
worsened after that and we just thought it was because of
the situation we were negotiating with him.
So, he went back to the doctor and the doctor doubled
the dose of the Sertraline, and after that Christopher's
condition radically worsened until it became almost
completely out of control. He was sleeping four hours in
every 48, he was speaking very quickly, he was delusional.
He was engaging in risky, quite dangerous behaviour and we
became very concerned.
Q.
And you had no prior experience, you and your husband,
of engaging with someone with mental health issues?
A.
No, but we knew that something was terribly wrong.
You know, we had no idea, and didn't for quite a long time,
had no idea what was happening.
Q.
You later came to understand that your son,
Christopher, had a predisposition to bipolar?
A.
We did, and the stress that he was under and the
Sertraline that he was prescribed, and then the double dose
he was given are triggers, and he moved into first episode
psychosis, but we had no experience of it, so we didn't
know what we were looking at.
Q.
I'll come back to ask you about that in a moment. Was
there also some drug use going on at the time for
Christopher?
A.
There was. Yes, he was self-medicating, I think, you
know, what turned out to be quite a frightening illness.
Q.
In around March 2014, you and your husband contacted a
hospital?
A.
We did.
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Q.
What happened as a result?
A.
We were concerned enough, and sure enough, that this
was something beyond anything that we'd experienced before,
that we contacted a CAT Team of our local hospital. We
were that sure that something was terribly wrong.
Christopher went in by himself and was assessed by the
CAT Team, and he came home to us with a referral to a
public drug rehabilitation unit that took three months to
get into.
Q.
And so, at the time when he was assessed by the CAT
Team, it appeared that they couldn't see beyond the effects
of drugs?
A.
No, they didn't. They didn't look behind the - once
they knew that drugs were involved - and this was a problem
that we found - the doors were just shut. They didn't look
behind the drugs and think, this presentation could also be
what it turned out to be, which was the onset of an acute
mental illness.
So, I took their word for it and spent a couple of
weeks trying to find somewhere else to get Chris into,
because his - he clearly needed immediate assistance. But
as those days went by, Christopher was becoming worse and
worse and worse, and we realised that it was a lot more
complex than they were saying, and I knew, you know, in my
bones that Christopher was suffering from a mental illness,
because we had seen the change and we knew where it had
begun, we could see the causes. We didn't know the role
that the antidepressant was playing, but we thought we
could see where the stress had kicked in, so we stopped
going down the road of the drug rehabilitation and started
to try again to get him help for mental illness.
Q.
So he didn't receive, beyond that first assessment by
the CAT Team, he didn't then receive any treatment for
three or four months beyond?
A.
No. I rang the CAT Team five times over that period,
increasingly frantic for help, and we were given no help
whatsoever. They described it as, they said one day that
it sounded behavioural, that I should sit him down and set
some boundaries. Christopher was by then in psychosis.
They thought it sounded like personality disorder, so
they said they didn't come for that sort of thing. And at
one stage I rang and they said, "Oh, we know Christopher,
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he uses drugs.

So no, from March until the middle of June, as I
begged them increasingly for help, no, we didn't receive
any help at all.
Q.
And at times Christopher's behaviour was quite
frightening for you?
A.
It was. Christopher was engaging in risky, riskier
behaviour, and he was becoming unmanageable in many ways.
I mean, looking back, it must have been terrifying for him.
He was delusional and paranoid, and we found him - you
know, it was a very difficult situation to manage.
There was once a time when somebody had given us
advice to just disengage, and Pete and I just fled the
house and actually went to the hospital that we'd been
asking for help, went to the acute ward, said, "Look, we've
got this terrible situation, we have no idea how to deal
with it, can you help us?" And they said, "No, we can't
help you, you have to go home and you have to ring the CAT
Team."
So I went home, Pete didn't come home with me. I went
home and I called the CAT Team and after half an hour when
I hadn't heard back from them I called them back and I was
told by the receptionist that there was a two-hour call
back time.
By this stage I - I'm sure that people listening have
been faced with somebody who is spiralling into mania and
in psychosis, but you need help right then. You need
somebody who is an expert who can give you advice and,
hopefully in the best scenario, come. And, what he needed
- what he needed - was somebody to come, recognise what
could possibly be going on; he needed to be sedated, he
needed to be admitted, and he needed to take antipsychotic
and mood stabilising drugs.
But there was a two-hour call back. When they finally
called back, that is when I got the advice about it being
behavioural and that I needed to sit him down and set some
boundaries.
Q.
A.

So, Christopher received no help at that time?
No. No, we never received help.
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Q.
And, after that, he became essentially homeless?
A.
He did. He was in many ways difficult to have in the
house. He couldn't be there either. He was couch-surfing.
He would randomly come home at odd times, sicker every
time.
Once he came home and told us a story about him being
taken to another hospital in an ambulance because a
bystander had called an ambulance because he was fitting in
the street, and he told us that he had been taken to the
hospital, that he had run away, that the police had picked
him up, they had let him go somewhere. And I knew that
some of that story, that terrible story, was true.
I could see that Christopher was processing that
information in a way that I couldn't really understand;
that he was telling the story, and in his mind it was
probably slightly different than - I could see it in his
eyes, but I knew that enough of it was true that this was a
nightmare that we - we had no idea what to deal with, and
he left then.
I remember Pete and I sitting on the couch listening
to the crickets chirping in the mental health system and
wondering if we were ever going to see our son again.
Q.
There was another occasion in June 2014 where
Christopher was picked up by the police?
A.
He was, and thank heavens for it. He was picked up by
the police late one night in June and the sergeant in
charge of the police rang me at 4 o'clock in the morning,
and he told me that he knew Christopher was over age, but
if they were under 26 he always tried to call a parent. He
said, "Your son hasn't done anything wrong, but his
behaviour is bizarre, what's going on?" And I told him, I
told him about what had been happening, what we had tried
to do, and he said to me, "What do you want me to do?" And
I said to him, "Could you please take him to a hospital."
It was out of our area, a big inner city hospital, "Could
you please take him there and we will meet you there", and
that's what happened. We met the police there at, you
know, 4 or 5 clock in the morning.
Q.

In your statement you say:
"When I arrived I experienced one of the
worst moments of my life."
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A.
That's the case. We arrived there at 4 o'clock in the
morning, after months of this trauma, and looking back, I
can't ever remember it being daylight. For those months
that we tried to get help for Chris and we lived through
that nightmare, it was night to me all the time looking
back.
We got there and we got out of the car, and I heard my
son, saw my son, the boy that I had tried to get help for
since March, dragged screaming and terrified out of the
back of a divvy van. It was - it should never have been
allowed to get to that state.
Q.
And, he was seen by a psychiatric registrar and the
head of emergency and a psychiatric nurse when he was
there?
A.
Yes.
Q.
And there was a diagnosis made?
A.
Yes. They knew what was wrong. A diagnosis was made
of first episode psychosis bipolar. My son is bipolar,
type 1. That's what was wrong with him all the time.
Q.
And there was no suggestion at that time that his
presentation was drug-related in any way?
A.
No. In fact, I raised that with the nurse. I said to
her, "We have been trying to get him help for months but
the suggestion has been, it's all drug-related" and I got a
flat "no" in return. The nurse said to me, "No, your son's
bipolar."
Because by that stage they had sedated him, they
wouldn't let me see him. I wanted to see him because he
was terrified, but they wouldn't let me see him. They said
it was for my sake. They heavily sedated him, and they'd
said, "Come back tomorrow. When the sedation wears off
then we will see", and I'm assuming, I don't know, that if
it was drug-related then they'd come out of whatever was
causing it but Christopher was as he was.
Q.
He was admitted as an involuntary patient at that
time?
A.
He was. They were very sensitive about it but they
came and said, "Look, he's so at risk we need to take his
rights away." He was admitted to the acute psychiatric
ward. He was in seclusion for three days.
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They told us that they couldn't keep people for longer
than ten days, but he was there for 31 days.
Q.
A.

And he was ultimately discharged in July 2014?
He was.

Q.
At which stage you observed him to still be unwell?
A.
He was very unwell still. He looked to me to still be
in the tail-ends of psychosis when he was released. There
was some discussion at the hospital about them finding
accommodation for him.
But Christopher turned up, when he was released, on
our doorstep. We had no warning that he was coming, we had
no advice about how to support him. He had the remainder
of his belongings in a Coles supermarket bag, and his
discharge papers - we weren't told that he was coming.
He had seven days worth of medication, no script for
the medication, and these were heavy duty antipsychotics
and mood stabilisers. There was no script. His discharge
papers were sent to the GP, who also didn't know that they
were coming, and that was it. That was the end.
Q.
What happened then when Chris ran out of medication
after his first week at home?
A.
He asked his father to take him back to the hospital
who had treated him for a month, who had diagnosed him,
treated him for a month, and then had only released him
seven days before. So, my husband took him in there, and
Chris was still pretty hot-wired. He asked that he be
dropped off, that he go to the hospital.
He asked them for more medication or a script and they
refused to treat him because he was no longer living in the
geographical area that he served, so he left, and I have no
idea to this day what they thought happened to him.
Because, in order to solve that situation that he was
in, my son would have had to find somebody to tell the
story to, a medical practitioner who was qualified to
prescribe those heavy duty drugs. He would have had to
make an appointment, tell his story, get a script, go to a
chemist, pay for those drugs, and I can tell you honestly,
my son would have been unable to do a single one of those
things. And, if he didn't have us, he would be unmedicated
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and on the street.
Q.
You mentioned before that his discharge papers were
sent to his GP?
A.
They were.
Q.
And the expectation was, as you understood it, he was
to be referred to a private psychiatrist?
A.
Yes.
Q.
Which you found was nearly impossible?
A.
It was nearly impossible, because we had absolutely no
understanding of how the system worked. Somebody as sick
as Christopher is treated in the public system, not the
private system, and they're usually released, I believe,
with support: a psychiatrist, a social worker, a
caseworker, a psychologist. Christopher had nothing.
So I had to find a private psychiatrist who would
treat somebody newly diagnosed with bipolar, and it was
almost impossible. I tried, I contacted psychiatrists, I
sent them his discharge papers. They were very good about
it. One of them I sent to said, "Send me the discharge
papers." He read them. He said, "I'm semi-retired, I
can't take on a case of this level." He passed it along to
one of his associates and she rang me and she said, "I'm
terribly sorry I'm part-time, I can't take on a case like
this." To her credit she rang me in a month and said,
"Have you found a psychiatrist?" And I said, "No." And
she said, "He needs to be eyeballed", that's what she said,
"And I'll do it."
I rang Headspace because Christopher was inside their
parameters, he was 22, and they said he was too high end
and too high risk, and anyway, they were a psychiatrist
down. And so, I just - I just called on people that I knew
who worked in the area, they gave me recommendations, and
finally somebody agreed to take him on. Because, he said
to me, "I read it and I realised something had gone
terribly awry from reading the discharge papers." That
was September.
Q.
So it look you from July to September to find a
psychiatrist?
A.
Yes. Christopher was completely untreated from March
until June and he was completely unsupported from July
until September. And, we weren't even told how to speak to
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our son, and if you've got somebody with a tail-end of
psychosis, you have to be sensitive about how you engage
with them; it can go terribly wrong.
We were just ordinary people, without any kind of
mental health training at all, and we had been
substantially in charge of somebody moving into psychosis
and bipolar since March of that year, with a brief 31 day
stint when the hospital actually said to us, "Go home and
get some rest." But we were in charge, despite our best
efforts.
My husband and I are educated, we are articulate, we
were committed to find help for our son, we were determined
and we had resources, and we couldn't get help for him at
either end of his hospital admission.
Q.
There was a period of time where Christopher went to a
private hospital?
A.
He did.
Q.
And he spoke highly of his experience there?
A.
He did. The hospital had programs, the days were
busy. They used all kinds of different therapies and all
day long. It was a purposeful way of getting better. He
spoke very highly of that hospital and we had a good
experience of it.
But one thing that did happen there, is that,
Christopher, once when he was admitted there, began to
become unwell. He'd already begun to become unwell before
he moved in there and I had rung them because, in
conversation with Christopher, I realised that he was
actually becoming quite unwell.
I tried to get into contact with them. One of the
problems that we have in the current system is that the
people who are caregivers aren't really listened to, and
it's also very difficult under the Privacy Act to get any
information. So, although everything is landing in our
lap, we're getting no hearing and we're getting no advice.
When I spoke to the head of the unit - things did go
very wrong - when I spoke to the head of the unit she said
to me, "If Christopher becomes unwell, we can't keep him
here." And I said, "But what will I do?" And they said,
"We will send him to a public hospital."
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And I knew, my understanding was that he probably
wouldn't be sick enough. He would be too sick for the
private hospital, but not sick enough to get into the acute
ward of the public hospital, so our boy, who would be too
unwell for a private hospital to cope with, would be home
with us.
Q.
One of the things you say in your statement, which
I'll read to you because it's expressed so well, is this:
"My experience of the mental health system
felt like opening a door and seeing a
yawning abyss because of the lack of
support and help."
A.
That's exactly how it felt. I was shocked because I
think, we know we've got a physical health system, although
we complain about it but it works, it's there, we've got a
transport system. I think everybody assumes that there's a
mental health system, but there isn't one.
We opened that door and there was nothing behind it,
absolutely nothing, until the police intervened when my son
was so ill that he had begun to burn resources in this
state. He was taken to hospital in an ambulance, police
were picking him up.
When he was at the hospital where he was finally
treated, he had two security guards at the end of his bed.
He had a designated nurse. Surely, this money could have
been put into preventing it from getting to that stage,
because by that stage he was using up the resources anyway.
Q.
And that's one thing that you see needs to change in
terms of the importance of accessing early intervention?
A.
Yes. I think there are gaps in our system. Early
intervention's critical. I actually believe that my son
was damaged by the extent to which his illness was allowed
to get.
When he was taken to the hospital he had a short-term
memory of 30 seconds. He was not eating, he was not
drinking, his lips were cracked from dehydration. He was
terrified and he was delusional, and it is a long way back
from that.
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And, to be in that level of mania is dangerous. He
was at risk that entire time that we were trying to get him
help. If, when he'd gone to the CAT Team, they had said,
yes, there's drug use, that could be an explanation; but it
could also be, at this age, it could be with the stress and
the antidepressant, it could be the start of bipolar, we
need to monitor this, we need to keep an eye on it to see
if that is in fact what is happening and the drugs are
being used as some sort of dependence to medicate, you
know, his own terror of what was happening to him.
We also found that the CAT teams would not come
because Christopher's illness had become so extreme. But
then, if they're not coming, who is going to come? I think
with early intervention it's not going to get to that
stage, but at the moment that's the stage it's at: that you
can't get help until you're acute. But, if you're acute,
the CAT teams won't come, so who's going to come?
There needs to be some sort of body who is educated
and able. I can understand the CAT Team's fears of putting
themselves in a dangerous situation. But there needs to be
somebody who can manage that situation, some sort of team
that's got somebody in it that can manage a situation that
can get a little bit out of control, but also needs the
psychiatric expertise to recognise what this might be and
to work out what to do, and we need the beds to take them
to. Christopher needed to be an inpatient well before he
was.
We also need a body - when Christopher was released
from hospital he was still at risk. Without us - he was
still very ill. We were never contacted by that hospital
that treated him, or by the hospital that we begged for
help, ever again. Now, nobody is responsible for what
happens to somebody, even with Chris's level of illness.
We need, either within the hospitals or an external
body to the hospitals that they send their discharge
information to, we have somebody newly diagnosed with
bipolar, they have now been released to this address.
There needs to be follow-up, there needs to be oversight.
Maybe a week later, how are they travelling? Are they
taking their medication? Are they able to access
medication? Can they afford to buy it? Are they living
anywhere? Are they supported? If they're homeless, is
there some sort of contact that can be made?
.09/07/2019 (6)

569

J BUTLER (Ms Coghlan)

Transcript produced by Epiq

727

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

There's nothing, there's no oversight of the people
who are still quite ill because of the very short hospital
visits, there's nobody looking out for them, they're just
out there and they're not in the right frame of mind to be
able to be taking care of this by themselves. Chris had
us, but we could see what would happen if he didn't, and
there are many people out there that haven't made it safely
home in the way Chris did, and that's why we're here today.
Q.
You say in your statement that you're proud of your
son and you see -A.
I am.
Q.
-- the efforts that he's made climbing the mountain to
wellness.
A.
Yes, he has, it's an enormously difficult task to come
back from a situation like that. I am proud of him, I see
the efforts he makes, and it is hard, there are dips. He's
got to contend with the fallout from what happened when he
was so incredibly unwell. He has to deal with the heavy
duty medication that he's on and the way that it affects
his life. He has a Parkinson's tremor from his medication,
it's heavily sedating. It has side-effects, he has to deal
with the difficulties of getting work, of being without
money, of negotiating with Centrelink, which is a whole
other area where there needs to be some kind of compassion
for the mentally ill.
But yes, I am proud of him. He is trying. He is a
musician and he has that saving grace, that he can pour his
feelings into his music. He's very open on stage about
what's happened to him, but yes, we are very proud of him.
It's almost awe-inspiring, because I don't know how I would
have been able to come back from that great blow.
My son said to me that he woke up in a psych ward and
he couldn't remember the last six months of his life. He
rang his girlfriend and he found out they'd broken up
three months before. He lost everything. He lost his
girlfriend, he lost the band that he was in, because he was
allowed to get so unwell. It's an alienating disease to
the people around you. He lost his part in the band, and
the night that he was dragged out of that divvy van, he
lost his human dignity. It shouldn't have got to that
stage.
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We were trying to get help, he wasn't a person not
trying to get help. We were begging for it, and it just
wasn't forthcoming. And every time I think he slides back
because of the extent of the illness in the first place.
It was huge.
Q.
Just lastly, how are things for him at the moment?
A.
He's ill at the moment, he is. It's a cyclical
disease, it's very hard to come back. We're currently
going through the same thing again: how do we get him into
hospital? The psychiatrist he goes to is away.
The psychiatrist, the private psychiatrist costs $320
an hour, and Christopher's on Newstart. So, there is an
impact, it's a financial impact on our family as well. He
wants to go into hospital every year, and he can get
support depending on the unit he goes into in the private
hospital. They will release him with some sort of support,
but every year in January the excess clicks on with the
health insurance and he has to come up with another $500.
He gets $500 a fortnight, he has to pay $190 of that for
his health insurance. You know, in common with a lot of
mentally ill people, he smokes and, you know, the money to
get help in the private system's not there.
Another thing that we do need that, if I could say, as
a family we need access, we need quick and better access to
willing professionals that we can ring up and say, "This is
our family situation, he was diagnosed then, this is what's
been happening, what would you suggest, you know, what
advice can you give us that we can actually do now?", and
hopefully there will be the infrastructure in order to put
that through if he needs to go into hospital.
At the moment there is nobody to ask. Both of the
psychiatrists that Christopher has seen has made it
absolutely clear that they are not to be rung in a crisis,
that is not what they are for. And, we've not had good
results when we have rung the CAT Team, so we have only
ourselves to fall back on, and we knew nothing. We know
things now.
But even now, like right now, we're back in that state
of, where do we go? What do we do? Who can we ring? And
it's not a matter of, you know, in a best possible world we
would be able to ring somebody who would say, "Okay, I
think this is going a bit wrong, we're going to come, we'll
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have a look, we'll have a chat with him. If we think he
might need a bit of time in hospital, we might do that,
we'll check the medication levels, we'll give him a bit of
space. We'll assess what's going on." That's what we need
and it's an almost impossible thing to find, unless you are
very well resourced.
MS COGHLAN:
Thank you, Mrs Butler.
Commissioners have any questions?

CHAIR:
Q.
I would just have one. Thank you very much
for telling us that experience, it sounds like there were
some great many challenges that both your family and
Christopher had to overcome. I'm interested in, you talk
about the fact that even now after the experience you've
become more informed about the system through necessity,
obviously, and great challenge.
On the basis of that you're saying, would you reach
out to the CAT Team and the triage again with an
expectation of -A.
No, absolutely not.
Q.
It's put you off seeking help in that way?
A.
Absolutely. I dealt with the CAT Team at two
different hospitals. When Christopher came out of hospital
he was still very ill, and things got very difficult, and I
rang the CAT Team at the hospital who treated him. And,
he'd only recently been released, they had all the
information; they refused to help me. They said, "We can't
come, you're out of our area. You need to ring the CAT
Team in your area." And I told them the experience we had.
But she convinced me to ring them, and I rang them, and
they were as bad as they ever were.
They said to me, "Is he violent?" And I said, "No."
I said, "He's a bit shouty." And she said, "Well, that's
completely inappropriate, we can't come." And I was only
concerned to get him help.
It was years later that I realised, they'd left me in
that situation, and they'd left Chris in that situation.
Doesn't our safety matter too? I understand that their
safety matters, but there's a gap: if they can't come, we
need somebody who can, or we need the system changed so
much that we don't get to the situation where that's
necessary, and I think that will happen.
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I think, if the emphasis is placed on early
intervention, people will not be getting as sick as that,
and we won't be in those situations anymore where a parent,
with a non-compliant, delusional psychotic person at home,
has a choice between nothing and ringing the police, which,
you know, could also - it looks behavioural and there's
that fear, that that could go terribly wrong. If you
invite an armed response team to your house and you've got
a terrified, delusional person there, we need some kind of
integrated team.
The other thing we need is a recognition of the fact
that there needs to be an integrated look at drug use and
mental illness. At the moment they're separated. We've
tried to get help for the drug side of what's going on, but
they're in completely separate units, and at times
Christopher has still been mentally unwell and has asked to
go into the general part of the hospital and that's not
been possible because there's been no beds.
They need to be treated together with a recognition
that they can present together as well; that there's
probably a reason why these people are medicating
themselves like this. It's a chicken or the egg kind of
situation. At the moment the separation of that is very
unhelpful and the geographical basis of the treatment of
the mentally ill is something that affected us very badly.
CHAIR:

Thank you very much, Mrs Butler.

MS COGHLAN:
CHAIR:

Thank you.

May Mrs Butler be excused?

Yes, thank you.

<THE WITNESS WITHDREW
MS COGHLAN:

I call Paul Denborough.

<PAUL MICHAEL DENBOROUGH, affirmed and examined:
MS COGHLAN:
Q.
Thank you, doctor.
statement for the Royal Commission?
A.
Yes.

[2.37pm]

You've made a

Q.
I tender that statement. [WIT.0002.0015.0001] Doctor,
I'll just ask you to sit forward a bit closer to the
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microphone, if that's okay, so we can hear you.
A.
Sure.
Q.
You are the Clinical Director of Alfred Child and
Youth Mental Health Service, or CYMHS?
A.
Yes I am.
Q.
And also of Headspace at Alfred Health?
A.
Yes, the primary Headspace and the Early Psychosis
Service as well.
Q.
I'll ask you about them in a moment. Just in terms of
your background qualifications and experience, you have a
Bachelor of Medicine, Bachelor of Surgery from University
of Melbourne?
A.
That's right.
Q.
You have a Master of Medicine, University of
Melbourne?
A.
Yes.
Q.
You also started at Alfred Health in 2002 as Clinical
Director of Alfred CYMHS?
A.
Yes.
Q.
And Headspace, and that's continued to be your
position?
A.
That's right.
Q.
A.

So you've held that for a number of years?
I have. Long time.

Q.
A.

You just need to speak up just a little bit?
Sorry, a long time, yeah.

Q.
Thank you.
psychiatrist?
A.
I am.

Q.
With extensive experience otherwise working in the
public health system?
A.
I am.
Q.
You mentioned before your responsibility for CYMHS,
but also Headspace Primary and Headspace Youth Early
Psychosis. That's the case?
A.
That is correct.
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Q.
But you have that responsibility in partnership with
Glenda Pedwell?
A.
That's right.
Q.
A.

And so, Glenda is the operations manager?
Yes.

Q.
And so you see it that you're the clinical lead and
that she's the operations lead?
A.
That's right, so we work in partnership.
Q.
What you try to achieve is an effective and accessible
mental health service?
A.
That's right.
Q.
I want to ask you individually about CYMHS, Headspace
Primary and Headspace Youth Early Psychosis Program, just a
little bit about each, we won't spend much time on that,
just to provide some context.
You say in your statement that:
"The CYMHS at Alfred Health provides a
coordinated mental health service for young
people and their families."
A.

That's right.

Q.
Can you just describe the integrated nature of the
service that it provides?
A.
Okay. So, the mental health system, ideally it's a
tiered system, so that there's a primary mental health
system which Headspace fits under, Primary Headspace, and
there's also a secondary system which is often the private
system and people working on their own, professionals on
their own, and then there's the tertiary system which is
the state mental health services. But we also have an
early psychosis service which functions like a tertiary
mental health state system although it's funded federally.
Really what we hope to achieve is that, if someone
rings us for help, we're able to provide them help in one
of those tiers, one of those services. So, it's not like
they have to justify that they meet criteria. We assume
that if someone's going to ring us up or want help, they
need help from somebody, so our decision-making is about
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who sees them, not whether they're seen.
Q.
One of the things that you mention in your statement
is that you're seeking to avoid people bouncing around the
mental health services. Can you just elaborate on that?
A.
I think the previous witness talked about - it was a
bit of a thing about the missing middle, where people are
either seen as too sick for say the Headspace or primary
system and not sick enough for the tertiary system.
So, we try not to have that happen, we try and - not
try - make sure that doesn't happen, that people are too
sick for one and not sick for another.
Q.
You mention in your statement that the CYMHS struggles
to meet demand, but is able to maintain a no waiting list
policy but that is becoming increasingly challenging.
Can you just expand on how it is you seek to maintain
the no waiting list policy and what the challenges are?
A.
Yeah, well, I guess it is a help having a Headspace
service, because it's a very busy service which sees over
2,000 people a year in our catchment, so we are able to as long as we support and back up that Headspace system, a
number of clients that might be perceived as being too sick
for Headspace, we can work in partnership and support the
Headspace to manage those families.
But I guess, it's a very busy - state mental health
services is very busy and I think the main way we manage
the demand is by really trying to focus on getting a good
start, so that is involving the whole family at the first
meeting and putting some of our most experienced and best
staff, taking that first phone call. So, we reduce
inefficiencies about people having to tell their story more
than once and that we can get off to a start with the whole
family network. So it may sound intensive, but I think
we're able to do it by being as effective and efficient as
possible at the beginning.
Q.
Are you mentioning there essentially a triage service
of a kind?
A.
So, the triage that I think that we do differently is
potentially working out how to best help someone as
effectively and quickly as possible, rather than asking a
lot of questions about whether they're eligible or not and
trying to make diagnoses or understand things like that at
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the first phone call. Rather, it's how can we help you
best and most quickly and who's going to be involved.
Q.
You mentioned earlier that the assumption is, if
someone's calling, they need help?
A.
Yeah, you've probably heard many stories, there's a
lot of stigma around mental illness and it usually takes
people when they call to be pretty desperate to call, so
it's pretty unusual for someone to call when they don't
have a serious problem, to be honest with you.
Q.
The idea is that, from that first call, they are given
help?
A.
Yes, so the other thing that we've been told by many
families and many young people is, they only really want to
tell their story once or to the same person who's going to
actually help them, so not having a separate assessment and
then be treated or helped by somebody else. So, we do a
lot of work over the phone to set up that first appointment
and that first meeting with the whole family network with
somebody who can help them in an ongoing way.
I think that does help us treat problems more
effectively and efficiently which is one of the reasons I
think that we're able to maintain a no waiting list for our
CYMHS.
Q.
One of the themes that emerges from your statement is
a support of recovery-oriented practice. You see it as
your job to essentially implement that in the areas over
which you're responsible; is that right?
A.
That's right.
Q.
Can you just explain what is meant by
"recovery-oriented practice or approach"?
A.
Yeah, so there's a whole framework document which was
done by the department in 2015 which really goes into a
great deal of detail about it. But essentially I suppose
it's different to the traditional biomedical model in some
ways and it's more of an approach which wants to find out
what's happened to someone rather than what's wrong with
them. It's about, I suppose, collaboration, so it's
valuing families' lived experience or their knowledge of
the problem and partnering with a mental health
professional.
So, the cliché or the jargon word is that mental
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health is on tap, not on top, is the sort of thing, and
that you wouldn't do anything in a mental health service
without involving young people and families in the design
and delivery of the service.
So, it really focuses on choice, providing hope and
empowerment, and I guess the key thing is collaboration,
which is using the wisdom of the family with the wisdom of
the professional to find solutions together, rather than it
being some sort of prescribed thing from above or on high,
that mental distress or mental illness is different for
everybody and different for every family and it requires
both sides of the wisdom or knowledge to get a quick and
appropriate solution to the problem.
Q.
And so, just expanding on that, it's about drawing on
the lived experience, people with lived experience as
experts on their lives, and experiences with the
professionals; they're drawing on their expertise to assist
them?
A.
I suppose it's also an attitude, so it's walking in
seeing a family and making the first assumption that this
family has a lot of strength and knowledge about their
young person and their family, and the job of the mental
health professional is to tap into that. Sure things are
going awry at the moment, but this family is the best
placed - has a lot of knowledge that can be used in
partnership in a collaboration.
So, you go in feeling curious, feeling hopeful, and
trying to, I suppose, utilise the strengths of a situation
rather than spending a lot of time looking at deficits or
problems.
Q.
I want to ask you about some specific examples of
recovery-oriented practice, I guess, moving on from the
theoretical. Five examples in particular and I'll take you
to them one-by-one.
A.
Sure.
Q.
The first is a single session program, and that's
something that the CYMHS has. Can you just explain,
please, first of all what it is?
A.
If I just back one step. So, delivering - actually
making sure recovery-oriented practice happens on the
ground. Even though people read the document and think
that's a no-brainer, it's really obvious, actually having
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it happen is actually extremely difficult, and there's lots
of reasons for that which we could go into if you want.
But single session is one way that helps embed those
principles that I talked about into a service.
Q.
Can I just stop you there. You've talked about why
it's so difficult. Can you explain why, at least just give
some examples of why it's so difficult?
A.
Yeah, well, often people think that recovery practice
is about being, I don't know, supportive or kind, which are
all good things; it's about hoping for the best, but
actually when you truly deliver it, you have to actually
change your paradigm which is actually believing that
there's not so much difference between the person in front
of you and you. That it's sort of, things have happened to
people which have led them to come to this situation and
it's that sort of respect for their - I don't know - their
past experience and their wisdom of the situation and
working in true partnership with somebody is actually not
something that used to happen in mental health services, so
actually making that shift and change is actually
difficult.
Q.
Sorry, I interrupted you, you were about to describe
the single session program.
A.
It's probably an unfortunate name because people get
very skeptical that it's possible to fix serious problems
in one meeting. But the principle of it is that, when
someone calls in with a problem, that you work with the
family to get everyone possible there to the first meeting.
What you do is, you work on what they want to work on. You
haven't got a pre-described sort of assessment pro forma
that you go through.
So, just an example, the usual common things that
present to a CAMHS are kids who are suicidal or kids that
are not going to school or kids that are not eating, kids
with psychotic symptoms. You work with the whole family
about trying to - sure, you do need to understand the
meaning and different perspectives on how this has come
about, but the whole purpose and driver of that meeting is
to find solutions and to change, and having a working thing
on the problem, rather than necessarily focusing on an
assessment, if that makes sense.
You're really led and directed by the family about
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what they need. There's a pro forma we send out. We ask
them if there's specific questions they need to know, we
give them a report at the end with recommendations about
what needs to happen. And I guess it's a very respectful
and solution-focused, strength-based meeting with the whole
family, and it is surprisingly successful.
Q.
I'll come back to ask you about how successful it is
in a moment, but just in terms of understanding what it
actually involves, you say in your statement:
"We use a one-way mirror during the session
and after an hour of talking with the
family the participants swap places."
A.
Yeah, so probably to think of it, we set aside two
hours, but to be really honest there's quite a lot of stuff
done on the phone before they come, and that's about
prepping the family for what to expect, and also how to get
the most out of the meeting. And then what happens is that
we - let's just say they fill in a questionnaire which is,
what's the main thing you want to work on today, what's the
second thing, and we get all family members to fill that
in. We obviously do a bit of an introduction and get to
know each other a little bit.
But then we sort of get into trying to fix the
problem, and we have a team behind a mirror of about three
or four people who, after about an hour and a quarter, swap
places with the therapist and the family who are in the
room and their job is to think of ideas or suggestions, or
make positive strengths-based comments on ways forward for
the family, and it's quite powerful to have people just
sitting back listening and offering advice and suggestions.
So, it's transparent, these things are not done in secret.
The families often feel quite validated or empowered
by having people that they've sort of forgotten are there
come in and make really quite usually positive and
reinforcing comments about things that they've already
tried or things they can do more of to try and fix the
problem.
Q.
And so, who would be in that meeting, for example,
from the CYMHS?
A.
Yeah, so it's a generic team, a multidisciplinary
team. We have psychiatrists, we have social workers,
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psychologists, OTs. We do, to be honest - it's part of our
training program in terms of, one of the things that we
have which I might get onto later is that the workforce we
have often haven't had much experience with working with
families, they often get in their undergraduate training a
lot of training on assessment, diagnosis, working with
individuals and a lot of theory, but often come to us with
no experience of working with families.
And because we're a family-oriented service, we
usually try and - everybody we see we just see their
family, often they're not confident or experienced in doing
that. So, part of being involved in a team like this is
that the more inexperienced people get to learn about the
culture and the type of family work that we do.
So, there is someone behind there taking notes, and so
that there's a report that summarises what's been discussed
and recommendations that's given to the family at the end,
so they go away, that whole idea that people only sort of
take in about 20 per cent, or remember, of a sort of
emotion-charged meeting like that. The families report
back feeling incredibly validated to have something, a
record of what's happened given back to them.
Q.
Where and how did the Single Session Program model
originate?
A.
Well, it actually originated in America, where a
psychologist was doing some research and following up
people who only came once to a service, and the assumption
was that these were treatment failures or drop-outs, that
the service didn't actually meet the needs of these people.
But when he called them, about 60 or 70 per cent of those
people said, "No, no, we didn't come back because we got
what we wanted, it was really helpful", and that was in a
service which wasn't offering a Single Session Program, it
was just one session with a counsellor.
His idea was, if people are gonna come once and find
that helpful, why not try and make the most of that first
meeting, because even for efficiency or for common sense
really, that if you can actually get results with one
meeting, why not really go for it.
Q.
What is it about the one session model that means the
teenagers or adolescents, are more likely to anticipate?
A.
Yeah, that's the common reason for offering.
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Unfortunately, we only offer it about a fifth of families
that are referred to CYMHS, just because of our resourcing,
I guess is the main reason.
Often mums ring up and say "I want help for my kid"
and they often don't want to come. But it gives the mum or
the dad a lot of power to say, "Well, you'll come in once
at least." Because people have this idea that coming to a
mental health service will be ongoing and chronic, and they
don't want to commit to something like that. Whereas, you
know, it's pretty hard for a kid to refuse to come once.
Q.
What's the importance of the intensive intervention
involving the family?
A.
I guess it's getting back to that idea of, it's a
really a recovery-oriented approach, in terms of, it's
collaborative, it's a working meeting, it's not - I guess
one of the things that we're struck with, at CYMHS anyway,
is that people often feel a lot of shame and blame. They
feel like their going to be blamed or they're feeling in a
really bad place.
So, this is a really respectful approach where we're
actually rather than spending - in the old days we often do
long protracted, problem-saturated assessments, asking
about a lot of things from the past which may or may not be
relevant. Whereas this is here and now, done straight
away, we're going to work with you to help sort out your
kid's problems.
I think what's effective about that is, it's the
inherent respect in that model and the inherent, I guess,
practicality and pragmatic nature of it which is not doing
a whole lot of esoteric things which may seem irrelevant,
it is working on what's in front of you at that moment.
Q.
Are most of the adolescents that you see live with
their families?
A.
Yeah, definitely. Our program goes up to 25, so even
in the - I think it's still 80 per cent of our young
people, even up to the age of 25, are still living with
their family.
Q.
You were talking before about how successful these
sessions are, and in that sense you mean the family are
satisfied with the outcome and additional help is not
sought.
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A.
Yeah. So basically, to have
in our system. So you don't have
taking mild cases, or things that
for a single session, it's taking
standard for our service.

a single session, you're
to - you know, it's not
are seemingly suitable
cases that would be

Our studies show that about 70 per cent of those
families are satisfied with that meeting, which no-one can
believe. But around the world actually where this practice
is very common - in Canada in particular it's sort of the
standard thing that happens - about 50 per cent of people
are generally satisfied with one meeting. And, you might
be surprised to know, the commonest number of sessions to
come to a mental health service is actually one.
Q.
And what about the other 30 per cent?
A.
Yeah, well, they get followed up in the system. So,
probably the only slight risk of implementing a program
like this is, you have a very powerful emotion-charged
meeting and the problem might be that you have to start
again with somebody else in the system. But because we
have a bigger team like that almost always we are able to
have someone who's been present for that meeting, even if
it's not the actual therapist in the room, but somebody
who's been part of that team is able to continue with that
family in an ongoing way.
I guess one of the beauties of this model is that it
is efficient, so that, there's more time that you can have
for people who need longer and some people stay in our
system for five, six years. I mean, there are cases that
need that sort of long-term intensive involvement.
Q.
Can I ask you about a couple of specific examples
within some CYMHS programs. The Eating Disorders Program,
for example, and how this single session might work in that
context?
A.
Yeah, so we've adapted our Single Session Program
which I think is in a very exciting way, and so, we have a
very more targeted single session for people that present
with problems with anorexia, and we have a
multidisciplinary team which is much more targeted.
So we have a dietician, we have a nurse, and the nurse
is very much focused on the physical state of the person,
because obviously with anorexia there can be severe
physical complications of not eating.
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We have a parent who's had a daughter with anorexia
before, so she's on every team as a parent carer consultant
or peer worker. We have a couple of generic workers,
including myself, as someone whose expertise is more around
running family sessions; you don't really need a
psychiatrist for that problem, but you need a couple of
people who are familiar with working with families and
managing that system.
It's a much more focused single session on trying to
help - anorexia's usually not a diagnostic problem, it's
pretty obvious, and so the focus is very much on getting a
really fantastic start to starting re-feeding, and that
usually involves family members. So it's about empowering
parents and getting the advice from the experts for the
family: so, a dietician, peer worker, a nurse right at that
first meeting that wrap around.
With anorexia - I think we might be talking about it
later - but it's a condition that it's essential to have
early intervention and get on top of the problem quickly
otherwise it can become very difficult to help.
Q.
We'll come back to that. Can I just move on just
quickly to ask you about an example of, again, the single
session in the context of the Youth Early Psychosis
Program.
A.
We have, in our Early Psychosis Program we started
using open dialogue, which I know that's coming, but
there's a link to what I'm saying. An open dialogue is
another model that's been used overseas which is very much
an exemplar of providing recovery-oriented practice,
because it's immediate help, it's at home, it's with the
family system, it's continuity, it's responsibility.
That's some core elements of it, but it's really talking,
trying to understand meaning and involving families and
networks in the solution to the problem.
What we've found, we've tried to adapt that slightly
at our Early Psychosis service, have a bit more structure
around that first meeting. So, the open dialogue is open,
which is great and it's a really great model, but our
system, we've decided to adapt it to have a bit more
structure and use some of the single session principles to
get the most out of that first meeting.
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Maybe the other thing to say - and this is in relation
to that previous witness as well - was that, the biggest
thing that we want to do is try and have the right people,
and including the family and other people, at the first
meeting. That's something that's of highest priority to us
because if you don't have - and this is for any age, or
we're up to 25 - the time to do that is at the beginning.
Because, as soon as you start with the young person on
their own, or a young adult on their own - and sometimes we
do because there's no alternative - it becomes difficult to
involve the family, and the family's often then brought in
later, and they're supported to some degree but they're not
actually front-and-centre in actually fixing the problem at
the beginning if they aren't invited to the first
appointment.
Q.
We talked briefly about waiting lists earlier. How
does a single session help to maintain the "no waiting
lists" that you've been able to achieve so far?
A.
Yeah, I think it's part of the success of having a
"no waiting list", and part of that is just the
effectiveness of it, in that, if you're able to help a
fifth of your referrals and help them recover in one
meeting - even though it's not correct to say that it's two
hours, it's more like an hour beforehand, two hours and a
follow-up afterwards for sometimes up to an hour, so it's
really like a 4-hour intensive thing, so it's not just one,
1 one hour session.
The other thing that I think happens, and I can't
prove this, but I think because we have so many of our
staff involved in a Single Session Program, that the work
that they do outside of that program, I believe, cannot
help but be influenced by that practice. So, they're still
always working trying to make the most out of every meeting
that they have, and that philosophy of working on what the
family wants to work on rather than some idea of what the
service want information for, I think that sort of filters
across the whole service, to be honest.
Q.
Can I move on to ask you about an outcome-based
measurement tool. I just ask you about that.
A.
Yeah, so that's the other thing, that part of changing
our open dialogue and adapting it to what we're calling a
collaborative adaptive network approach, is that we're
using an outcome measure - it's developed by Barry Duncan
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and Scott Miller which is called the ORS and the SRS now.
I don't know how much detail you want me to go into
it, but it's really, really important for us to be able to
deliver a recovery into a practice by using this measure.
Because, it runs on the predication that what we're really
trying to do is get outcomes that we're going to be an
outcome-focussed service. So, if we're going to be meeting
with you, we want to be noticing change or making a
difference to your life. It's not just coming, hoping for
the best sort of thing, we're really going to be looking
closely at whether we're making a difference. And, it's
not based on diagnosis.
So, what this ORS is, is that, whenever you talk to
families, they say what they want is, they want to feel
better, they want to have better relationships with their
friends and family, and they want to have something
meaningful to do, like work or school, and they want to
have an overall better quality of life. And, when they say
that, we say, "Well, that's what I want as well." So, it's
no different to what anyone wants, so what we decided to do
was measure that rather than using symptoms scales for
different diagnoses.
And so, you get a measure of how people are going in
their life, and you do it session-by-session and it's rated
by the young person and their family, so it's not rated by
the professional, it's rated by them, so they're judging
their own improvement, it's not us.
But it goes hand-in-hand with another measure which we
use at the end of each session, which is them rating us
about how effective our therapeutic relationship is with
them. So, they rate us on whether they felt listened to,
whether we talked about what they wanted to talk about,
whether the therapist is a good fit for them and overall
was there something missing in the session.
So, the whole idea of that tool is, what you're doing
in terms of your clinical practice is, you're prioritising
getting the therapeutic relationship with the family right;
that's the priority. And, if they're able to be honest and
give you some feedback about ways you could improve, then
you change and you adapt your work to them, rather than
them having to adapt to you, which is the old sort of way.
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Why that's effective, why that's recovery-oriented, is
really about ensuring that there's great collaboration
between the therapist and the family, and it's about
equalising that power and also making sure that the
therapist is taking responsibility for outcomes. It's not
about, oh, this person's - the family's resistant, or
they're dysfunctional or whatever. It's my job as a
therapist to ensure that we're making progress, and that,
if it's not working, what am I doing that's not working?
Not what are they doing that's not working.
If you get enough trust and respect between the two
parties, the family will tell you - hopefully it's not not
listening, although it could be. But it's commonly about,
"I don't want to talk about that, I want to talk about
this", or, "Your approach is too - you're not giving enough
advice." If they can actually be really honest and be
up-front about giving you feedback, it's a really great
thing.
Q.
Other than informing the individual about how they can
change their practices, can it be used in any other way?
A.
Yes, it can. The idea of it and implementing it is
really about making sure that the clinicians on the ground
and the families find it useful to help them improve.
But a side-effect of it is that we are able to report
to our funding bodies about how many people we have that
are improving, how many people are getting worse, how many
people are staying the same. But, more importantly I
suppose, it helps direct team reviews so that we focus our
multi-disciplinary discussions on the clients that are not
improving or deteriorating.
So, if a family and a therapist or a team are working
well together, we just leave them alone, you know, keep
going that's great. But if they're not, then what do we
need to do, how do we help this situation? It's efficient
in terms of focusing the team discussions on the clients
and the families that are not doing well.
But I don't think there are any mental health services
who can actually report on their outcomes, and I think we
are able to report on - and we don't have every family
where that's happening, it's really difficult to implement,
honestly, but we are three-quarters of the way there I'm
going to say, but we have a renewed push to make sure that
.09/07/2019 (6)
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every family is, we're using these tools.
And it is about being accountable to our fundholders
but it's also about ensuring that the recovery-orientated
focus is happening on the ground.
Q.
The next recovery-oriented practice I want to ask you
about is the Discovery College.
A.
Yeah, so we've had a Discovery College for about four
or five years and it's based totally on the Recovery
College idea in the UK. So, in UK I think there's now
about 80 Recovery Colleges and we have, I think, the only
youth Discovery College. The reason why it's called
"Discovery College" is, when we co-designed our service,
the young people told us that, "If you call it Recovery
College, we won't come", so we thought that's probably a
good idea not to call it that, so they named it Discovery
College.
The idea of a Discovery College is that it's an
educational approach to managing mental health problems.
So, courses are co-produced, usually with family members,
young people and professionals on different topics. And
then they always have to be co-facilitated, which means you
have to have a professional and a person with lived
experience delivering the course, and there's co-audience,
so the audience is professionals, family members and young
people.
So, we've got about 24, I think it is, current courses
and they're things like understanding self-harm, managing
medication. We did one the other night which is called
"The ripple effect of mental illness", which is really not
predominantly pitched at family members but also
professionals, but young people are welcome; in fact,
everybody's welcome at a Discovery College course.
It's a fantastic initiative, but what it does do is,
it allows for much greater participation of young people
and family members into the service because they are part
of the co-production, they are part of facilitating
courses.
But the other thing it does is, it's great for the
service's culture because it's really about, what's valued
in the service it's co-produced and co-delivered courses,
not professionally run courses, if that makes sense.
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Q.
And so, how is it facilitated at the moment? Like, is
it in a seminar kind of environment or how does it happen?
A.
In our Early Psychosis service it's spread across the
whole southern region. So, for example, the course I did
last week was in Hastings in a Community Centre.
So, even though we have a hub in Bentleigh, it is
actually staffed by a very few number of people; I think
there's a total of about three EFT. But when I say that
that's actually misleading, because we have a lot of
contracted people who come in and are part of - this is
mainly young people - but also professionals who come in
and help co-produce and design and facilitate courses. But
they are run predominantly from our Headspace centres, all
of them, but their main hub is at Bentleigh.
Q.
You've mentioned, in the course of describing what the
Discovery College does, the idea of people with lived
experience, and you've also previously mentioned the peer
workforce. Can you just elaborate on the peer workforce
and the idea of recovery-oriented practice?
A.
Yes, I think that's one of the things also I think
where the UK is slightly ahead of us, the importance of
having employed peer workers in your service.
We have a combination of youth peers and parent peer
workers. I think I alluded to the idea before, we have a
specialist peer worker for eating disorder for anorexia.
And, it's quite embarrassing, but usually the family says,
"The most important information we got and the most
valuable information we in that meeting we had was from the
parent." So, it's about truly understanding the
therapeutic nature of what peer workers provide, which is
humbling for a start, but it is very, very powerful for
families to be able to work with people who have been
through something before.
Particularly this parent of a daughter with anorexia,
I mean, she's had so much experience now of the system and
what needs to happen, that's sort of - that's priceless,
basically. We also have other mechanisms involving young
people: we have youth participation programs, we have
advisory groups for Headspace.
I think, to be honest, I think our parent peer
workforce is really state-of-the-art, if you like, but
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there's still more we can do in the youth peer space. We
don't have a youth peer worker at our CYMHS, for example,
which I think is a massive gap and we need to be looking at
that.
Q.
Can I ask you briefly, just in relation to early
interventions, what do you understand the term to mean?
A.
Yeah, well, I suppose it's confusing because people
have different - how I use it is trying to help people as
quickly as possible with an identified problem.
how
can
are
and

I think I used the example before of anorexia, that
I understand early intervention is that - because it
be a bit of a secret problem, some of the young people
very good at hiding the fact that they're losing weight
there can be delay in picking it up anyway.

But, if there's a whole circus of trying to get help:
if you go and see your GP and they say "Let's watch it for
a bit", or if you go and get some medical check and if
there's any delays in actually doing something about it, it
is very, very dangerous to not act immediately and get the
whole family together and provide the intervention I
previously described. So, for me, that's the classic
example of early intervention, is that you're providing
help and treatment to someone at the first sign that
there's a problem.
Q.
Just on that topic, you see that particularly the
treatment of anorexia should be part of a general mental
health system rather than a specialised service?
A.
That's my opinion, and obviously we're running that
service for eating disorders within our general CYMHS.
Obviously, we have now built up quite a bit of expertise in
it. I'm not saying you don't want to have people who have
seen other cases like this before - you do. But the beauty
of having it within our system is that it allows for early
entry, that we say "yes" to that problem, you don't have to
wait. There's always delays getting into a specialist
program that might be regionalised or something. If it's
part of your local CAMHS, and the CAMHS actually knows what
they're doing, it's a much better way to get people in when
they're in a milder situation and they can be helped
earlier.
I guess the other reason I feel passionate about that
is that, really, the skill that's needed is a
.09/07/2019 (6)
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recovery-oriented approach working with the family. It's
not any different. It's about empowering the parents to
help get the kid back to eating again.
I'm making it sound really simple, it isn't, but it's
not a difficult concept. The skill is how to do it, and
I'm not for a minute saying it's not hard at home to get
kids out of this problem, but the principles around a
working alliance with the therapist and empowering parents
is something that we really use for all of our conditions.
Q.
So, in terms of what's been done well in Victoria in
early intervention, you'd say youth psychosis?
A.
Yes, I think, I mean that idea of helping young people
with psychosis was developed in Victoria, I believe at
Orygen, so I think that's been a really good thing. I
think we do eating disorders in Victoria pretty well in
terms of young people. Of course, we could do better
still.
I think the whole - my opinion, I know it's a
contested area - but the whole idea of going up to 25 which
is happening in parts of Melbourne. When I go overseas, I
mean, when I go to England and America, I go, "Oh, we
should be doing that as well." I'm quite envious of the
fact, because everywhere in western countries it seems to
be that countries are struggling with those young adults
not fitting into the adult mental health system and not
getting appropriate, I think, family wrap-around care which
can be provided in a 0-25 system.
Q.
And so, you're contrasting there the CAMHS services
that have only 0-18?
A.
Yeah, what I'm thinking in those areas - and I
probably shouldn't speak outside of my area - but I think
for 19-year-olds and 20-year-olds in that area - and this
is true across the world, not just in Melbourne - but it's
difficult for them. Adult services are not usually very
well set up, I don't think, for that age group.
Q.
Can I just ask you about some other initiatives that
are occurring in the rest of Australia: these are things
that you refer to in your statement that you comment could
be well implemented here in Victoria. One of them is, in
Queensland there's a mental health support for young people
in youth justice. Can you just elaborate on that?
A.
Yeah, I'm a bit mindful that one of the Commissioners
.09/07/2019 (6)
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knows a lot more about this than me. We've recently just
got an initiative in Victoria where we've got a really
embryonic team of 1.4 EFT of running specialist forensic
services to support the mental health service in the
eastern part of Victoria.
In Queensland, they have a very comprehensive - which
I visited and I haven't worked there - but they have
something like 40 EFT which are able to do intervention in
CAMHS, they're able to work with courts, and it's a much
more comprehensive system of support. I think we're just a
bit behind and that would be something I think would be
reasonably easy to expand what we're doing.
Q.
What about the Foyer model?
A.
Yeah, I'm very excited about that model and we do have
three Foyers in Victoria: there's one in Broadmeadows,
there's one in Glen Waverley and there's one in Shepparton.
But it's a model where it's mainly directed at young people
who are suffering from homelessness, and obviously many of
those young people have associated mental health issues.
The idea is that the young person does a deal where
they have to agree to attend TAFE and doing some course as
part of being able to stay in the Foyer. But, having
visited a few, they do have recovery-oriented practice
happening in those Foyers. I think we could easily have obviously I'd love one in the southern region because
there's a real gap in the system there for homeless young
people, particularly around Frankston, even in our area,
where you could have a Health First Foyer as something
where you have mental health practitioners as part of the
Foyer team.
The Foyers are generally run by - the Brotherhood of
St Laurence is operating some of them here - but I think in
partnership with a mental health service, say like us, we
could offer something in-reach or in-house to really target
some of those kids with more significant mental health
issues who are also homeless.
Q.
Just in terms of further recommendations for reform or
change, one of the matters that you touched upon is the
idea that people must be welcomed into the mental health
system. Can you just elaborate on that?
A.
You learn a lot when you co-design a service, and the
really key issues that were told to me at that meeting was
.09/07/2019 (6)
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that, "Rather than having to bash down the door and prove
that we're ill or prove that we need to come in or answer a
whole stack of questions, why can't we be welcomed in?"
And, I thought that was a pretty decent question.
So, we are trying to do that, and I suppose we can do
that to some degree because we have a suite of services
that can handle a sort of more mild-to-moderate-to-severe,
so we can confidently, on the phone, welcome people in.
The other thing that they told us pretty clearly is
that, "What's most frustrating is telling your story to
more than one person." Now, that's not always possible,
but I think we try our very best to do that. Because it's
so demoralising I think and humiliating sometimes to really
open up with a lot of personal and heart-felt stuff and
then never see that person again. It just doesn't make
sense.
So, those are two things that I think, I suppose it's
my responsibility to try and have a system where that's
minimised as much possible; that people be welcomed in and
that they get to actually meet with a person who can keep
seeing them.
Q.
Slightly off topic but something that you are
passionate about: can I ask you about your views on a root
cause analysis in relation to suicide?
A.
Yeah, I'm glad you asked me that question. But no,
it's a really serious problem at the moment, because at the
moment - you may or may not be aware, and certainly in
other countries it's a problem as well - that sometimes
when there's a tragedy of a suicide it can be worsened by
having - the way that that's investigated, if you like, and
sometimes that's taken outside of or away from the people
who have been involved in the case and the methodology
that's used is called a "root cause analysis". I think
it's come from the airline injury or something where it's
quite helpful to know what's happened in a crash.
In this context what can happen, if you're trying to
look for a cause of why someone's ended their life, it can
be very fraught, particularly if you're not even actually
talking to the people who were involved. It can lead to a
lot of blame culture within the mental health service, and
also lead to a lot of loss of confidence and fear in
clinicians, which actually increase - ironically, I think
.09/07/2019 (6)
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really increases the chances of suicide.
Because what we want in our - I've told you, I think
it sort of works counter to the recovery-oriented practice,
where we're wanting professionals to feel confident that,
if they operate in this way, that they're welcoming, that
they collaborate, that they involve the families, that they
treat people with respect and empower people; if we then
use a methodology to look back on something which doesn't
use that same methodology, it's incredibly demoralising.
There's much better ways to review the tragedy of
suicide. I mean, we're trialling one at the moment where
we have a sort of - it's a bit like an open dialogue: we
don't read the file, we don't forensically examine exactly
what happened, we meet with the people and try and
understand exactly what's happened.
Because clinicians also become traumatised after
deaths and that's not something that's - well, sometimes
it's not acknowledged and it can lead to a situation where,
particularly you can see some services where they'll want
doctors to see people because it feels that it protects
them if something goes wrong, rather than actually having
doctors for their expertise in trying to - medication or,
you know, things -Q.
Sorry just there, are you talking about in the
workforce?
A.
In the workforce I'm talking about. The problem with
these root cause analyses is, it can lead to very defensive
or lack of confidence in particular - I mean, doctors as
well, everybody - but sometimes then doctors are used
purely to sort a ticked box thing to make sure that the
doctor's seen them so they won't be in trouble and it's
really detrimental to the culture.
Q.
Can I ask you about your concern or criticism at the
lack of online presence for particularly youth mental
health services?
A.
Yes, I'm talking about, probably my own service, is
that, if you tried to Google us or, like anything else, you
would find it pretty hard and also, if you did find us, it
would be a very rudimentary website. And I know why we do
it, is because we're afraid of getting a lot of referrals,
but that's not a good enough reason.
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Because nowadays I think there's so much stuff we
could put on a website that would be helpful to people,
including parent support, chat forums. I mean, links to
people, and some of the things that were raised before by
the previous witness, it would be a much more transparent
and accessible system if there was a greater presence
online, which I think most people are these days, so I
think we're well behind there.
Q.
Can I ask you finally, you've talked about
recovery-oriented practice and that model a lot.
in your statement that:

You say

"A truly effective system would be one that
is recovery-oriented and outcome-focused.
This does exist in some places but is not
widespread."
Do you suggest that there needs to be that fundamental
change in order to have an effective system?
A.
Yes. I think what's been potentially exciting about
this Royal Commission, I mean, there's a lot of tragic
stories, but there seems like a willingness to say the
system's broken and we need to do something differently;
that the way we have been doing things is not working.
And I guess this way of doing things, which is I think
on the face of it looks pretty sensible, but is actually
very hard to do, and so, I think that would be - it's not
going to solve everything, but I think that would be the
transformative change that is required.
And I think that services should be reporting on their
client-related outcomes. You know, it's difficult, but we
should be held accountable for whether people that are
coming to us are improving.
Q.
Doctor, is there anything else you'd like to address
in your evidence today?
A.
I don't think so.
MS COGHLAN:
Thank you.
any questions?

Chair, do the Commissioners have

CHAIR:
Q.
Thank you very much, Dr Denborough. I'm
interested - I know that in your Early Psychosis Program
you said that one of your aims is to prevent
.09/07/2019 (6)
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hospitalisation. I guess, in light of the earlier
witnesses too that we've heard from, what happens if you
aren't able to avoid hospitalisation? What's the role of
your service? Do you continue to engage with those
children, young people and their families?
A.
Absolutely, and I think that's the shift hopefully.
We see ourselves as primarily responsible, that the
hospital is there to back us up, rather than they go there
and then something happens to them and they come out or
something.
So we visit people in hospital if we're still managing
them. So, if we've referred them in we'll visit and we'll
actually have family meetings in hospital. Because the way
we're operating with that sort of network-family approach,
it's still wanting to continue that going while they're in
hospital.
So, yeah, absolutely, and we do have kids in hospital.
Unfortunately, in our area the ones who are over 18 go to
an adult ward, there is no youth ward really in our area,
which that would be a great thing to have because I think
18 to 25-year-olds are very vulnerable, I believe, in the
adult wards.
Q.
So, would you in-reach to those young people while
they are in inpatient care?
A.
Yes, absolutely. Sometimes unfortunately that is the
first place that someone might present and end up being
admitted before they even come to us, which is what we're
trying to avoid but does happen. So, we will be going in
and seeing them while they're in hospital and we will be
taking them out.
CHAIR:

Thank you very much.

MS COGHLAN:
CHAIR:

May Dr Denborough be excused?

Yes, thank you very much for your evidence.

<THE WITNESS WITHDREW
MS COGHLAN:
for today.

Thank you, Chair, that concludes the evidence

AT 3.31PM THE COMMISSION WAS ADJOURNED TO
WEDNESDAY, 10 JULY 2019 AT 10.00AM
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MS NICHOLS:
Commissioners, we have five witnesses today.
The first is Associate Professor Dean Stevenson. He's the
Clinical Services Director at the Mercy Mental Health
Services and it services Melbourne's South West
Metropolitan catchment.
We have Professor Malcolm Hopwood next who is a
private psychiatrist practising at the Albert Road Clinic.
Then Ms Liz Crowther who is the CEO of Wellways;
that's the large organisation that operates up the
southeastern coast of Australia. It provides a range of
psychosocial support services and, among the things it
does, is to operate six PARCs.
Peter Ruzyla is the next witness, he's the CEO of
EACH. That organisation provides housing and psychosocial
support services. He will be speaking about the
psychosocial support aspect of EACH's work.
Finally, Ingrid Amann works at the North Fitzroy PARC.
Beg your pardon, I made an error. There is another
witness who we'll be hearing from, Georgia Harraway-Jones,
who is a community witness.
I call Associate Professor Dean Stevenson.
<DEAN ASHLEY STEVENSON, sworn and examined:

MS NICHOLS:
Q.
Mr Stevenson, are you okay there with
the light shining in your eyes?
A.
It's very dazzling. I'll be okay, thank you.
Q.
A.

You don't want to pivot towards one way or the other?
I might do that, it helps a little.

Q.
Great. Are you the Clinical Services Director at
Mercy Mental Health?
A.
That's correct, I am.
Q.
A.

Have you been a specialist psychiatrist since 1994?
That's correct.

Q.
We have your CV so I won't ask you questions about it
but thank you for providing it. Is Mercy Mental Health a
tertiary provider of adult mental health services in
.10/07/2019 (7)
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Melbourne's South West Metropolitan catchment?
A.
That's correct. Mercy Mental Health provides services
to the cities of Hobsons Bay, Maribyrnong and Wyndham.
Q.
Thank you. Is it correct that it provides treatment
to consumers with severe mental health issues who require
acute inpatient treatment or continuing care?
A.
That's correct. The focus of treatment provided by
Mercy Mental Health is to consumers with severe mental
illness, and that is both acute and community-based care.
Q.
Can I just ask you briefly to confirm the services
that Mercy Mental Health provides. Does it provide an
acute inpatient bed service which has 54 physical beds at
the Clare Moore Building?
A.
That's correct.
Q.
A.

And an additional 16 beds at the Ursula Frayne Centre?
That's correct, which is based at Footscray Hospital.

Q.
Is there a community care unit with 20 beds in
Werribee?
A.
Yes.
Q.
And a Prevention and Recovery Care Unit, or a PARC,
which has 10 beds located in Deer Park?
A.
In Deer Park, correct.
Q.
And that's outside of your catchment area?
A.
Our PARC serve is located outside our catchment area
and co-located with PARC service from Mid West Area Mental
Health Service.
Q.
A.

Do you have two community mental health teams?
We do.

Q.
Where are they based?
A.
We have one based in Footscray at Saltwater Clinic,
and then we have another based in Hoppers Crossing.
Q.
Do you have a Mother and Baby Unit which operates six
beds on the Werribee Mercy Hospital site?
A.
We do. We have a well developed perinatal psychiatric
service which includes inpatient beds at Werribee: six
mothers and six babies. We also have an outpatient Mother
Baby Service which is located at our Hoppers Crossing
clinic, and we also have a consultation liaison perinatal
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psychiatric service based at Mercy Hospital For Women.
Q.
Thank you. Do you have a Secure Extended Care Unit,
or a SECU, which has access to five beds at the Sunshine
Hospital?
A.
We don't have a SECU, but we have access to five beds
at the regional SECU which is based at Sunshine Hospital
and is managed by Mid West Area Mental Health Service.
Q.
So, if you need to place patients there, that's where
you place them?
A.
That's where we place them, correct.
Q.
In relation to your community-based acute services, do
you operate a CATT?
A.
We do operate a separate CATT Team and our CATT Team
is based at our Hoppers Crossing clinic site.
Q.
And a Post-Admission Support Team?
A.
We do have a Post-Support Admissions Team which work
out of the inpatient unit at Werribee Mercy Hospital, the
Clare Moore Building.
Q.
Can you tell the Commissioners what that team does?
A.
This team provides support to consumers who have had
an acute inpatient admission and are discharged back into
the community, but will not be receiving case management
services from the mental health service. So, it's a
service designed to support consumers as they transition
from inpatient care to re-engagement with their primary
caregivers, their general practitioners or possibly private
psychiatrists.
Q.
For how long does that support last?
A.
It can last for up to three months. My apologies, I'm
confusing that with HOPE, it's up to a month.
Q.
A.

Up to a month?
Up to a month, that's correct.

Q.
Do you provide emergency mental health services
assessment services in the emergency departments of both
the Werribee Mercy Hospital and the Footscray Hospital?
A.
Yes, we provide those services which are 24-hour
services to both the emergency departments in our catchment
area.
Q.

How do those services work, how are they engaged by

.10/07/2019 (7)

790

600

D A STEVENSON (Ms Nichols)

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

2019 public hearings

the emergency departments of those hospitals?
A.
The clinicians, which are known as ECATT, Enhanced
Crisis and Assessment Treatment Clinicians, are based in
the emergency department and they see consumers with mental
illness on referral from the emergency department staff.
Q.
Do you provide consultation, liaison, psychiatric
services to the Footscray Hospital and the Werribee Mercy
Hospital?
A.
We do. This is a recently new development within our
service at the Werribee site, but we have for a good number
of years provided consultation liaison service to Footscray
Hospital.
Q.
What's involved in the provision of consultation
liaison services?
A.
That involves providing psychiatric consultation to
patients who are admitted either to medical surgical wards
and may develop psychiatric complication while they are
inpatients, so the purpose is to provide psychiatric
assessment and advice to the medical or surgical teams who
would be managing those patients.
Q.
Can I ask you about the PARC, just returning to that
subject. Does that function both as a step-up and a
step-down facility?
A.
It is designed to work as a step-up and step-down
facility. We tend to use our PARC, although we do use it
as a step-up, we tend to use it as a step-down facility
because of the demand for inpatient beds. We use it
particularly for consumers who require longer inpatient
support or care. Once the acuity of their current episode
has settled, they'll be discharged and stepped down, I
suppose would be the term, to PARC where they may stay for
up to another four weeks.
Q.
Are you indicating that, because of the demand on
inpatient beds, the PARC service is really not available to
be used as a step-up facility?
A.
It is not as available as it should be. We do - there
is always a waiting list for step-up patients, and
unfortunately we have to give priority to the step-down
patients in order to create vacancies within the inpatient
units to promote flow from the emergency departments. So,
although there are some step-ups, it tends to be
predominantly step-down.
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Q.
Thank you. Just on that question of demand, we've
asked you, in broad, is supply keeping up with demand and
you've said, no, it is not, can I just take you through
some elements of that.
A.
Yes.
Q.
You've commented in your statement on the pressure on
acute bed-based care and you've said you have high
occupancy rates.
A.
Yes.
Q.
What are your occupancy rates and why are they
problematic?
A.
Our occupancy rates are running at around 97 per cent
at the moment, which is an improvement. We've recently well, not recently, but over the last two years, been
fortunate enough to open a number of more inpatient beds
which has dropped the occupancy rate from 100 per cent down
to 97 per cent.
Across Metropolitan Melbourne through, there are occupancy rates are always around high 90s to
100 per cents.
Q.
What are the kinds of problems that are created when
you have occupancy rates at that level?
A.
It's well-known that in order to ensure that the
system is well functioning and that there's sufficient
space available for consumers requiring inpatient beds,
occupancy rates should be around 80-85 per cent, and
clearly Metropolitan Melbourne occupancy rates are way off,
are way higher than that mark.
Q.
For about how long have you been operating at an
occupancy rate around the high 90s?
A.
For as long as I can remember. I've been working in
the service for many years, 17 years, and particularly out
in the Western Suburbs occupancy rate has always been a
very high 90s to 100.
Q.
Do you know whether in the Western Suburbs you have
higher occupancy rates than elsewhere?
A.
I don't believe we have higher occupancy rates, no, I
think occupancy rates across Metropolitan Melbourne are
consistently high.
Q.

You've also commented on the fact that consumers face
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long waits in the emergency departments waiting for
psychiatric beds. In the context of mental health what do
you mean by "long waits"?
A.
Long waits could be anything from eight hours to
24 hours. There have been occasions where people have
stayed much longer than that, 48, 56 hours, when services
are being bed-blocked and we've been unable to access
inpatient beds anywhere across the state.
Q.
Of the patients who wait 24 hours or longer in the
emergency department, what proportion of those are mental
health patients?
A.
Oh, well, if I use the emergency departments in the
Mercy Mental Health catchment area -Q.
Yes.
A.
-- probably 99 per cent of those patients are mental
health consumers.
Q.
How does the 24-hour period correlate with the
eight-hour benchmark set by the department? Are they
measuring two different things?
A.
Well, they're measuring length of stay in the
emergency department, but unfortunately because of the very
high demand and the low bed capacity across Metropolitan
Melbourne, our focus in terms of managing demand is on the
24-hour breaches rather than eight-hour breaches.
Q.
Is that specifically for mental health patients or
more generally?
A.
No, those are benchmarked emergency departments need
targets, so those aren't necessarily specific for mental
health, that's across the whole health spectrum.
Q.
You've commented on the fact that your CATTs at times
carry high caseload which limits their availability.
What's the effect of high caseloads on the CATTs?
A.
It limits their ability to provide timely assessments
and impacts on their ability to provide home treatment,
which is a core part of their role. Our comfortable
numbers are in the vicinity of 20-25 consumers at a time
who are being treated, but it's when demand is very high
those numbers get up to around 40 which, as you can
imagine, across a catchment area the size of Mercy Mental
Health's catchment area, it does limit their availability
to, for example, conduct an assessment somewhere in
Footscray and then travel all the way across to Wyndham
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Vale where the next assessment might be or home treatment
might be.
So, we try and provide, for example, supervision of
medication if necessary with twice daily visits. When the
numbers on the CATT board are low we are able to do that.
When the numbers start getting higher than 25, then becomes
very difficult to provide twice daily visits.
Q.
Does it mean in effect that you see the same number of
consumers but they have less contact?
A.
They would, by virtue of the demand that the CATT team
are dealing with, you know, having to manage their
workload, they would have less contact with the CATT
clinicians, yes.
Q.
Can I ask you about the community-based services that
are caseload managed. In what respect are they not keeping
up with demand?
A.
The case managed clients? So, yes. My experience
with the Mercy Mental Health over the last - probably it's
been something that's been happening for the last 10 years
ago is, because the demand is always visible in the acute
services, that there's been a slow shift of resources
within mental health services from the community to acute
services which has left community services in a very
difficult position of not having sufficient staff to
provide or meet the case management needs of the people
that we treat in our catchment area.
Q.
What are the practical consequences of that for
patient management?
A.
Well, there may be unacceptably long wait times before
a person is allocated to a case manager. We try not to
have any wait lists for case management patients. However,
the caseloads of the clinicians then become high, the
number of clinical contacts that the case manager is able
to have with the person diminishes, and the whole model of
community care breaks down, I guess, to be frank.
People relapse in the community, there's not
sufficient early relapse prevention in the community, which
then feeds into a high demand at the acute end of services,
with people relapsing and then having to move back into an
inpatient admission, so it becomes a vicious cycle.
Q.

I'll ask you more about that cycle shortly.
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say you've seen that cycle over at least the last 10 years
ago?
A.
Within our services, yes.
Q.
Would it go beyond -A.
I can't speak to other services but we've certainly
experienced that in the Western Suburbs, yes.
Q.
Does it extend back beyond 10 years ago?
A.
I think it's probably been the last 10 years ago which
it's been most prominent.
Q.
You've also spoken about invisible demand as being an
important gap; can you say what you mean by "invisible
demand"?
A.
The invisible demand is the consumer's living with
very severe mental illness who we don't know about. We
know that we should be providing services to about 3 per cent of the population would suffer with a very
severe mental illness. We're probably reaching less than
half of that, so there is this whole group of people out
there in the community which aren't getting the services
and the treatments that they require to manage and to
assist them manage their severe mental illness.
Q.
You mentioned consumers with chronic and unremitting
symptoms who require long-term inpatient care. What are
the difficulties in meeting demand there?
A.
The only facilities - often this group of people
require longer inpatient admissions in order to support
their recovery. Acute Inpatient Units have to have a high
turnover in order to meet demand coming in. The only
facility that we have for longer term is the SECU, of which
we have five beds plus an extra bed on rotation available
to us, so that is a very limited resource which means that
there's usually fairly lengthy waiting lists for people to
get in to access those beds.
Q.
What happens to patients when they're waiting to get
into that facility?
A.
If it's safe for them to be treated in the community,
they may be treated in the community, but inevitably these
consumers spend long periods of time in Acute Inpatient
Units.
Q.
You've also mentioned that the treatment of consumers
with comorbid alcohol and other drug disorders is often
.10/07/2019 (7)
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fragmented across the mental health system. Can you say
something about the nature of that fragmentation?
A.
That's correct. That is one of the many services
which we experience as fragmented across the Western
Suburbs. We are certainly seeing a high concurrence of
major mental illness and substance use disorders, and the
substance use disorders are addressed by services outside
of mental health programs, mental health treatment
programs, which then just add to the complexity in ensuring
that consumers are able to access those services. It
impacts on the transition of consumers from a mental health
service to a drug and alcohol service, so it's not an
effective model. We would much prefer to see drug and
alcohol services embedded within mental health services.
Q.
What provision do you have for secondary consultation
to support general practitioners?
A.
Unfortunately, we have very, very little capacity.
We, in the past, had a well developed Primary Mental Health
Team which in our service is known as the Consultation and
Partnerships Team. That consisted of a registrar, a
half-time consultant and psychologist and clinicians, and
this team was able to provide secondary consult to general
practitioners in their consulting rooms in the region.
That team was slowly dismantled. Our service went
through two rounds of integration of community teams and
our primary mental health function was slowly lost. It was
slowly integrated into the community teams, and then we
were just unable to maintain that capacity, so that again
is a big gap in services to practitioners.
Q.
Can you explain what was happening when you went
through two rounds of integration. What did you mean by
"integration" in that context and why did it happen?
A.
Mental health services, I believe 15 years ago, had
well-developed community models; there were specialised
teams within the community. So, you had specialised
clinicians providing specialised tasks to consumers with a
mental illness.
As the funding became tighter and demand grew, we were
no longer able to meet the demand with these specialised
teams, and these teams were then slowly integrated to
multi-functional teams. So, we slowly over time lost the
capacity of specialised care and we moved towards a more
generic case management model, where everybody did the same
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work.
Q.
Can you talk about what is a generic case managed
model as opposed to one which is specialised?
A.
If I use the example of the HOPS, Homeless Outreach
Services. 15 years ago we had a well developed Homeless
Outreach Team who were specialised in engaging people with
homelessness. In order to do that they had specialised
skills. That over the years has slowly degraded, and we
still have HOPS clinicians, but HOPS clinicians are now
buried within the general clinical teams, and their
caseloads are not just homeless consumers, they are also
providing - although they provide a bit of a specialist
role, they are still expected to provide generic case
management as well.
That would be similar - for example, if we take
clinical psychology in public mental health services - and
again, I'm having to speak to our service - in the past we
had clinical psychologists who provided evidence-based
therapies to consumers and case managed consumers. Those
roles were slowly eroded and clinical psychologists became
generic case managers, so they provided case management
support, but the ability to provide evidence-based
psychotherapies to our consumer group has slowly
disappeared.
Q.
When you say those roles became eroded, what was
involved in that process? Was it a process of recruiting
for more general positions with a generic range of skills
or something different?
A.
We still tend to recruit - we don't recruit as many
clinical psychologists as what we did, simply because
clinical psychologists are trained in therapies and want to
do therapies, so it's a little more difficult to attract
them to the public mental health service. Sorry, can you
just repeat that?
Q.
I was asking you about the erosion of those teams,
about the process by which that happens and what it
actually means.
A.
Yes, as I say, our service went through two phases of
what we call integrations of services and in that process
you lost the multidisciplinary specificity, I suppose, of
clinicians: so, your occupational therapists became generic
case managers and your social workers became generic case
managers, and so everybody then fulfilled a similar kind of
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role and you lost the multidisciplinary input into clinical
teams which I believe is very, very important in mental
health services.
Q.
So, is there an erosion of the skill base?
A.
Well, I think over time there is erosion of the skill
base, yes. I think what's added to the erosion too is,
certainly noticed over the last six or seven years that
mental health services have become very focused on a
medical model. By that I mean a focus on treating symptoms
and treating acuity and using medication to do that.
I think in that process as well, your psychosocial
supports and your psychosocial tools then become lost with
the focus on, well, what tablet are we going to give you
now to see whether that will help you or not. I think
that's been a very unfortunate path that - and I would
imagine this has happened in many other areas of mental
health services - again, I'm speaking from my experience
and certainly it's been evident in my service.
I can maybe add as well, is that, another thing that
we've noticed is that your case managers - if I'm thinking
back again 15 years - the case managers seemed much more
confident in managing consumers with complex mental health
disorders. Whereas now we notice, it may well be a
function of the medical model, but we do notice within the
clinic settings that clinicians are - case managers are
very dependent on some kind of medical input: they struggle
to make decisions without some guiding and that's not what
the model's about and that's not what the model should be
about. I think that's a very good example of what
I believe is a slow disintegration of the skill set.
Q.
Just for some clarification, when you talk about an
emphasis on a medical model, are you talking about a
reliance on medication?
A.
Yes, I am.
Q.
If we can perhaps look at the issue from a different
perspective. If you were to have a properly funded, well
functioning community-based clinical mental health service,
what features would it have that you don't see now?
A.
Well, there's a number of things. I think the first
thing you would want to see is that there is quick access
to services, that there's not a long waiting period, that
the services are there that you can provide, and you should
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be able to provide a spectrum of services. So, there
shouldn't be just a focus on severe low prevalence
disorders, like chronic schizophrenia for example.
There should also be a whole suite of services other
than medications which can be offered to people.
Q.
Can you give some examples?
A.
Psychotherapies, group work. Area mental health
services provide treatment to consumers with borderline
personality disorder. There are, in my view again, great
deficits in the treatment that area mental health services
do provide to this group. There's a lot of evidence-based
work on successful ways of managing people with borderline
personality disorder, an example is dialectical behavioural
therapy groups. Fortunately we're in the process now where
we're starting to develop that within our service but
there's many services that don't have that available. So,
consumers have to rely on treatment as usual, which is case
management and a doctor, which usually means pills.
Q.
Would such a service have an integration between
clinical and non-clinical services?
A.
Oh, yes. Yes.
Q.
So your psychosocial support services would have a
strong connection?
A.
Would also be involved absolutely, there needs to be a
greater collaboration with non-clinical and clinical
services within area mental services as well.
Q.
In going back to the present reality: in your
community-based health service, do you still have the
capacity for mobile support teams?
A.
Unfortunately not. We lost that capacity in the very
first integration, which I think took place in 2010, 2011.
We integrated the assertive outreach role of our mobile
support team into our community clinics, into our normal
community roles; and, with time, that assertive outreach
component of services has also dwindled and doesn't exist
any more.
Q.
What do you see as the importance of assertive
outreach in the community context?
A.
Predominantly to provide support to consumers with
complex mental illnesses and complex psychosocial settings.
There is much more regular contact with a person, there's a
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stronger role in relapse prevention, early identification
of relapse symptoms, managing of those symptoms within the
community which then might avert an inpatient admission,
might prevent a consumer from having the trauma of being in
a high dependency unit or in seclusion on an inpatient
unit.
Q.
Thank you. We've asked you about what your view is
about the drivers of unmet need, and among other things
you've said that:
"There's chronic underinvestment and
underfunding of mental health services."
Can I ask you, firstly, about the difference between
underinvestment and underfunding?
A.
I think when I'm talking about underinvestment, I'm
talking about the structural buildings and wards. And
underinvestment I think I'm talking - the other component,
I'm talking about money that services are given to run.
I believe our service is a good example of what a
little more investment can do. We've struggled for many,
many, many years with shortage of inpatient beds and major
access problems to inpatient beds. We were very fortunate
enough to receive funding four years ago to build a new
inpatient unit. We now have a state of the art 54 bed
inpatient unit - it's been a struggle to staff that, but
that's another issue.
Q.
We will come to that.
A.
But if one looks at our performance and our waiting
times in emergency departments, by having more beds there's
been a dramatic improvement in that wait. So, I think
that's a very good example of infrastructure investment
having positive outcomes.
Q.
Do you think that that's relieved some pressure on the
community-based services as well?
A.
Well, at this point in time, no, I think it's actually
put more pressure on the community services because there
is a high number of consumers who are being admitted and
being discharged from inpatient units than before, which
means that the demand for community services is higher.
And, unfortunately, the focus at that point in time was on
building the building, it wasn't on providing funding to
increase community resources.
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Q.
So, does that suggest that, if resources are
increased, they need to be increased in tandem in
community-based services and acute bed-based services?
A.
Absolutely. There's no doubt in my mind about that
and that's something that we've seen in our service, and
have always in our plannings and our discussions with the
leadership team have always been very concerned about.
Q.
When you say you've been concerned about that, what
features do you see that concern you?
A.
Simply that we don't have the community infrastructure
to supply, to meet the demand and, in trying to meet the
demand, people in the community are not getting the
services that they should be getting.
Q.
Can I return to your evidence about underfunding. Do
you have a sense of the scale or can you convey a sense of
the scale of the underfunding, say, over the last decade?
A.
I wouldn't have a dollar figure.
Q.
No.
A.
But it would be very - it would be greatly
substantial. It would involve, I think, investments in
more teams, more proactive outreach teams. If I had to
make an estimate, I think we'd probably have to see at
least a doubling of funding to community teams to
adequately provide services to those who need them the
most.
Q.
You talk about chronic underinvestment and
underfunding. I think I know why, but why is the word
"chronic" an appropriate desk descriptor?
A.
Well, I've been in this position for probably 15 years
now, and every year there's been: how are we going to
manage the budget this year? What services are we going to
reduce? How are we going to manage that?
Last year, it was a wonderful year for Mercy Mental
Health because it's the first time that we've seen funding
flowing into area mental health services, and you're really
starting to see differences, so that's another example of,
when you do see reasonable amounts of funding flowing into
services, what positive effects you see.
So, probably from - I came into the job as Clinical
Director in 2005, and probably all the way up to 2017, it
was always, how are we going to manage with this amount of
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money, what services are we going to reduce, how are we
going to balance the books?
Whereas, last financial year there was funding that
was coming in and suddenly it was, what services can we now
develop to meet the needs of the community, which is a very
exciting place to be in and contrasts very starkly to the
previous 15 years.
Q.
Do you know why there was a difference last year?
A.
I think there's a realisation at a government level
that mental health services are in a very, very bad shape
and that the system is broken and it needs to be fixed.
Q.
We've asked you specifically about the contributors to
the lack of appropriate resourcing, and you've said that in
your opinion:
"There's limited population-based planning
in the growth corridors."
In your observation, what's happened to population
growth in the growth corridors?
A.
Well, there's been an explosion of the population,
particularly down the corridors, the Western corridor and
up North Western area and out in the far East as well. One
just needs to have a look at the performance of area mental
health services in those particular areas to see how
they're struggling with demand. So, that can only have
arisen from an underestimation of the amount of growth that
was occurring in those corridors.
Q.
Is there any observable correlation between population
growth and the type of capital investment and funding
that's been allowed for, leaving to one side last year?
A.
I'm still not sure that the funding is related to
population growth, so I still have concerns that that may
not be taking place.
Q.
What are the indications to you that there is a lack
of population-based planning?
A.
Well, I think if you look at an area mental health
service like ours as well, if you have a look at the growth
in the different sectors of the population as well: we
provide services to an adult population only, but being a
young area there's been a massive growth in demand for
child, adolescent and youth services which I don't think
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has been considered.
65 years and over.

There's also massive growth in people

If you do some projecting, and we use the National
Mental Health Service's Planning Framework to do that, in
10 years ago' time there's going to be an almost
80 per cent - 10-13 years' time, there's going to be an
almost 80 per cent increase in the population in that
region in the 65-plus age group. There's going to be
around about a 50 per cent increase in the 0-15 year age
group. Those figures are very concerning when the area
mental health service in that area only provides services
to 16-65.
Q.
And there's no planning on the horizon that you're
aware of that is going to allow for that population growth
to be catered for?
A.
That's the concern. If the planning doesn't happen
now - it takes you five years to build an inpatient unit if that planning doesn't happen now, I think we're going to
be sitting in a very difficult situation trying to provide
adequate services to those particular groups of the
population.
Q.
When you're trying to understand need in your area,
have you come across any frameworks and tools that give you
a good understanding of what's needed?
A.
We've been using the National Mental Health Services
Planning Framework, which is a tool that was developed by
the University of Queensland, myself and the program
director were trained in the use of the tool. We think
it's a very unique tool that has a look at - that takes
population data as well as data from consensus groups and
provides it to model services on. So, we've used that tool
extensively in our service planning and I think it's a
wonderful tool which should be used extensively by
services/by government.
Q.
You raised workforce issues before, can I ask you
about workforce shortages in your area?
A.
Workforce is a constant headache and has been a
headache for as long as I've worked at Mercy. We've
struggled for both senior and junior medical staff.
Over the last few years we've been fortunate enough to
stabilise our senior medical workforce, but we continue to
struggle with junior workforce.
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A good example is, at the moment I have seven
vacancies of junior staff in the service, struggling to
fill them. We still over the years haven't been able to
open the full 54 beds at the new inpatient units, there's
still four beds that we haven't been able to open simply
because we don't have the medical staff to provide services
to the unit.
I'm going to talk to medical staffing, but there's a
similar shortage with nursing staff as well. We have
noticed that we're also dependent on international medical
workforce, so many of our junior doctors are international
medical graduates. They tend not to remain within services
for a while, and so, we have a high turnover of staff.
Because of the nature of our workforce as well,
registration takes an extraordinary length of time, so it
can take anywhere from three months to seven, eighth months
to get a doctor on board to work. That doctor may then
stay for four months or six months and then move on to
another position, so there's a very high turnover of staff.
Q.
Can I ask you a little bit more about the issue of
fragmentation. You've said there are limitations in the
catchment design.
A.
Yes.
Q.
And in particular, that the mental health providers,
or you don't provide for the whole-of-age.
A.
That's correct.
Q.
Mercy has made a submission that there should be one
mental health service provider in the catchment and each
service provider should service all cohorts. Do you want
to elaborate on that?
A.
Yes. This is probably one of my big frustrations in
my work, is that Mercy provides only services to 60-65, and
we then have to deal with three other - well, four, I
suppose, four other service providers.
So, we have to deal with the Royal Children's Hospital
who provide services to the 0-15, to the child and
adolescent population. We also have to deal with Orygen:
Orygen provides services to the young adults from 16-25.
And then we also have to deal with the aged psychiatric
services which are provided by NorthWestern Mental Health.
.10/07/2019 (7)

804

614

D A STEVENSON (Ms Nichols)

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

2019 public hearings

One of the challenges that we face is that the
emergency departments in both - both emergency departments
where we provide services to have presentations of
everybody across the age range, and then we are then having
to try and access inpatient services from services which
aren't under our management, and that provides various kind
of frustrations.
From a consumer point of view, it is also very
complex. People have got given a triage number and phone
the triage and then are told by triage, well, you're
17 years of age, you probably should be speaking to Orygen
and here's their number; or you're over 65 and this is who
you need to talk to. So, we like to believe that we have a
single point of entry for services in the Western Suburbs,
but in fact it's fragmented across these different
services.
Of course, you could add, in terms of fragmentation as
well, you could add drug and alcohol services into that
complex pattern as well.
Q.
I was just about to ask you about that. You said
there's been some reform in partner sectors that hasn't
really been aligned -A.
Hasn't really aligned with mental health services, no.
Q.
Can you elaborate on that in the context of alcohol
and other drug services?
A.
Yes, well, it's still services which are provided
outside of mental health services. We now have a drug and
alcohol worker in the emergency department at Werribee
Mercy Hospital, but that's one clinician, so it hasn't
really had much impact on the demand.
Q.

You have described this fragmentation as:
"A lack of systematic whole-of-life
approach."

Can you say what a systematic whole-of-life approach
should look like in the delivery of mental health services?
A.
I think if we use the example of a consumer with a
major psychiatric illness, like schizophrenia for example.
If we follow the path of that person, they become unwell in
their late adolescence, they live in the Werribee catchment
.10/07/2019 (7)
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area. Then their initial treatment is provided by Orygen,
so for 18 months to two years their care is provided by
Orygen. Once their time is up at the two-year period, they
are then transferred into an adult service, so their
experience then might be different. They then will stay
with the adult service, but then once they're over 65 they
will move to another service again. I think, in order to
have seamless continuity of care within the service, one
provider should provide the whole spectrum of treatment to
a person.
Q.
We've asked you about whether, in your observation,
clinical mental health services are crisis-driven and your
answer was?
A.
No doubt.
Q.
One of the factors that you have identified as
evidencing crisis-driven service, among the others you've
already mentioned, is:
"... insufficient leadership within the
mental health program to enable area mental
health services to strategically design and
shift functioning to a more proactive
future-focused service delivery."
Can you say what you mean by a lack of leadership in
that context?
A.
What I'm implying there, is that, services which are
crisis-driven become very inward-looking. The focus is on
managing the demand from hour-to-hour to day-to-day, which
doesn't give leaders within the programs the ability to
step back and to have a look at how things might be done a
little differently.
Also, the funding that comes into mental health
services from the department is always tagged to some or
other function. So, there's, this money comes and it's to
provide X services. There's never any money that comes
into services to provide a leadership structure which could
help assist services move from a crisis-driven, inward
looking service to a more broadly outward looking service.
I think that's what I'm implying by that.
So, the division between strategic and operational
within a service like ours is greatly challenging because
the operational pull is very, very strong, so one doesn't
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have the scope and the time to spend strategising on how to
improve. And I don't believe that the funding model from
the department supports any kind of development in moving
towards a more strategic management structure within a
mental health service.
Q.
On the question of funding, one of the things that you
have said enables your service to function as well as it
does despite the challenges, is that the funding earmarked
for mental health is ring-fenced by Mercy Hospitals
Victoria Limited. Can you say why it is that ring-fencing
of mental health funding is so important?
A.
That's correct. We're very fortunate in having a
board who is strongly supportive of mental health services
and the development of mental health services. The board
is committed to, all funding that comes to mental health
stays with mental health. I understand that that's not
always the case with other services, but the case with
Mercy, everything that is provided by the department for
mental health services comes to mental health services. I
think that's a very positive feature of Mercy Health.
Q.
You've said that the board is very committed to that.
Is that essentially what secures the ring-fencing, that the
board has an understanding of and is committed to it?
A.
Yes, I believe so. Yeah, I think the commitment needs
to be at a board level and we certainly have that within
Mercy.
Q.
On funding, we've asked you, what are the most
significant challenges facing the mental health system and
you've said:
"There's a lack of transparency and much
variation between catchments regarding base
level mental health service provision and
subspecialty care."
My question to you is, when it comes to resourcing,
are all catchments treated equally?
A.
No, and I suppose that's one of my concerns about
service provision across the state. I strongly believe
that, if you live in Wyndham, or you live in Footscray or
you live in Toorak, you should be able to access the same
level and the same quality of services, and that's not the
case across Metropolitan Melbourne. Services are,
I believe, funded differently, nobody's really aware of
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what other services are getting, so there's certainly a
lack of transparency about what the department is providing
to services in terms of funding to that particular area.
Q.
In terms of lack of transparency, what information
would be useful to have that you don't have?
A.
I think, again, talking at a broader departmental
level, I think in terms of planning new service models, we
are often informed that receiving a letter to say, you are
receiving X amount of money to provide this type of
service. We would like the freedom to say, well, we need
the money, thank you very much, but we don't need the money
to provide that service, we need the money to provide this
service. I think there's a lack of transparency in terms
of planning those kinds of services.
We don't understand - I certainly don't understand where the decisions are made about what kind of services
area mental health services are going to be asked to
provide.
Q.
Do you think it would be helpful to understand,
between the services, how they're each funded each year?
A.
I think it would be very helpful, yes.
Q.
Why is that?
A.
Well, I think it creates some equity across services.
You know, one understands what their problems might be and
I think it just creates a much more open system.
Q.
Does the current funding model, which is block
funding, contribute to inequality between catchments in
your view?
A.
Well, the block funding is based on bed numbers and
community contact hours, so it may well. We would much
prefer to see more an activity-focused funding. So, if you
are treating consumers of a higher complexity on an
inpatient unit that you would get, that your work would be
recognised, rather than getting a flat bed day rate for
that person.
Q.
Can I perhaps put the question differently. Would
activity-based funding assist the resourcing of different
catchment areas to be more equitable, do you think?
A.
Well, I think there will be the recognition of the
different levels of complexity that services might be
managing, which the model at the moment doesn't. I think,
.10/07/2019 (7)
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with that kind of funding model, you'd be recognised for
the actual work that you're doing; where at the moment
there's no recognition, and that accounts for all services.
Q.
Do you see scope for outcomes-based funding?
A.
I think outcomes-based funding has a place, yes,
because again it goes to the amount of work and the
effectiveness of your work.
Q.
One of the things we asked you was about the critical
elements of a well-functioning mental health system, and
among other things you said:
"It is important that the recognition that
mental health is not only a health issue
and requires strategic alignment with other
sectors outside of health such as housing
and employment."
Do you have views about how strategic alignment with
other sectors can be effected?
A.
How it can be effected? Well, it would be a regional
approach to including - a regional and a government
approach - involving those particular service providers
within your area.
I think one of the challenges with moving mental
health services forward, is that, the focus should not be
on health alone. Mental health is much more complex than
that and we need to consider - you know, homelessness is
very high, so we need to consider housing services.
Employment is a major issue with the automation and the
changes in the job market: our consumers are struggling to
find work, so having some links with employment services, I
think, are very important in providing more of a holistic
approach to the care that services provide to consumers.
Q.
Dr Stevenson, is there anything important you wanted
to say that I haven't asked you about?
A.
Not at this stage, I think we've covered everything.
MS NICHOLS:

Do the Commissioners have any questions?

CHAIR:
Q.
I have one, please. I just was interested in
the fact that you referenced the fragmentation particularly
around drug and alcohol and mental health services, and you
also talked about some of the changes you'd seen over
.10/07/2019 (7)
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the years and one of the factors you identified was the
prevalence of substance abuse and in particular the
prevalence of ice.
A.
Yes.
Q.
You went on then to argue that, in fact, you thought
the model wasn't effective currently with the separation,
and that you would rather see drug and alcohol services
embedded in mental health services.
A.
Yes.
Q.
Can you just give us a sense of what you think would
be gained by doing that and, if you are, what might be the
arguments against it?
A.
I think, as I mentioned in my argument there, there is
a high percentage of our consumers who are being admitted
with drug and alcohol use disorders as well as major mental
health disorders. At the moment there's a very piecemeal
approach to the management. There is a drug and alcohol
worker on the inpatient unit, but they're employed by
another service, so they provide an in-reach service.
The challenge, I believe, is with the discharge and
the ongoing treatment in the community, because that's
where it becomes more fragmented. If the person is being
case managed, they will then move onto a mental health
community clinic; whereas they may have a drug and alcohol
worker through one of the other services, so there already
you have a division of service and, if there's not close
liaison between care providers, it becomes complicated and
it increases the risk of gaps in care.
So I think, if those treatments are unified and are
under one management, I think that the gaps in care and the
communication is a much simpler process, much more
streamlined process.
CHAIR:

Thank you very much.

MS NICHOLS:
Dr Stevenson, I omitted to ask you at the
outset, did you prepare a statement in response to a
request by the Royal Commission?
A.
I did prepare a statement, yes.
Q.
Does that statement set out your opinions and your
answers to the questions we've provided?
A.
It does.
.10/07/2019 (7)

810

620

D A STEVENSON

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

2019 public hearings

MS NICHOLS:
I tender that statement, thank you.
[WIT.0002.0008.0001] May Dr Stevenson be excused please?
CHAIR:
Thank you very much for your evidence,
Dr Stevenson.
<THE WITNESS WITHDREW
MS BATTEN: Commissioners, the next witness is Professor
Malcolm Hopwood. I call Professor Hopwood.
<MALCOLM JOHN HOPWOOD, affirmed and examined:

[11.01am]

MS BATTEN:
Q.
Thank you, Professor Hopwood. If you
could just sit so that we can hear you in the microphone
and just make yourself comfortable, thank you.
Have you prepared, with the assistance of the Royal
Commission's legal team, a witness statement for the
Commission?
A.
Yes, I have.
Q.
I tender that statement. [WIT.0001.0010.0001]
Professor Hopwood, would you please briefly describe your
current role and your responsibilities?
A.
I am the Ramsay Healthcare Professor of Psychiatry at
the University of Melbourne, based at the Albert Road
Clinic here in Melbourne, a private psychiatric hospital
and there I lead a clinical unit that looks after patients,
as well as run an outpatient private psychiatric practice.
Q.
I'd first like to ask you some questions about the
private sector. So, what is the private sector?
A.
So, the private sector in mental health, I'll be
predominantly talking about the specialist private mental
health sector as opposed to primary care. That would
include private psychiatric hospitals and private
psychiatrists, some of whom will work as a tenant within a
hospital, others who will have a practice in a separate
building. Those private psychiatric hospitals often
provide services like outreach home-based care, home
nursing care, or day programs for patients as well.
Q.
You've talked to us about what the private sector is
made up of. How do Victorians access the private sector?
A.
Predominantly access is via primary care with a GP
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referral to a psychiatrist. We do also sometimes have
people who access our service via the public mental health
services, where they can be referred by doctors from the
public mental health system as well.
Q.
What are some of the barriers to accessing the private
sector?
A.
I think the outpatient private psychiatrist
consulting, one of the most significant gaps for many
people is the out-of-pocket expense that that involves. Of
course for some people who are acutely unwell, the simple
process of obtaining a referral in a crisis can be
difficult, and there are usually waiting times for
appointments, with most consultant psychiatrists having
waiting times that run into several weeks which may not be
appropriate for all clinical situations.
Q.
I will return to the issue of cost, but first I'd like
to ask you about the Albert Road Clinic. Could you tell us
what the Albert Road Clinic is, please?
A.
Yes, so the Albert Road Clinic is a 120 bed private
psychiatric facility, run and operated by Ramsay
Healthcare. It has a series of units: general adult
psychiatry, addictions, adolescent mental health, old age
mental health, and the professorial psychiatry unit I run,
as well as that, it has a set of consulting suites within
the premises that psychiatrists will rent and we run day
programs and outreach services from that site.
Q.
You mentioned you have addiction services. Do you
have the capacity to treat people for addiction within the
Albert Road Clinic?
A.
Yes, it's a very pleasing and, in my view, a very
appropriate model to have them under the same roof, where
patients can be detoxified and receive specific treatments
for their addictions and their comorbid mental health
problems, we know about the frequency of overlap, can be
treated under the same roof.
Q.
You've mentioned people with addictions, who in
general receives services from the Albert Road Clinic?
A.
For addictions?
Q.
No, more generally?
A.
The commonest diagnosis we see would be mood and
anxiety disorders, comorbidities with addictions,
personality disorders would be very common. In the old age
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group obviously we're more likely to see disorders like
dementia evolving.
About 15 per cent of our admissions are for patients
with psychotic disorders like schizophrenia, but clearly
that balance with mood disorders would be largely the
reverse of what's seen in the public mental health system.
Q.
Why do you think that is?
A.
I think that's a very interesting question. I think
that there is an active discriminatory process against
patients with mood disorders in the public mental health
system where they find it difficult to access that system.
We have many patients with severe mood disorders within our
facility who really struggle to access care.
Q.
Can you elaborate on what you mean by active
discrimination?
A.
I think the public mental health system has become
very skilled at dealing with psychotic disorders like
schizophrenia and some types of severe personality
disorder, perhaps arguably borderline personality disorder.
But patients with, for example, severe depression,
with suicidality, often experience great difficulty
accessing public mental health services, and that's
important because they constitute the single largest group
of Victorians who ultimately commit suicide.
Q.
Can I come back to the Albert Road Clinic and who
receives the clinic's services; what are the criteria to
get in to receive the services, in terms of, you mentioned
a GP referral, what are the things that you need to satisfy
to get in?
A.
It's an entirely voluntary admission process, you're
unable to be admitted as an involuntary patient. For
admission to the hospital, generally that requires private
health insurance that covers inpatient psychiatric care.
The out-of-pocket bed day cost would be approximately
$800 to $900 which over a two to three week stay clearly
would be financially intolerable for many people, so
private insurance is central to the inpatient care.
The voluntary status, as I described, in terms of
level of behavioural disturbance, the hospital will have
some limits on physical aggression towards others, or other
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disinhibited behaviour, for example sexually disinhibited
behaviour, but otherwise retains fairly broad admission
criteria, which I think is very important.
Q.
You mentioned two to three weeks in an inpatient
admission; what does that reflect? Is that an average
length of stay?
A.
So, the average length of stay in my professorial
psychiatry unit is 20 days.
Q.
A.

Did you say $800 to $900 a day?
A day, if you would pay fully out-of-pocket.

Q.
So that's for the inpatient admission. What about
seeing a private psychiatrist for a one-hour session, what
is the cost of that?
A.
Private psychiatrists set their own fees and that's
entirely up to them. I gave in my statement an estimate
that the commonest fee for an initial consultation would be
somewhere around the $130 to $200 mark, and subsequent
appointments may have a similar or smaller fee.
Psychiatrists also have the right to choose to reduce that
fee in the setting of financial difficulties, and as I
mentioned in my statement, a substantial minority are bulk
billed. From my recent work as Chair of the Medicare
Review Committee For Psychiatry for the Commonwealth
Department of Health, I can say that estimate is about one
in three who see a consultant psychiatrist are bulk billed.
Q.
In terms of the fees that the psychiatrists charge,
has that fee grown?
A.
Yes, my sense, and obviously it can only be a sense
because people set their own fees and don't always discuss
them, is that the gap has grown over the last decade. I
think that probably is largely a result of the failure of
the Medicare rates to match inflation during that time and
been specifically frozen for a period of that time.
Q.
So the cost is roughly up to $200, that's the gap
cost?
A.
That's the out-of-pocket gap cost.
Q.
And then, can you give us an average of how - and I
understand this is a broad question because it will depend
on the condition that a person has - but how frequently may
someone need to see a private psychiatrist?
A.
It would be typical obviously in the more acute phases
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of illness to see them more frequently, weekly for example,
and then as things are stabilised it would be more likely
to be several weeks and then during a stable
period, months. So, an average would probably be measured
in a few weeks, that's the roughest estimate I can provide.
Q.
Basically, is it the case that you need private health
insurance to access treatment at the Albert Road Clinic?
A.
To access inpatient treatment. Obviously, a very
small proportion of people could pay that sort of money
out-of-pocket. To access outpatient consulting by one of
the psychiatrists there, insurance doesn't make any
difference to that cost.
To access the day program and the average nursing
services, they are also funded by insurance.
Q.
So why does it make a difference to the cost? You've
still got the out-of-pocket gap, the insurance won't cover
that; is that right?
A.
Yeah, so private insurance does not cover a
consultation with a specialist medical practitioner like a
psychiatrist.
Q.
So a person needs to have the capacity to pay for
that?
A.
Correct.
Q.
You mentioned briefly the kind of clinical problems
that you see. Would you just describe again for us, who is
the makeup of the people that come into your service?
A.
I think the commonest diagnosis we'd see is bipolar
disorder, both manic and depressed phases; major
depression. Generally the people who are admitted will
have moderate to severe major depression with common
symptoms like suicidality. Many of those patients will
also have problems with anxiety disorders, like generalised
anxiety disorder, panic disorder, obsessive compulsive
disorder.
As I mentioned before we see a proportion of patients
who have psychosis. Amongst the patients with those
disorders, there's also a high rate of people who have
comorbid abnormal personalities, or personality disorder,
and that will include many people who have histories of
abuse, childhood trauma or violence in their lives.
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Q.
You gave an estimate that you thought 80 per cent of
the people in the professorial unit had suicidal ideation?
A.
Yes, so at the time of the admission rates of suicidal
ideation and suicidality are very high; it's an estimate
made by myself rather than an established figure, of at
least 80 per cent.
Q.
That's a broad cohort of illnesses that you treat, how
do you handle those problems, what sort of treatment do you
offer?
A.
Many of the treatments we'd offer are broadly similar
to those in the public mental health system. They would
involve a combination of pharmacotherapies,
psychotherapies, both group and individual. We may use
treatments where appropriate like TMS, transcranial
magnetic stimulation, or ECT, electroconvulsive therapy.
A very important part of the treatment is the
treatment outside of hospital and the subsequent follow-up
arrangement, and quite typically that would involve
attendance in a day program where group therapy and
individual therapy are practised, as well as attendance at
a psychiatrist, sometimes also a psychologist for
individual therapy as well.
Q.
Can you tell us what the Health of the Nation Outcome
Scale is, please?
A.
Yes, it's a measure of health-related disability
that's utilised in the mandated Mental Health Outcome
Measurement Suite across public and private inpatient
mental health services in Australia.
Q.
A.

Sorry, what does it measure?
It measures health-related disability.

Q.

You have stated:
"It may be valuable to know that the
average level of disability of those people
as measured with the Health of the Nation
Outcome Scale is exactly the same as those
admitted to the acute units publicly."

When you say "those people", you're referring to
people in the professorial psychiatric unit?
A.
That's correct.

.10/07/2019 (7)

816

626

M J HOPWOOD (Ms Batten)

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

2019 public hearings

Q.
That's the people you're referring to. So what does
it mean that the average level of disability is the same in
that unit and in the acute units publicly?
A.
So the study we conducted involved looking at the
admission HoNOS scores for people admitted to the
professorial psychiatry unit I lead. Really to compare
then to the national average of people admitted to public
acute adult units - most of the patients in my unit are
adult.
There is a perception, I think, in some quarters that
patients admitted to private services are not as unwell.
My perception would be, in fact, they are very unwell,
perhaps just in some different ways. We indeed found that
the average score we obtained on admission to our unit was
essentially identical to that in acute adult public units
across Australia. That data's available on the
Commonwealth website.
Q.
In terms of demand, are there enough private
psychiatrists to service the demand?
A.
No, as best demonstrated by the waiting list for most
private psychiatrists. So, most private psychiatrists have
a waiting list measured in many weeks, even though clearly
clinically that's often not desirable to help deal with
acute mental health problems.
In fact, if we talked to general practitioners, they
will frequently comment on how difficult it is to access a
private psychiatrist, so it clearly appears there is not
enough to meet need.
Q.
Do you have experience with consumers whose needs are
too complex for the primary care system but who are not
sick enough to obtain access to the specialist mental
health services?
A.
Yes, I think we probably do. Within private
psychiatric broadly we would see I think a range of
disability beyond that that's currently seen in public
mental health. So we see some very unwell people, but
particularly in outpatient practice perhaps some of those
who are slightly less disabled and would form a significant
proportion of that group up to the 3 per cent that's
frequently mentioned in the planning framework is what we'd
like to cover. But I clearly can describe from their
experience that, despite being within that 3 per cent, they
would still experience great difficulty accessing public
.10/07/2019 (7)

627

M J HOPWOOD (Ms Batten)

Transcript produced by Epiq

817

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

services.
Q.
A.

Do you see them at your service?
Yes, we do.

Q.
You have mentioned this earlier but you have stated in
your statement:
"In my view it is a mistake to think that
those higher prevalence conditions are
always less severe."
The higher prevalence conditions that you were
referring to are the depression conditions. Why is it a
mistake to think that they're always less severe?
A.
I think there's often been a concern in our system
response that, if we respond to the needs of everyone with
depression, which affects after all one in five people in
the community at some point in their lifetime, that our
services will be overwhelmed.
I think we can quite reliably state that somewhere
around 5 per cent of people with depression have severe
depression and therefore probably require a specialist
response, as opposed to a purely primary care response.
However, my perception, and I acknowledge it is my
perception, is that depression is frequently defined as
being less significant and therefore there is less of a
public mental health response to it.
Q.
Are you separating forms of depression there then?
The category that's 5 per cent, is that a major depression
or how do you categorise that?
A.
No, that would be severe major depression. I
recognise the terminology is often debated and a little
confusing. Major depression is a term that's used to
describe what most people in the community would say is
depression. Within major depression there's severe,
moderate and mild, and severe would be about 5 per cent of
that category.
Q.
And so, is it the 5 per cent in the severe category
that's not being properly serviced; is that what you're
saying?
A.
Yes.
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Q.
Can I ask you about the comparisons between the public
system and the private system. First of all, in what
circumstances would you send patients to the public system?
So, when are you no longer able to treat patients?
A.
It predominantly relates to their capacity to make
decisions around their treatment. So, we would provide
treatment to everyone, as long as they're able to abide by
some simple regulations about behaviour within the
hospital. If, however, their illness deteriorated to the
point that they were no longer able to make informed
decisions about their care, then issues related to the
Mental Health Act may well become relevant. That would be
the circumstance in which we would transfer to public
mental health care.
Q.
How often does that happen?
A.
From Albert Road approximately once a month or every
two months.
Q.
What do you do with the people who have got
behavioural problems?
A.
Well, it's really best, where possible, to discuss and
deal with those before a person comes into hospital. So,
part of our screening procedure for a potential referral
for admission would be to ask about difficult issues,
perhaps arrange for an assessment before a person comes in,
and try and work out a management plan where we can find a
way around that.
It would be, thankfully, rare that we would actually
say no, and I think that's as it should be.
Q.
Can you talk to us about the key differences between
the private mental health system and the public mental
health system?
A.
I think in terms of the patient experience of entering
the system, I think the environments at a simple level tend
to be nicer environments, and I think that is an important
part of care, that the facilities are nicer and I don't
think that should be underestimated in how that influences
people's experiences of care.
Q.
Why is that important and why should that not be
understated?
A.
Well, if you receive care in a building that is well
maintained and attractive, it is likely to be a much better
experience than if you receive care in a building that is
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not well maintained and unattractive or even not fit for
purpose.
I think one of the key elements of the experience from
receiving private mental health care is about ongoing
relationships; that's particularly the ongoing relationship
with the private psychiatrist. So, for many patients
experiencing public mental health care one of their
concerns is that staff, including medical staff, may turn
over, particularly trainee psychiatrists turn over every
six months, whereas in private they're more likely to have
an ongoing relationship with a doctor of their choice.
We're fortunate at Albert Road that we also have quite
a lot of stability of staff; it's seen as, I think, a
reasonably desirable place, for example for nursing staff
to work. So, people also have an affiliation with the
place that I think can be really important as well.
Q.
One of the other factors you mentioned in your
statement is access, and you've referred to the issue of
private health insurance, but you've also made mention of
the need for a GP referral and the fact that for someone
who is acutely unwell, that's no small task to get that.
Could you elaborate on that, please?
A.
Well, it requires the organisation to get to a general
practitioner and get a referral arranged, assuming the
general practitioner is happy to do so. As I say, that
might seem like a straightforward task but, when you're
acutely unwell it's not necessarily easy. If you lack the
motivation to have a shower in the morning because of
severe depression, getting to a GP can be difficult.
So, it's not easy for everyone. I would emphasise, I
don't think it's these days much of a barrier at the GP
level. If someone requests a referral, in my experience
most general practitioners are very willing to do so.
Q.
Could you talk to the Commission about what the
current interaction is between the public and private
mental health system. What exists at the moment?
A.
Well, I've mentioned the potential for transfer to
public mental health for inpatient care if necessitated by
involuntary status. There is also a flow the other way, a
relatively small flow of patients, say, referred from the
emergency department, who in the emergency department it's
discovered they have private insurance, so their mental
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health admission could appropriately be done privately.
I think that there is also an interchange, as patients
stabilise in public community mental health, they may be
referred to a private psychiatrist for ongoing care.
I would make a general comment that I feel those
interactions are still relatively small in scale and there
is the potential, I think, for significantly greater
utilisation of the resources that lie in the private
psychiatric sector.
Q.
Just before I ask you to expand on that, when you say
if someone's got private health insurance and they can do a
private admission, does that mean that they would still be
admitted into the public hospital or they'd be physically
transferred to your facility?
A.
No, I was referring to being physically transferred to
our facility; obviously, only relevant if it's a voluntary
admission.
Q.
You said there's broader scope for more integration
and collaboration between the private sector and the public
sector. Do you have any ideas on how that could be done?
A.
Yes, I think it's important to acknowledge, we have a
resource of 700 private psychiatric beds approximately in
Victoria; that's a very large resource. It does have quite
high occupancy rates currently, but we've seen some
arrangements, most recently with Victorian drug and alcohol
services where, to ease some waiting list difficulties,
they've contracted with private providers like Albert Road
to admit a number of people for detoxification.
We've had some attempts some years ago in Victoria to
look at similar public/private arrangements for psychiatric
admission, but to the best of my knowledge none currently
exist.
I think there's also potential to look at better
arrangements around those emergency situations. Private
psychiatric hospitals are generally not perhaps as well
geared as they could be for emergency admissions,
particularly after-hour emergency admissions, and I wonder
with some planning there might be an opportunity to utilise
that resource better.
Finally, I think it's worth acknowledging that, in
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terms of consultant psychiatry resource, even though it's
heavily utilised, there is a lot of resource in the private
sector at a time when, I'm sure you've heard, psychiatrist
resource in the public sector is strained and often
difficult. I have often thought there might be the
opportunity for more arrangements to facilitate an
interchange between private psychiatric outpatient practice
and public mental health care. For private psychiatrists,
that would need to involve I think confidence that the
arrangements would be a truly shared care arrangement with
ease of transfer between private and public services.
Q.
You referred to the occupancy rates in private
facilities. Are you able to give an indication of what
those occupancy rates are, at least for the Albert Road
Clinic potentially more broadly?
A.
Probably only for the Albert Road. The occupancy rate
at Albert Road is approximately 90 per cent; it fluctuates
but approximately 90 per cent, but that implies there is
relatively some capacity there that could be utilised.
Q.
In terms of accessing psychiatrists, you referred in
your statement to the issue of retaining and recruiting
psychiatrists for rural areas. Could you talk to the
Commission about some of the issues that there are with
attracting and retaining psychiatrists in rural areas?
A.
I think there are a set of issues that are common to
attracting and retaining psychiatrists in rural areas,
private or public, and then some specific to either.
Some of those issues are common to other medical
specialities who suffer some of the same problems. They
are around professional isolation, difficulties accessing
continuing professional development, lack of peer
interaction opportunities, perhaps often feeling like the
only specialist in that area in the facility or in the
area. And, depending on the size of the area, some
concerns about the nature of psychiatric practice and
operating as perhaps a sole practitioner in a small
community where the chances of meeting people that you are
currently engaging in treatment are somewhat higher than
perhaps if you're operating in a large metropolitan area.
I think there are also issues that are perhaps a
little more specific to public psychiatrists in rural
areas, where we know that currently in Victoria a
considerable proportion of that workforce is
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overseas-trained. They are often seeking to obtain their
Australian and New Zealand Fellowship, but that can be very
difficult to get the requisite education, and the rural
mental health services vary in how supportive they are of
that pursuit. I think that's a very challenging situation
for someone who's been an established practitioner in their
own country.
It's not surprising that that results in often a
relatively high turnover of specialists in public rural
mental health services in Victoria, which tends to
accelerate the problem in a sense rather than establishing
a good core.
Q.
Are you aware of initiatives to try and recruit and
retain psychiatrists to rural areas?
A.
I think there have been some initiatives, so the
development of a position linked to the office of the Chief
Psychiatrist that focuses on training for overseas-trained
specialists in rural areas, and I think that's a good and
positive initiative.
I think that further initiatives are at the behest of
that specific service. So, there was some tremendous
initiatives under development in some areas of Victoria I
can think of that gave people both specific psychiatric
education and access to visiting academics and others who
do teaching, as well as cultural training.
I've often thought it's very challenging that we bring
people from overseas and perhaps send them to areas in
Victoria - I can say this coming from the country - that
culturally might be the most difficult for them to
immediately settle into.
Q.
You have identified in your statement that funding is
a significant challenge facing the mental health system.
Where do you think the funding should be invested?
A.
I would begin by saying, I think across the board
there is a lift in funding needed, including in inpatient
services, and there I would like it to particularly support
the development of a range of inpatient services.
In some areas, a decreasing number, if the only
resource available to adults for example is an acute,
rather closed ward, that can be a very intimidating
environment for people, perhaps particularly for their
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first time in hospital, and so, a range of step-up and
step-down environments should definitely be supported.
I think our community-based care has declined in the
last decade in both its sub-specialisation and its capacity
relative to population growth in particular. I think one
element of that that I mentioned specifically in my
evidence relates to capacity to provide home-based care to
individuals.
It is important to remember that one of the key design
elements of de-institutionalisation was the capacity to
provide home-based care based on research looking at
intensive outreach treatment, and in the early days of
de-institutionalisation that was a significant component of
our community-based care for people with mental health
problems. That has declined as a proportion significantly,
particularly over the last decade, in my view, and I think
that's very unfortunate. I think that's a wonderful way to
be able to treat many people.
Q.
Why do you say it's wonderful; what's the benefit of
that type of care?
A.
I think for some people, and some families, the
opportunity to have care at home is something they value
greatly. Many people feel much safer receiving care in
home, they feel they've got the support of their family
close by, and they feel I think a greater sense of control
over the situation, which I think is very important for all
of us at the end of the day. So, it needed to be judged
carefully who it was appropriate for and monitored closely
how it was going, but it was something that many people
clearly liked and appreciated greatly.
Q.
Did it have a positive impact on their treatment and
their outcomes?
A.
Well, the research that supported
de-institutionalisation demonstrated that for many people
assertive community-based care in their own home or
residence decreased subsequent admission and improved
outcomes, so that was a key plank of the
de-institutionalisation movement.
Q.
Was that research from the 90s?
A.
Yes, it is somewhat old now, but it is worth noting
it's repeated in many countries, and many of the original
research was in fact Australian, including work by John
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Holt in Sydney.
Q.
Are you aware if there's more current research?
A.
It's probably not my main area of current research
interest, so -Q.
You don't have to answer that. You talked about the
environment in which care is provided, and you referred to
the need for different forms of environments to treat
different types of conditions. You also referred to
various international models, in particular the Copenhagen
Mood Disorder Clinic. Could you tell us what the
Copenhagen Mood Disorder Clinic is and how it provides
treatment?
A.
So, that model was designed in response to some
similar problems, where it was perceived that within the
public mental health system, which is very strong in
Denmark, skills and expertise around mood disorders and
their management had declined within the system.
So, it's a multidisciplinary clinic, staffed by
psychiatrists, psychologists, social workers and nurses,
that patients are referred to specifically with severe mood
disorders, it is targeted at the severe mood disorder
group. Referral is encouraged early in the course of
illness. It provides a strong secondary consultation
service, as well as ongoing periods of care for a
relatively small number of people. Clearly, there needs to
be some definition about what percentage of people with
mood disorders at clinics such as that you could treat in
an ongoing way.
Those treatments offered there would include
pharmacotherapy, psychotherapy, much as I outlined are
offered at Albert Road Clinic. It operates on a
regionalised basis and there's significant evidence that's
demonstrated it's improved outcomes for patients with mood
disorders compared to treatment as unusual in a
neighbouring region of Denmark and done so in a
cost-effective manner.
Q.
And so, is it your view that the whole model could be
considered for the Victorian framework or are there parts
of it that you would recommend?
A.
Look, I think clearly any introduction of such a model
would need to involve a negotiation about how does that fit
within the current Victorian sphere, including within the
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current regionalisation of services in Victoria.
I would see, if it came to Victoria, another important
role that - although less well written - the Copenhagen
clinic has is around education for mental health services
around the management of mood disorders. If you establish
a specialist group, why not also utilise them to upskill
all of the workforce?
Q.
Professor Hopwood, is there anything that we haven't
covered in my questions to you that you would like to raise
with the Commission?
A.
No, not particularly, thank you.
MS BATTEN:
Chair, they are the questions, do the
Commissioners have any questions?
COMMISSIONER McSHERRY:
Q.
Thanks very much for your
statement. Just a couple of quick questions really. We've
been hearing a lot about the public system, particularly
for women: fears of sexual safety, violations and so on.
You've mentioned in your statement you don't use seclusion,
you don't use physical restraints. Are there separate
places for women within the Albert Road Clinic?
A.
Not formally, no. Perhaps to describe a little bit
about the unit I run. First of all, everyone has a single
room and their own bathroom. All rooms are lockable.
Q.
That was going to be the next question.
A.
We do have, and it's an interesting concept, we do
have a high dependency area. Now, it's an interesting
notion, people voluntarily agreeing to be in a closed area,
but people do so. That enables us to manage sometimes
situations that would create risk and fear.
I mentioned that many of the patients we have within
our service, and indeed I'm sure in public mental health
services too, have a history of violence and sexual abuse,
either as a child or as an adult or, sadly, both; so it's
also about a culture within the staff of awareness of risk
and awareness of sensitivity of particular people to that
risk and managing that carefully. I think those elements
of culture are just as important as the literal structural
arrangement of the ward.
Q.
The other question, just following up, you said it's
usually on average once a month a patient might have to be
.10/07/2019 (7)
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transferred to the compulsory system. You mentioned that
sometimes that might occur because of a lack of capacity to
make an informed decision. I just wanted to query that,
because that's not a criterion in the Mental Health Act.
Is it more because of a risk to health or safety that the
person actually becomes transferred?
A.
Usually fundamentally, without risk, it wouldn't
occur. Where it occurs, the clinical issue is usually
about a person's illness is such that they are no longer
able to make good decisions about how their illness and
that risk should be managed.
I would add, just as a statement to that: it is
interesting that most patients who experience care in the
private system do wish to continue to do so and they and
their families are often very keen that they remain with
us, which often creates a tension that we need to manage
very carefully.
COMMISSIONER McSHERRY:

Thank you.

CHAIR:
Q.
Professor, I'd like to ask two more follow-up
issues. One was that, when you described the services that
you provide at Albert Road Clinic, you mentioned that you
have day programs. Could you please explain to us what
they are and what your consumer feedback is about their
relevance to their care and treatment?
A.
So day programs, which are things people can either
attend before admission, after admission or independent of
admission, are therapeutic programs where the person would
attend usually once a week, approximately four to six hours
they would be attending at the hospital. They would be
predominantly psychotherapeutically-based, so people would
attend a number of groups during that time, and they would
usually also have an individual session as part of that
time.
We run a range of programs targeting the common issues
that we confront clinically: a dialectical behaviour
therapy program to assist people with borderline
personality disorder, addictions program, an adolescent
program, old age program, managing mood. We also have
recently instituted, I think very importantly, a physical
wellbeing program, noting the very important data about
physical ill-health in people with serious mental illness.
We also run a series of anxiety disorder programs
.10/07/2019 (7)
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specific to the relative anxiety disorders that have a
cognitive behavioural basis. For most people attending the
day program, effectively everyone, they'll also be
attending a psychiatrist who is likely to be attending to
the biological management, if I can put it that way.
Q.
Typically, does that mean, whilst the people are
participating in the day program, they're also
simultaneously also maybe seeing their psychiatrist at
various times?
A.
Yes, yes. We try generally to organise it on the same
day to assist people: sometimes that works, sometimes it
doesn't.
Q.
Is the participation rate in those day programs high?
A.
Yes, it is. The participation is dependent on
referral from a psychiatrist. Perhaps the most relevant
parameter is, what is the persistence rate? Do people stay
for the duration of program? And those rates are high,
generally over 75 per cent would complete a full treatment
program, and their satisfaction is good. It is quite
obviously never going to be perfect but is generally very
good.
I think that reflects the challenges perhaps accessing
organised therapeutic programs like that on a broader
community basis: they're not widely available.
CHAIR:

Thank you.

MS BATTEN:
excused?

May Professor Hopwood please be

CHAIR:
Yes, thank you very much for your evidence today,
Professor.
<THE WITNESS WITHDREW
MS BATTEN: Thank you, Chair.
a morning break?
CHAIR:

Is now a convenient time for

Yes, thank you, we're adjourned.

SHORT ADJOURNMENT
MS COGHLAN:
The next witness to be called is Georgia
Harraway-Jones, and I call her now.
.10/07/2019 (7)
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<GEORGIA KATE HARRAWAY-JONES, affirmed and examined:
[12.00pm]
MS COGHLAN:
Q.
Thank you, Georgia, I'll ask you to sit
closer to the microphone so that we can hear you clearly.
You provided a statement with the assistance of the lawyers
for the Commission?
A.
Yes.
Q.
I tender that statement.
currently 20 years of age?
A.
Yes.

[WIT.0001.0014.0001] You're

Q.
Just over two years ago, you began to suffer from a
debilitating eating disorder?
A.
Yeah, that's right.
Q.
A.

You were living at that time in regional Victoria?
Yes, in Ballarat.

Q.
Can I just ask you then about really your early
teenage years around 13 and 14 and what was going on really
with your thought patterns at that time?
A.
Yeah. At the age of 13 or 14 I started to develop,
like, depressive and eating disorder thoughts. I wasn't
necessarily acting out on behaviours or whatnot, but I
definitely had the thoughts. I did try and seek help, but
I was told that there was nothing wrong and I was fine
and -Q.
What was the avenue that you sought help from at that
time?
A.
Through the counsellors at the school I was at.
Q.
And nothing was forthcoming?
A.
No, nothing was forthcoming. After that I was kind of
too scared to reach out for anything for quite a number
of years, I didn't believe that I was sick or that this was
abnormal.
Q.
By the time you turned 18 and you finished high
school, what was happening with your friendships?
A.
Yeah, as everyone knows, once you finish high school
it's a time of huge change, people are moving off and
starting the next chapter of their lives. A lot of my
friends moved up to Melbourne to study, I started working
.10/07/2019 (7)
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full-time at a local high school doing education support.
Q.
You've just been talking about working at the local
high school, and this time in your life after you finished
school yourself. So, what then changed for you in terms of
your behaviours?
A.
I guess thoughts started getting stronger and stronger
and then I guess I had this immense feeling of isolation
and whatnot and I guess the eating disorder behaviour
became a maladaptive coping mechanism for those thoughts
that I was having at the time, yeah.
Q.
Was that feeling of isolation because of the friends
moving away?
A.
All sorts of things. At the time, you know, like,
depressive thoughts were getting quite strong as well as
the anxiety, and so I utilised my eating disorder
behaviours as a way to manage and cope with, you know, what
was going on, yeah.
Q.
Can I take you to March 2017, what had developed by
that time?
A.
I started using a lot of behaviours and I lost a bit
of weight, and like particularly family and those that were
close to me were starting to notice that things weren't
right.
Q.
You ended up seeing a GP in July 2017. What drove you
to do that at that time?
A.
I honestly didn't think that I was sick, but my mum
was on my back a lot, really wanting me to go get help and
whatnot. So, I went to the doctors to assuage her worries,
you know, I was convinced I would walk out and there would
be nothing wrong, but I walked out of that doctor's
appointment with a diagnosis of depression, anxiety and an
eating disorder, along with a referral to a psychologist.
Q.
A.

And so, you're 18 years old at that time?
Yep.

Q.
Can I ask you then, from then, really about the
difficulty you had in accessing services to start with
that. You've talked about the referral that you got from
your GP for a psychologist. What happened with that?
A.
Well, initially I was referred to one psychologist who
had a wait time of over 12 weeks. So, I went back to
another doctor to get a different referral, because I
.10/07/2019 (7)
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didn't really want to wait, I can't remember, it was a
couple of months, and it was recommended to me by their
clinic to find someone else. So, I found someone else and
I went to them, but again I had about a wait time of about
8-10 weeks. I was referred mid-July and I didn't see them
till late September.
Q.
A.

You were able to get 10 sessions?
Yes, that's right.

Q.
A.

You were later on referred to a dietician as well?
Yes.

Q.
What were the wait times like there?
A.
With the dietician it was even worse. So, I was
referred to a dietician through the public hospital so I
wouldn't have to pay. I was referred in September, I
think, of 2017, early on in September, and I didn't see
someone until around 13 December or something like that, so
roughly mid-December, so quite a long wait.
Initially I was referred to someone through
, and again, I had to wait for them for
quite a while, but on my first appointment I was told they
can't do anything for me, so I waited practically
two months for nothing, which was quite difficult.
Q.
You also had to wait for an appointment with a
psychiatrist?
A.
Yes. So again, I was referred September 2017 and I
didn't see them till early January 2018.
Q.
Can you just describe what it was like for you during
those wait periods?
A.
It was really isolating, and I guess I was stuck in
this limbo between where I was too sick for places such as
Headspace, they weren't equipped to deal with my mental
illness, but I wasn't sick enough for the hospital and I
was stuck in this period between supports. In that time I
feel that my eating disorder really tightened its grip
around my throat. I lost a lot of weight to the point
where I was threatened with involuntary admission. Yeah,
it's very isolating when you're - like, it's really
difficult when you're waiting - or having all those waiting
times and having that difficulty accessing help, and also,
like, I guess with eating disorders it's hard to actually
want that treatment too, so it kind of has to come from
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within, you know, to wait out those wait times and keep
yourself as well as you possibly can during those times,
but that's difficult, really difficult.
Q.
And so, in July-August 2018, you ended up in a private
clinic?
A.
Yeah, that's right. So, probably in, like, May-June I
had a bit of a relapse of my eating disorder, like heading
into then, and then May/June it's when it got more severe.
So, at that time my psychiatrist wanted me to go into
hospital, an inpatient admission. We looked into the
public health system. I would have had to have waited
about three months to get into a bed at one of the public
hospitals here in Melbourne.
At that time I was quite suicidal, I had a plan and
all that, and like, I really wasn't eating and I don't
think I would have made those three months if I had have
waited; I honestly don't think I'd be here, so I'm very
thankful for my mum and dad and their private health
insurance, because I was able to go into the Geelong clinic
where I stayed as a 40-day inpatient.
Q.
You talked earlier about the fact that you were living
in Ballarat at the time.
A.
Yeah.
Q.
So what was available to you in terms of public
hospital was only in Melbourne?
A.
Yeah, so there's nothing in regional Victoria, nothing
in Ballarat anyway to do with eating disorders, nothing
very specific, and that's one of the difficulties I faced,
you know: there needs to be more specific support, but
no-one apart from my dietician or my treatment team had a
lot of experience of dealing with people with disordered
eating problems.
If I was referred to the hospital back in Ballarat it
would have just been into a general mental health wing of
the local public hospital, so not necessarily targeted
towards dealing with someone with an eating disorder.
Q.
You found that the private clinic you attended had a
good understanding of eating disorders?
A.
Yeah, so they had an eating disorder wing as part of
the Geelong clinic, and the staff there were so
understanding of me having an eating disorder. I found it
.10/07/2019 (7)
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- you know, I felt understood and I know they really helped
me unpack why I used certain behaviours, and helped me
explore different avenues for coping when, you know, the
alternative for me would have been using the behaviours.
Yeah, I felt really understood and was well supported
there.
Q.
What about feeling isolated given that it's in Geelong
rather than your hometown?
A.
Yeah, and that was one of the difficult things. For
the whole 40 days I think I had people come up and visit
twice, maybe three times. I was away from all my friends,
all my family, everyone in my treatment team. Yeah, so it
was quite isolating being away from everyone when you're
kind of going through a really difficult time, yeah.
Q.
And so, how were things at the end of that 40 day
inpatient stay once you returned home?
A.
I found it really disjointed. Going from care that
was, I don't, I guess continuous and whatnot, it made it
difficult going back to Ballarat and I was having to make
appointments to see a psychiatrist, psychologist,
dietician, and everyone else; and then there was waiting
times for those people again too, so I was having to wait a
couple of weeks before I could actually get in to see the
people I was seeing prior to the admission.
Q.
Can you talk about the impact that your eating
disorder had on your life and the life of others?
A.
Yeah, it really devastated my life, I guess. Yeah, I
felt isolated. Like, as I've mentioned in my witness
statement, when I lost weight, when I was sick with my
eating disorder, I didn't lose just weight, I lost
friendships, I lost employment. I had to drop out of my
university course because the stress was too much, and it
was hard managing that with a severe eating disorder.
Yeah, I lost independence. I genuinely - yeah, I was
struggling. And like, it impacted my family too, seeing
the stress it had on my younger brother really broke my
heart, and there'd be times where I'd be talking about it
in front of him to mum and dad and he'd just leave the room
all of a sudden, and I know how much it upset him and hurt
him, and at the time he was still in high school when I was
working and he'd have people from the school I was working
at asking questions about me and what's wrong, and all
this, so it was really difficult for him.
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But also for my mum and dad too. Like, my mum was my
primary carer at home: the amount of stress it took on her,
she was having to take time off work because she wasn't
sleeping, she was too anxious about me and whatnot, which
is why I think there definitely needs to be some kind of
outreach to carers, because they suffer too when there's
someone suffering with an eating disorder.
Even my dad found it quite difficult to even know what
to do with me, and so that impacted our relationship too,
it became quite distant.
Q.
There was also a financial impact for your family?
A.
Definitely, yes. So, thankfully my parents have
private health insurance, otherwise I wouldn't have been
able to go into that clinic, but out-of-pocket expenses,
medications, can add up when you're on a few. Doctors'
appointments, I'm lucky enough that I'm bulk billed, but my
psychiatrist in Ballarat isn't bulk billing and I was
having to pay, I think it was $150 per session and when I
was at my sickest I was having to see them practically
weekly.
When I ran out of Medicare funded sessions for my
psychologist we went to Chronic Health Conditions, so I was
able to get five but at a cheaper rate, but still having to
pay a bit of out-of-pocket there, it just adds up. Even
now that I'm living out of home it's quite difficult.
I've been referred to a psychiatrist here in Melbourne
who has experience with eating disorders, and yeah, he's
quite expensive, and I've also got to include the travel
times and the time I've had to take off work to go see him
and all that, it definitely adds up. It's quite stressful.
Q.
Can I ask you about some specific changes that you see
could be made, and you've touched on one in the evidence
that you've already given, really about access in regional
areas and the experience you've had?
A.
Definitely. Access needs to be improved. There's not
a lot in regional and rural areas, and I was talking to one
of my close friends who's recently moved to East Gippsland
area. She's moved over six months ago but in that time
she's been trying to contact psychologists within a
30-minute radius of where she is. No-one is available,
they all say they can't take care of her or they're fully
.10/07/2019 (7)
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booked and they'll have to wait another six months before
they're taking on new patients.
And like for myself having to travel down to Melbourne
or to Geelong to receive specific support, it's not
practical, especially as I'm working full-time at the
moment, I'm having to take time off work. I think of the
travel times for me from Ballarat, it's only about an hour
and a half from where I live, but think of the people that
live out in Beaufort and further out, the travel times, it
definitely blocks access, which I think is quite
unfortunate, yeah.
Q.
What about a more holistic approach to services, you
would consider that to be helpful?
A.
Definitely. At the moment our mental health system's
quite crisis-based. So, as I was saying earlier on, there
was that period of time where I wasn't sick enough for the
hospitals and stuff back in Ballarat. So I think treatment
to mental health should be more encompassing of the
person's life, so not just targeting mental health,
targeting physical health and social wellbeing and all that
kind of stuff, but it also should be something that's
targeted even through, like, the curriculum.
I personally think that young people need to have the
skills and the capability to recognise signs of mental
illness within themselves and others and have the skills to
reach out for support when they need it, so that being part
of our national curriculum could be of benefit I guess, and
building resilience and actually assisting young people to
actually receive help earlier. Because I think, the
earlier you receive help the earlier and the easier it is
going to be to recover.
I think that counsellors should be in all schools. As
someone working in a primary school, I'm an education
support officer with a wellbeing role, I find I'm often
acting as a counsellor for students in this school. We
don't have a school counsellor and I'm not qualified to do
that, but what I'm faced with, you know, not helping
someone or doing it, I'll do it, but again, that's not my
role. I think young kids need to have that support where
they're going to be ably assisted from someone.
Headspace services, I think the Headspace services are
really great, however I think that there needs to be
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something for those younger than 12, because mental health
issues don't just start when you turn 12 or when you're
older. I think Headspace is great in terms of targeting
mental health for people aged 12-25 but there's a whole gap
there. Again, working in a primary school, I'm not sure if
referral pathways - I think services such as Headspace
would be great for younger people.
I also think potentially grouping Headspace services
to deal with people who are more acute, I guess. Because
yeah, in my own experience that whole however many weeks,
10 weeks or so without support, I really struggled and I
probably could have done with support during that time,
yeah.
MS COGHLAN:
Thank you, Georgia.
questions from the Commissioners?

CHAIR:
Q.
I just want to go to, one of the points you
made, thank you very much, in your submission, Georgia,
where you talk about there needing to be more specific
eating disorder supports, and when you talked about the
availability, had you thought about the role of
telemedicine and whether that would be appropriate in
something like an eating disorder, whether someone like you
might have found that helpful?
A.
Sorry, what was that?
Q.
So telemedicine, so either Skype or some other way of
engaging online?
A.
During my illness I did contact Butterfly Foundation
and Eating Disorders Victoria, both of which are brilliant
organisations and do a lot to help people like myself, but
I think seeing someone also in the flesh and actually being
able to, you know - yeah, it feels different online or over
the phone than what it is to sit face-to-face with someone
and I think you feel more supported, it's more personal.
CHAIR:

Thank you very much.

MS COGHLAN:

May Georgia be excused please?

CHAIR:
Yes, thank you very much for your evidence,
Georgia.
<THE WITNESS WITHDREW
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MS BATTEN: Thank you, Commissioners. The next witness is
Ms Elizabeth Crowther. I call Ms Crowther.
<ELIZABETH CROWTHER, affirmed and examined:

[12.19pm]

MS BATTEN:
Q.
Thank you, Ms Crowther. Have you, with
the assistance of the Royal Commission's legal team,
prepared a witness statement for the Commission?
A.
Yes, I have.
Q.
I tender that statement. [WIT.0001.0027.0001] Could
you please start by describing for us your current role and
responsibilities?
A.
Sure. My role is Chief Executive of Wellways
Australia.
Q.
What do you have to do in that role?
A.
Look after the health and the wellbeing of the
organisation, the people who we serve, and our staff and
the communities in which we work. We serve 12,000 people
a year and we have nearly 2,000 staff with whom to do that.
Q.
Could you give us a little bit more detail about what
Wellways is and what kinds of services you provide, please?
A.
We work with people principally 16 years and over,
with the exception in North Queensland where we work with
young children in out-of-home care. We work with people,
our primary work is with people who have severe and
enduring mental health issues, and we work with people who
have intellectual disabilities and physical illnesses.
Our services are mainly in the community, in the home.
We offer some services in collaboration with hospitals such
as prevention and recovery units and some other youth
residential services, but mainly our services are in
people's homes where we aim to create connections for
people so that they can live independently, where we can
help people attain and gain hope, where we can help people
attain an identity other than an illness identity, and
where we assist people establish meaning and empowerment in
their lives. So, they're the principles underlying all of
our services, whether they're in the home or whether
they're in a residential setting.
Q.
You clarified in your statement that you're not a case
management service, that's not your role.
A.
No.
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Q.
Your role is more to empower people for them to do it
themselves; is that right?
A.
Yeah, we sort of think about our role as doing
everything that we can to make sure people live a life
that's satisfying in the community, and that we try to work
with people to manage the risks that will pull them out of
living in the community.
Q.
One of the programs that you've described in your
statement is the Doorway Program; could you describe in
detail what that program is, please?
A.
Sure. It's a housing program. We began looking at
this about 10 years ago. Like today, and probably today is
even worse, people were waiting between seven and 10 years
to get a house.
So, we went to the literature and did the grand,
"What's happening around the world?", and we found a
program in New York called Housing First and we worked to
bring that program to Australia. Basically, it's using the
rental market to provide housing to people so that they can
actually get into housing in a timely manner.
Our average at the moment is it takes people, once
registering with the program, about 90 days to get from
original request to being located in a home. We work with
designated health services such as St Vincent's and Alfred
and other hospitals to do this.
The person who's coming into the program is at risk of
homelessness or is frankly homeless, couch-surfing or
something like that. That person agrees to pay 30 per cent
of their pension, they agree to pay the Commonwealth rental
assistance, and we put in a small grant for white goods and
for bedding and such things.
What works with it in those four principles that I
talked about in the beginning is, it gives people choice.
People can decide where they want to live, they are not
linked in to being given a house, so they actually choose
where they want to live.
The program lasts for about 12-18 months. The grant
runs out at about the 12-month point and there's an
opportunity then to be testing whether or not people can
continue to pay their rental or whether or not they need
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some other modifications.
It builds relationships with real estate agents. When
we first began this program we thought, oh my God, real
estate agents, are they really going to be up for this?
And, to our absolute delight, and our belief, they were,
and real estate agents in fact contact us when they have a
vacancy in the area in which we work and say, "We've got a
place coming up, would you like to offer somebody up?" So
we do all of the work up with somebody to do that, and
basically it gives people ownership of it.
In the St V's area the rentals, as you would imagine,
are very, very high and the subsidy is about $100 a week.
In Gippsland much less, and so, some of the strategies that
we've been developing in the city areas is that people are
given the choice of bringing somebody else into that home
with them. Sometimes it's a family member, sometimes they
go on to flatmates.com or one of those other places and
they interview somebody to come in. So, it meets their
agenda of somebody being in control of their environment.
Our outcomes are great. We have very, very little
damage to properties and, as I said, real estate agents are
very supportive of the program and there are great outcomes
for the people who use it.
Q.
Thank you. You mentioned briefly who receives
Wellways services. Could you just elaborate on that and
who are your priority target groups?
A.
Well, our base, the group that we grew up with, were
people who had severe and enduring mental illnesses.
Today, as a consequence of NDIS, we learnt that we're very,
very effective in working with people who have an
intellectual disability and multiple needs.
In our Doorway Program at least 50 per cent of the
people in the program have got alcohol and other drug
issues, they've got multiple diagnostic categories and have
really got challenges in their lives. Our feature programs
tend to be adults and young people between the ages of
16-24.
Q.
But it's correct, isn't it, that anyone with a mental
illness can come to Wellways?
A.
Yes, yes.
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Q.
And you support people with all types of acute mental
illness?
A.
Yes.
Q.
How are clients introduced to Wellways? How do they
get to you?
A.
Because we've focused on people who have got
significant illnesses, often through hospital referrals,
through clinic referrals, through families, through
themselves, through community health: you name it, people
come to us.
If there's a specific program, it may be through
primary health networks, or it may be in some programs not here, but certainly in ACT through the forensic system,
so people get to us in a range of ways.
Q.
Could you explain to us what Wellways' model is for
community inclusion, please?
A.
We believe that people are not their illness, people
have more to them than their illness, and so, we believe
that the solutions for people are in the community.
We believe that supporting people where they live is
going to get better community tenure than creating
mini-institutions in the community. We think that the
community should be resourced rather than having the
paucity of support that are there.
We've just interviewed 100 people in the last month
and they tell us that there is so little between themselves
in the community or the GP and acute end of the need - of
hospital, and so, our belief is that the solutions are in
the community; that the community needs to be enabled to
exercise opportunities, such as the real estate agents that
I've talked about before. And, just don't build things,
build processes within the communities.
There needs to be a process where some of this is all
joined up. At the moment it's all, there's a bit here,
there's a bit there, there's a bit somewhere else funded by
some group or other and it creates enormous fragmentation
that the community says, oh, it's all too difficult, and go
to the hospital.
And so, our view is that creating community
connections, supporting people in the community, supporting
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people in their interest groups and connecting people has a
major impact on health.
Q.
You also stated that community mental health services
provide early intervention when people become unwell. Can
you talk about how Wellways does that?
A.
Yeah, I'll just give you one example. Out Together is
a program that we run in Geelong and it's a program
specifically designed for LGBTI participants. It's
creating an opportunity where people with those interests
can come together and design activities that have meaning
for them and creating networks and creating opportunities
to discuss the issues that they have, to share what
solutions have worked for each other, and to look at things
early on rather than things getting too unwell.
It also allows peers to say, I don't think you're
travelling so well, have you got a GP, have you got a
psychiatrist, maybe you need to go see them; so it offers
very much those peer interventions.
Q.
A.

And that's a program for the LGBTIQ community?
Yes.

Q.
You've also mentioned that there are community-based
collaborative care models; can you explain what those kind
of models involve?
Q.
Well, they're in my mind, I don't know that they're
designed yet. Our issue is that programs are funded in
streams. The government identifies what it wants to fund
and different parts of government fund that bit. They're
very clear what's in and what's out. Unfortunately,
there's a person at the end of that and, if you just miss
out, well, you miss out altogether.
So, the ideas that we have - there was a program
called personal - PIR and I can't think of the name of it PIR.
COMMISSIONER FELS:

Partners in Recovery.

THE WITNESS:
Partners in Recovery, thank you very much,
whereby it was specifically designed to help people who had
significant difficulties in joining the dots in their
treatment to bring together the needs that they have, so
bring together the needs and the interventions that they
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required.
And so, what we see is a program that has an IT into
it. When I was in the UK, in Scotland, we saw these booths
on the street that people could link into: they were at
universities, they were at train stations, they were at all
sorts of places that talked about the services that were in
those areas. We don't have anything that people can link
into here.
There was also processes where there was a connector
that would go into - that was in the community, that was
known of the community, and they became known through
Rotary clubs, or they became known through school groups or
whatever, that could make a relationship with a person and
intentionally build on those connections.
Now, it might be as simple as looking at developing
the connections and preventing the isolation, or it might
be as significant as holding a postgraduate degree and
working to connect that person with the services that they
need and using psychological mechanisms.
So, we've just got to get better at linking services
and we're not: you've got this, you've got that, and there
are awful gaps between what's available.
Q.
In terms of the gaps, can you talk to us about the
scale of unmet need in Victoria for psychosocial services?
A.
I reckon I'm about the 56,000th person that's tried to
do that. I don't know, around about 140,000 in this state
and, you know, my contention is that, first of all when the
de-institutionalisation occurred it addressed the people
that were in care; it didn't address the emerging need, and
so, what the actual need is, is very unclear. So, I'm with
many, and using the numbers that are out there, but there
is huge need and it gets bigger when you don't address it.
Q.
I want to return to something you said about the
lenses. You said in your statement:
"The current model presumes that the only
determinant of mental illness is health.
Mental illness is a consequence of related
factors including early childhood trauma
and social factors like housing, isolation,
employment and community. It follows that
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a good system design should address these
factors."
Can you elaborate on how you think that should happen?
A.
Yes. You know, the irony of all of this is that
people with severe and enduring mental illnesses lose
capacity to make connection, and that they're expected to
visit a health practitioner, go out of that office and then
make the connections that they need. Well, in fact, part
of the problem that they have is that they've lost that
capacity. So that, there needs to be a process and
staffing that will help to join those services together, or
navigators, if you like.
And, if you build connection - again, I say - and if
you build hope within somebody, they are more likely to
make that first step. People aren't going to make multiple
jumping leaps, but one step at a time and experience
success with that is really important. If you don't have a
job you can't pay for your housing. If you don't have a
job, you've got nothing to do during the day, so you can go
score some alcohol or some marijuana or whatever it is.
You spend your day in bed if you don't have a job.
You're not going to go when your teeth are rotting to the
dentist, you're not going to go when your toes are not
working properly because you've been sleeping rough. So,
you're not going to go and access the very services they're all available, but you haven't got the capacity nor
the interest in doing it.
And, NDIS has made it doubly worse. Can you have a
double worse? Well, it's a double worse.
Q.
I'll ask you some questions about NDIS, let's turn to
that now. In your experience what's that meant for access,
what has NDIS meant for access to psychosocial support
programs?
A.
I absolutely support NDIS, I think it's a fabulous
program, but it has been, I think, in its introduction
misunderstood. State Government here defunded
psychosocial, for the most part, not all of it, but
defunded psychosocial rehabilitation programs when NDIS was
brought in and put that money into NDIS.
So that, people were offered NDIS services. Many
people don't get it. Others don't get the psychosocial
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rehabilitation, what they get is a different product. What
they get is a service that supports people's needs and
disabilities.
So, they have somebody to help wash them, they have
somebody that does travel training, they have somebody that
does very, very defined tasks, but where the person is in
all of that is not visible.
What psychosocial rehabilitation did was work with
psychological phenomenon to build those activities that
I've just talked about. What NDIS does is supports people
getting from A to B.
Q.
How has the introduction of NDIS affected Wellways?
A.
Totally. We were an organisation, as I said, that
employed degree-qualified staff. Big deal. But what did
they do? They worked with psychological factors and
motivators and helped people build their capacities.
What NDIS meant was that, formerly we were paying
staff around about $70 an hour. NDIS were paying $27 an
hour. So, the staff and the activities that they performed
were very different. Are those staff terrific? Yeah, they
are. Have we built our business? Yes, we have.
50 per cent of our business is NDIS today, and some people
are doing really, really well, others are not.
We made a lot of our staff redundant and we employed a
new group of staff at Certificate III. 65 per cent actually not 65, 63 per cent of our staff are casual, and
we had to move from a bulk-funded or grant-funded system to
a commercial system where we would book an hour for a
person, we would charge them, they would sign it off and
then we would send off the bill. So, there was no working
up of what that person needs. The decision of offer came
off the menu that NDIS had decided was the issue for that
person.
Q.
A.

Can I ask you some questions about PARCs?
Yeah.

Q.
What, in brief compass, is a PARC?
A.
Well, they're called Prevention and Recovery Care
Centres, they're not these glorious green things, but they
were designed to be small home-like units as an alternative
to hospitalisation. So that, when a person was becoming
.10/07/2019 (7)
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unwell, instead of going into a formal hospital ward which
is difficult to access, they were able to go to these
units.
Generally about 10 beds, very home-scale and focused
not on illness but focused on, what is it that you need to
be able to achieve that's going to keep you well in the
community?
Q.
What's Wellways' role in the PARCs?
A.
We principally focus on the rehabilitation activity,
so that, what's going to keep you well, what do you need,
what's your budgeting, are you looking at jobs, how are
your families going, and we focus on accommodation, keeping
that, so it's the housing and the rehabilitation elements.
Q.
A.

Wellways is involved in six PARCs?
In Victoria six, yes, we have others in other states.

Q.
Of the six PARCs in Victoria that Wellways is involved
in, are they operating as intended?
A.
Yeah, there's some pressures. To have a PARC that is
person-centred, home-scaled, home-like, it has some
characteristics. Over time those characteristics have
changed ever so slightly because they're managed by
hospitals. Hospitals have got an absolute accountability
for making places safe, fire proof and appropriate to the
health and safety standards of the hospital. That is at
times at odds with what a home-like environment is.
Secondly, hospitals are under terrible pressure, and
we will often get telephone calls on Friday night or Friday
afternoon saying, "We've got people who are in hospital who
need come to the PARC."
Now, Friday afternoon has a meaning for people working
in health.
Q.
What's the meaning?
A.
The meaning is that there's going to be not as many
staff at the weekend within the hospitals or the rest of
the services, and that we need to have beds in the hospital
to be available for people who need to come into hospital.
So, people will, without much planning, there will be a
request to come into a PARC on a Friday afternoon without
the appropriate supports that people need to establish
themselves.
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Q.
Can I turn to the issue of reform.
you've said:

"In my opinion part of the difficulty is
that systems are designed to look at
streams, housing, employment, health and
this is underpinned by straight political
tensions about each department coming in on
budget."
Can you explain how that creates a problem for an
effective mental health system?
A.
Let me give you one example - I can give you
a million, but the one example that I'll give you is the
Doorway Program. We found this program that was operating
internationally and we wanted to bring it here. So, we
went to Health and we said, "Hey look, we can bring this
program to you and it's going to save you money and it's
going to be effective." "No, no, go away, that's Housing."
So, we went to housing, and housing said to us, "No, no,
no, no, no, go away, go to mental health." And that is
exactly the same story over, and over, and over again.
When the budgets are looked at, they're in streams, so
what is the funding outcome for health, for mental health?
What happens in forensics? Is that the same? If people
end up in forensic care, is that a cost for health, or
mental health, or is that a cost to forensics? If the
PHN - sorry, the Primary Health Network is funding
something, is that a cost to the PHN or is that a cost to
general health?
So the funding comes down, as it should do in terms of
accountabilities, in streams, but then as I said earlier,
those streams are created into tenders, and those tenders
are managed according to the outcomes within those tenders.
And, within all of that, the person that I said who's
living homeless who's got sore feet or feet that are really
not working, that has got poor teeth, and the other issues
and not attending the service is lost because each of these
services are focused on a different part of the system, not
the person.
Q.
I want to ask you a question about the tendering. In
your statement in relation to a question from us as to how
the system could be improved in terms of strengthening the
.10/07/2019 (7)
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NGO sector, you've said:
"One of the major issues is the
decentralised tendering processes which
have the effect of splitting the community
creating more space between one service and
another."
Can you elaborate on what you mean by that and what
problems that creates?
A.
Yeah. I mean, it's just that conversation again: the
tenders have sharp edges and the people that put out the
tenders are very clear what KPIs they want. And so, for
example, if you believe that somebody has - not if you
believe - if a person's needs extend past that tender, it
has to be handed on to somebody else to deal with it. If
there is nobody else to hand it on, you either do it and
fund it yourself or it doesn't get handled.
What I've suggested is that all tenders should have a
proportion of their funding allocated specifically for
linking to other tenders. Now, I don't quite know how you
do that, because I'm not a tender formulator, but there
needs to be a part of it that forces linkages between each
of the tenders, otherwise you're just going to have these
separate streams, like different roads, going to different
places.
Q.
Finally, in terms of how the Royal Commission can make
more than an incremental change you have said:
"The Royal Commission needs to be bold."
Can you explain how the Royal Commission needs to be
bold; in what ways do you mean it needs to be bold?
A.
And courageous. Because we have focused on the
availability or the limited availability at the acute end,
that's where the money has gone. If you keep on funding
only the acute end, you're going to end up in exactly the
same space. That's why I say that people are more than
their illness. They are people who have families, if
they're still intact. They're people who need jobs.
They're people who have a whole range of other interests
and capacities and, if we only keep on focusing on hubs and
hospital admissions, and other ends, CATT Teams and other
parts of the system, we're going to create exactly the
same.
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Goodness sake, am I saying that we don't need those
things? No, I'm not, but what I am saying is, fund the
community activities, fund the linkage, and then you won't
have everybody driving to the ED. Because, when you're in
strife, the only thing you're going to look at is the thing
you know. If you haven't had any opportunities to see, oh
well, there are these other things in the community: that's
why I say, get with the modern world, get into IT, get
interconnectedness.
Does it cost? Yeah, it does. But I tell you what, it
costs more doing what we're doing, but we just don't count
it. Because, as I said, it goes into forensics, it goes
into housing, it goes into all sorts of other departments
and not into where the person needs it.
MS BATTEN: Thank you, Ms Crowther. Chair, are there any
questions from the Commissioners for Ms Crowther?
COMMISSIONER FELS:
Q.
I had one question. You talked
about homelessness, and there's a little bit of a tendency
even recently in the media to talk about the Australian
Bureau of Statistics definition of homelessness and the
110,000 or whatever, and then to break that down into the
roofless and then couch-surfers and others. What is your
perspective on the accommodation problems? Do they go
beyond that statistical category into people who aren't
technically homeless but have fairly bad accommodation in
boarding houses and so on? Is the problem wider than the
statistical homeless population?
A.
I absolutely believe it is. You know, I have a person
in my mind when I talk about this, and she's a woman of
about 55, and she had never had a home of her own. Now,
was she street homeless? No, she wasn't. But did she move
around and couch-surf, and did she live in really tenuous
places with inappropriate cooking arrangements? Yes, she
did. Would she have been classified as street homeless?
No, she wouldn't, but she was in that broader group of
people, and at 55 she had never had a place that she could
call her own home where she could exercise power over who
entered, who didn't enter, who lived with her, who didn't
live with her, when she got a meal or when she didn't get a
meal, what type of a meal.
So, that is my expectation. I mean, I use - sorry,
but I use the definition of Chamberlain and others as that
.10/07/2019 (7)
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definition.
CHAIR:
Q.
Ms Crowther, I'd like to ask one other thing.
I saw in your submission you talked about the fact, in your
first cohort of 50 people in 2011 who came through the
Doorway Program, 80 per cent of those people who had
previously been homeless are now living independently, I
thought it was a very impressive outcome.
You've also talked passionately about the need to
support people in the community, to give them a sense of
connection. I noticed in the case study that you attached
to your formal submission you illustrated that with the
importance of transitioning someone into independent
living.
How important is that element of the outreach of
support and outreach in providing support to people as they
go through that process, mindful as I am that you say now
50 per cent of your work is directed to NDIS? Are you
still able to provide for that sort of support you
historically have?
A.
It's more limited. What you can't do in the NDIS is
the community development; we fund that ourselves. So,
it's that community development that's absolutely critical.
You know, I illustrate it via the real estate agents.
Real estate agents don't have a reputation of being soft
and furry people. However, real estate agents, having had
the opportunity to understand what the issues are and meet
people, have a very different view.
If we don't do the community work, we're going to be
really in this situation again, so it has to be funded.
NDIS does not fund it. And agencies like us begin to run
out of dough, so it has to come from the State.
CHAIR:

Thank you.

MS BATTEN:
Thank you. If there's no further questions,
may Ms Crowther please be excused?
CHAIR:
Yes, thank you very much for your evidence today,
Ms Crowther.
MS BATTEN:
please?
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<THE WITNESS WITHDREW
CHAIR:

Yes, let's adjourn.

LUNCHEON ADJOURNMENT
UPON RESUMING AFTER LUNCH:
MS BATTEN: Commissioners, the next witness is Mr Peter
Ruzyla. I call Mr Ruzyla.
<PETER RUZYLA, sworn and examined:

MS BATTEN:
Q.
Mr Ruzyla, with the assistance of the
Royal Commission's legal team, have you made a witness
statement to the Commission?
A.
Yes, I have.
Q.
I tender that statement. [WIT.0001.0030.0001]
Mr Ruzyla, could you please describe your current roles?
A.
I'm currently the CEO of EACH Social and Community
Health Services, and also the CEO of EACH Housing Limited,
which is a subsidiary of EACH.
Q.
Could you please explain for us what EACH is and what
services it provides?
A.
EACH is one of the community health services. There
are 84 community health services in the state. Basically,
one covers each municipality in Victoria. So, we're one of
the registered or independent community health services.
We provide a range of physical health, mental health,
psychosocial support, disability support services, child
and family support services, so it's a very broad range of
primary and secondary level supports that are available and
provided in the community through the community health
sector.
Each also receives a range of funding specifically for
mental health services as part of the suite of services
that we provide.
One of the things that we attempt to do is to
integrate those services so that people receiving one type
of service, whether it's for say chronic disease management
like diabetes, they can receive a range - a suite of other
.10/07/2019 (7)
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services to support them.
Mental health is quite unique in that regard and quite
well supported in that regard because we can also provide
dental services, access to dieticians, physiotherapists
and, in our case, housing support as well.
There's a range of other, what I'd regard as mental
health-related services, such as drug and alcohol service,
including a residential rehab and recovery, problem
gambling services, family violence support services, so
it's quite a broad suite of services that's available at
the community level.
Q.
Could you please give us some more detail about some
of the mental health services that EACH provides?
A.
The mental health services really depend on how the
agency is funded. So, mental health services are provided
generally through a competitive tendering process, and
therefore there will be - in our case for example, mental
health community support services which we've delivered
over the last several years, which are of course being
decommissioned as part of the transition to NDIS. Partners
in Recovery, personal helpers and mentors, day-to-day
living.
We've also recently, as a result of the Victorian
Government's initiative, just commenced the early
intervention psychosocial initiative which is an interface
between the community mental health support services and
the hospital-based services.
I forgot to mention that there are four Headspaces
that we operate for young people. Of course, as we have
started to transition to NDIS, I'm sort of not sure whether
to call that a mental health service, but it's certainly
psychosocial disability support, and we provide services in
that space as well.
There are a couple of programs which we self-fund out
of our work: one is called COPES, which is Carers Offering
Peer Education and Support, and that locates a peer worker
in the hospital to support carers as they're coming in with
their loved one, often mostly usually as a result of an
admission.
There's a program called SKIPS, which is Supporting
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Kids in Primary School which is aiming to address - provide
a mental health education program at a primary school level
to Grade 5 and 6 children trying to deal with the issue of
stigma.
Q.
You described a range of services there and across a
range of ages. Who does each aim to serve? Who are your
clients?
A.
So, while as a community health organisation we don't
turn people away, so they are able to be accessed by anyone
in the community, predominantly our focus is on the most
vulnerable and disadvantaged populations or sectors in the
community.
Those which I can list are: predominantly people with
low income, homeless people, people with a forensic
background or who have interactions with the justice
system, recently arrived refugees, people with severe and
enduring mental illness, people with addictive behaviours,
people living with a disability, Aboriginal and Torres
Strait Islander communities, and other groups who
experience stigma and social isolation, such as the LGBTQI
community, so it really is targeted at those populations
because they're obviously - perhaps not so obviously - but
often the people most in need and whose health and
wellbeing is most compromised.
Q.
You provide a community-based service. Can you
explain the links to the clinical services that you have?
A.
Our focus is on community-oriented services where
people - we try to actually provide those services in
settings which are more like a home or a GP practice and
not clinically-oriented at all. But obviously, the
populations that we work with often do find their way into
the tertiary sector and that's where having strong
partnerships and relationships with tertiary providers, the
hospitals in particular in the case of people with mental
illness, is an important partnership and an important
relationship.
So, being able to work in - and I know the term
step-down has been used in relation to PARCs, but you know
if they're not going into a PARC, but being discharged from
hospital, being discharged to a community mental health
support team, does mean that we're in a good position to
provide ongoing support to those individuals.
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Q.
You've said in your statement you've recently got
funding to assist people who are discharged from acute
admissions. Has that commenced, that program?
A.
Yes. Up until this point, or very recently, it was
more of an informal relationship with the hospital setting,
so hospital clinical mental health workers would make
recommendations to some of their patients that they're
discharging to attend one of our programs or make a formal
referral into, say, a personal helpers and mentors program
or a day program or something like that. But it really
depended on the clinical mental health workers and the
relationship with our organisation.
More recently the state funding that I referred to has
been quite specifically targeted to making that a more
structured approach, so that, the hospital would identify
those people who they wished to refer to us. We would then
pick them up and our clinical governance would also be done
hand-in-hand with the clinical mental health system, so
there's more of a structured approach to people
transitioning from the hospital system to ourselves.
I think in that context I'd also like to mention that
the other tertiary system, which is the police and the
justice system, really does rely on those informal
partnerships and relationships, so that, having a good
working relationship with, say, the Knox Police Station is
really critical to the wellbeing of some of our people in
both directions: being able to support people who have come
to the attention of the police, and the police being able
to ring us and say, look, this person is clearly unwell,
can you help us out here, and through to the other end when
people are coming out from detention, being able to be
referred into a service has been really important for their
wellbeing.
Q.
Can I turn to the issue of funding. How is EACH
funded?
A.
I made mention of the competitive approach to
tendering. If I focus predominantly on the mental health
side of things?
Q.
Yes, please.
A.
There's a variety of ways in which we get funded. The
majority is through Commonwealth and state funding,
programs are tendered and, like anyone else in the
not-for-profit sector, we consider what options we have to
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put forward and we apply for those.
What it means is that there's a good deal of
insecurity in our funding, and that insecurity flows into
our staffing, it also flows down into the consumer, because
they're hopefully divorced from all of that machinations
that goes on in the background. But, nevertheless, the
staff themselves know that they may have a short three-year
contract, for example, because that's the length of time of
the funding.
It also means that the suite of services that you
provide may not - it's not what I'd call a mental health
service per se: what it is, it's a suite of mental health
programs. So, it's almost, the programs are a proxy for a
cohesive or coherent set of mental health services.
It also means that, depending on which programs we
happen to be funded for and what the consumer might
require, it may mean that to provide a holistic approach we
may also need to transfer or refer on the consumer to other
parts of the service system that might have other things
that they would benefit from.
For example, if the person would benefit from
attending a group activity or a day program in the past,
they may come in and join us at the day-to-day living,
because that's what we've been funded for, but because
we're not funded for Partners in Recovery, but if they
needed more intensive mental health key worker or case
management, then we'd make a referral there.
Some of those processes can become quite
anxiety-provoking for consumers who have created a link to
a particular key worker in one organisation, but generally
I would say that the not-for-profit sector or the NGO
sector works really collaboratively and recognises that the
core interest is in creating smooth referrals or warm
referral transfers so that people don't experience a
disjunction in the way in which they're receiving their
services.
It does mean that - you know, I'd describe it as a
funding-driven system rather than a consumer-centric
response to people's needs.
Q.

You referred to the fact that, there being programs
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rather than a mental health service: what is the impact for
the person in terms of the treatment and the support that
they receive?
A.
Well, it really starts from the beginning in terms of
their referral into a service. First of all, because the
system - if I call it that - is highly fragmented, and each
of those services will have their own unique entry or
eligibility criteria, you first of all have to find out
what it is that you're eligible for. And so, hunting
around in the system to find out, where's my starting
point, is very frustrating and anxiety-provoking for
consumers.
If I go into that area again, one of the other
complications is that everything from drug and alcohol
services, to problem gambling services, to family violence,
mental health and so on, including primary healthcare, all
have a unique phone number. So, you may start the
merry-go-round with one phone number and then be told, "Um,
look, yes, I can see that that's something, but it's
probably not your top priority; here's another number."
We did a survey some years ago which led us to an
initiative where I basically coined the report, "For God's
sake don't give me another phone number", because that's
what people would be saying as they're put on this
merry-go-round of finding the phone numbers, where they
might have need for all three of those services, and it's
serendipitous as to where they happen to start: whether
they started with a mental health service or a drug and
alcohol service for example.
So we commenced a single phone number intake which has
sitting behind it all the eligibility criteria for all of
those types of specialist services, as well as quite an
advanced database so that we could make referrals to other
agencies where it was clear that we didn't have a service
that we could offer.
But it is a problem which we're trying to do a
workaround really to address a fragmentation in the system
which really is very frustrating for us, and almost
impossible for consumers to negotiate.
Q.
The eligibility criteria is specific for each program
and that derives from the funding stream; is that right?
A.
That's right.
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Q.
And then each program determines its own intake
criteria?
A.
Yes, that's right. So, the intake criteria will be
derived from the specifications in the contract.
Q.
A.

Attached to the funding?
That's right, yes.

Q.
And then there may be a specific number for that
specific program?
A.
That's right, yes.
Q.
A.

But that's only one source of support or treatment?
Yes, that's correct.

Q.
You've provided in your statement some examples of the
complexities faced by individuals trying to navigate the
system. Can you explain in some more detail the situation
with the young man in his 20s?
A.
Yes. I selected that particular instance because it
was brought to my attention and I had some interaction with
the young man.
Here's a young man in his early 20s, had lived most of
his life in out-of-home care, so he was already in a very
vulnerable position, and the average number of placements
for children who end up being - still being in out-of-home
care at the age of 18 is something like 40. So, over that
period of time, and I didn't ask him specifically how many
changes of placement he had, but that seems to be the
number.
So, here's a young man over the age of 18, so he's no
longer in out-of-home care, with no familial support or a
backbone of support behind him. He contacted us because he
happened to meet one of our managers at a forum, and they
exchanged discussion and there must have been a - there was
an email exchange.
He contacted our organisation saying he was deeply
distressed, he didn't know where to turn, a very close
friend had recently suicided - I believe she was also
someone who he knew through his history in out-of-home
care. He also had a grandmother who was in hospital and he
literally didn't know what to do or where to turn to.
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He also had an NDIS package and had been to a
Headspace. The Headspace had said, look, we've provided
you with a mental health plan and the 10 sessions of
psychosocial counselling that's available through the GP
initiated mental health plan, and that was about as far as
they could take it. He didn't re-engage with them and he
didn't see that the NDIS was an appropriate place to turn
to.
What that highlighted for me is the serendipitous
nature of getting support for that young man. So, there
was no system there that he could turn to, or that even
when he had accessed different parts of the system, they
seemed to be unable to - you know, once they reached the
limit of what they were able to do, that seemed to be the
end of it.
Mind you, had he re-engaged they may have followed it
up, I don't know that, but the fact that he didn't see it
as a system that he could re-engage with was deeply
concerning.
But we were able to put him back in touch with a
community mental health worker and put him on some sort of
response pathway, so that was an important element.
But I just wanted to emphasise, it's not a system if
it relies on a chance meeting with someone, and
particularly for the most vulnerable people. Many people
in the community probably have access to family, friends,
supportive, knowledgeable people who can actually get you
started, but when you're a recently arrived refugee or a
young person who's been in out-of-home care, or a homeless
person, you really don't know how you could ever possibly
find what I called the bull's-eye, which is, what's the
service that's going to help me?
Q.
In your statement you refer to young people being at a
stage where they're prone to the break down in protective
factors for mental illness, so at a particularly vulnerable
phase. Can you just expand on, what are those protective
factors and why at that point can they break down?
A.
I think the way I think about it is that, because we
know that the majority of serious mental illness starts or
becomes apparent in late teens or early adulthood, and if
we think about that period of time in life, it's when
people are beginning to leave home or create their own
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independent identities, they've started a new circle of
friends, they've either started a career or a job or
they've gone onto other educational pursuits.
When mental illness strikes - and I'll use that term those supports start breaking down. People, first of all,
start losing their friends because their behaviour becomes
not like the rest of the group. They compromise
relationships with their family, because parents are often
pushed to a limit where they don't feel they can cope. If
they can't maintain their employment or their education,
then they're also pushed into a cycle of poverty really and
disconnection from the hygiene factors in life, which is
that backstop of support from family, support from friends,
self-efficacy, feeling empowered, feeling that you know
where you're going.
We know from the social determinants of health that
the most disadvantaged people are those who are born into a
postcode where they are more likely to have insecure
housing, lower levels of educational attainment, higher
levels of family and social dysfunction and so on. But
even without being born into those postcodes you can see
how the onset of severe mental illness starts breaking down
those very important - the fabric, the healthy fabric that
actually can hold those things together.
So, people can end up in a situation where, they're
not able to rely on a trusted friend, they have to rely on
a system which I've just indicated - and I think we all
know - isn't there and it's not coherent, it's not easy to
find and, if you do find it, you might end up having to do
a merry-go-round before you can actually find what suits
you best.
Q.
Can I ask you about delivering local services. Why do
you say it's important to understand the local community in
the way that you deliver services?
A.
It's important to recognise that communities across
Melbourne, as well as across everywhere really, differ in
their socio-demographic makeup and also their cultural
patterns of belief, the populations that are there.
For example, in the outer urban fringe of Melbourne,
in the eastern fringe of Melbourne, a place where - EACH
offers services is in Healesville, and it's an urban fringe
area, public transport is really difficult or non-existent,
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high Aboriginal population. There's a poor availability to
GPs and other helping professions. So, working as a mental
health provider in that area, you have to really adopt
understanding of the local factors that people living in
that community will experience: lower access to - there's
no easy access to support.
On the other hand, one of the other areas we work in
is in the Box Hill area, so that's got a high Chinese
population, and much greater access to different types of
services, particularly GPs compared to the urban fringe,
but at the same time you have to understand that cultural
conceptualisation of things like mental health and even
things like counselling are very different to Chinese or
other, Sudanese groups, for example, that we've worked
with.
So, providing a mental health service during the
bushfire recovery period in that urban fringe area was part
of what we had to do, at the same time as we also provide
services in that Box Hill and other urban areas. As an
organisation, and I think not-for-profit organisations work
in that sort of field, of having to adapt their service and
being able to interpret the various funding lines that they
have according to what the local needs are and hire people
who are from those communities or know those communities
well, for example.
Q.
In response to our question, "What is the scale of
unmet need in Victoria, you've said:
"In my view the acute and clinical system
is overburdened. Even with more funding I
think this system will never meet the level
of demand for people experiencing acute
symptoms of mental illness."
Can you explain to the Commission why you hold that
view?
A.
Yes, there's a circular argument that's happening: if
you don't prevent people getting to the acute stage, then
it's almost inevitable that there will be a much greater
demand on the acute system.
So, we're in a situation where the interventions that
could be made available at the early identification stage
are becoming highly fragmented or even decommissioned and,
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in the case of an NDIS replacement, quite inappropriate to
meeting those needs.
We're seeing more people being referred to the
clinical mental health system, and of course that's
screaming out for more resources, and that's the natural
place where governments want to - it's the squeaky wheel
sort of argument. But really, there's no end to that if
you're not doing something to prevent that happening in the
first place.
And so, our view is very much that, we have lots of
examples of ways in which - and there are case studies that
we've submitted which indicate that very effective
interventions with people who are quite unwell but who are
able to manage their symptoms with appropriate supports.
One of the examples that we put in our case submission
was of someone who had been supported to manage the voices
in his head and then, when those support services were
taken away and replaced with an NDIS worker, the NDIS
workers are not really skilled at managing that, and you
could see the trajectory there of that man increasingly
referring to the acute system.
I do think it's a circular argument: you can keep
putting more money at it but that's not really a systematic
response to the problem.
The other thing I would say about that is, surely
that's not a socially acceptable response for us either as
a community, to think that we should fix or address mental
health needs by trying to repair people when they're
really, really unwell instead of doing something at an
earlier stage, because we do know that recovery-oriented
services improve health, wellbeing and fulfilling lives.
It's not really a fulfilling life to be left dangling,
wondering if there is going to be a support service for you
and knowing that your own history tells you that you're
going to end up in this traumatic situation of re-entering
the acute system.
I think we have to also recognise that it is a
traumatic experience and that people's recovery from, once
they come out of hospital, is slower - for many people - is
slower and longer than if they're supported before going in
or even in the example that I gave of people who have
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stepped up into a PARC - I think the Commission knows what
a PARC is, yes, because I can't remember what it stands for
right now.
COMMISSIONER FELS:

Prevention and Recovery Care.

THE WITNESS:
That's right. So, being able to support
people in the community with an occasional placement in a
PARC, when it's apparent, means that they stabilise much
better, much more quickly when they return back to where
they're living. Compared to our experience of when they've
had to go into an acute setting and come out, it's actually
a lot harder and it takes longer to settle and get back to
your functional best after that experience.
MS BATTEN:
Q. You've mentioned in the course of your
evidence the NDIS. Can I ask you specifically, in your
experience what has the commencement of the NDIS meant for
access to psychosocial support services.
A.
Before we became part of the NDIS we had a thousand
consumers who we were supporting through our community
mental health support services, we had approximately 150
trained and skilled community mental health workers. As
our community mental health system has been decommissioned,
we're currently supporting about 850 people through NDIS
packages, and that's across a range of intellectual,
physical and psychosocial disability, but we've still
managed to maintain support for a predominantly
psychosocial disability cohort.
But we're down to about 30 or so community mental
health workers as the funding levels in the NDIS haven't
been able to sustain the levels of salary that a community
mental health worker requires as part of the award. What's
that meant is that, not only have we been extremely
financially impacted by trying to maintain that 150 workers
for a long period of time, we maintained that for almost
12 months, but finally we had to begin to replace them with
disability support workers.
One of the things that our Clinical Governance
Committee noted was that we had a trend rate going up in
terms of complaints and, when we looked at it, it was
complaints in relation to NDIS. So, some of those are just
the teething problems with the NDIS per se, but it was also
about people with a mental illness who'd previously come to
expect certain things from their key worker, and they
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weren't getting that from their new workers, and were
sometimes putting in complaints to us, at other times to
the Mental Health Complaints Commission.
So it's been a really difficult adjustment period
through adjusting to the NDIS. A lot of the staff have
said, well, even if I was paid at that rate, at my existing
mental health community support rate, I don't really want
to do that work because it's very limited, very
constrained; if it's not in the plan, you don't deliver it.
I had an example of a staff member just last week
saying, "I've started to work with a person, but there's no
incentive for that person on an NDIS plan to work on his
recovery goals, because the plan just keeps paying for
whatever it is that's in the plan." Whereas previously
there was a compact that you would have with your client
about, what are the recovery goals that we need to work on
together? What can I help you with? And there was a real
incentive and pressure that he was able to bring into that
situation, or momentum I suppose, to keep the person
encouraged and engaged with their plan.
There was another example given where the NDIS plan,
planner, had decided to fund a person to have his lawn mown
and to have assistance in shopping. The recovery worker
was horrified because it had taken them 12 months for this
agoraphobic person to actually get around to mowing his own
lawn and doing his own shopping, so you had a perverse
outcome of a plan for a person who'd actually made some
great steps forward in their recovery.
Q.
And so, has the NDIS meant that each delivers a
different type of service?
A.
Well, yes. If you try to deliver something which is
outside of the formula that's in the plan, you actually
can't get funded. So, we've submitted invoices, for
example, to NDIA and find that they're rejected because it
wasn't actually in the plan.
When people's mental health changes - so if the plan
was developed when the person was very well, then it may
reflect the best part of their recovery. If the plan was
written at a time when they were very unwell, it will tend
to reflect the needs at that time.
The thing is, we know that people's needs change and
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they fluctuate: sometimes they need more support, sometimes
they need different types of support but, if it isn't in
the NDIS plan, it's very difficult to make those changes in
a timely manner. So, it's the timeliness of getting this
whole bureaucracy of planning to shift in line with the
consumer's changing needs.
The community mental health approach is very much
relational - it relies on the relationship between the key
worker and the person that they're supporting, and the
importance of the key worker understanding the customer's
needs, but also the customer really developing a trusting
and confident relationship, and that's really not part of
the NDIS, as we've experienced it so far. I'm hoping that
that's changing.
Q.
Just finally, Mr Ruzyla, based on your experience,
what are some of your recommendations for reforming the
mental health system?
A.
Because I was particularly asked to focus on access of
the system, I guess one of the things in thinking that
through, one of the things that I wanted to highlight was
the fact that we do have a uniform platform in Victoria of
the community health services that are used to working in a
holistic way and invariably have an intake system which
we've perhaps put more resources and investment into to try
to make it into the service access system that we currently
have.
We currently take 3,000 calls a month and are able to
divert those to the most appropriate service. I think it
would be worth considering that, while we have a fragmented
system, we at least ought to make access as simple as
possible, and so, that would be a useful place to start.
The other thing that I've commented on that
contributes to the fragmented nature of the services is the
way in which funding is being allocated. So, we currently
have a situation where, it's great that the PHNs are
rolling out money, but the impact is that it seems to be
stop gap measures, that there's amounts of money being put
into different elements which are seen as, look, there's a
gap there, we'll plug that with a particular funding
bucket.
I think the stepped mental health care fundamentally
is a good, sound framework to consider, but currently the
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system that we're experiencing is quite - it's extremely
turbulent and I'm hoping that that is just a transitionary
stage, but we're experiencing a lot of turbulence with
staff leaving the system, customers being concerned, and I
think we need to do something to create more capacity for
mental health services to stretch their response across a
wider range of things without being restricted to these
sort of criteria.
I've mentioned the impact of NDIS planners.
Obviously, getting more skilled NDIS planners would be of
assistance.
I think two areas I haven't mentioned sufficiently is
the drug and alcohol services and the family violence
services: I think they're a really important and critical
element to Victoria's mental health system and have tended
to sit somewhat parallel to the mental health system,
relying on good informal relationships.
And yet, when we did an audit of case files we found
that around 40 per cent of people, our clients with a
mental illness, also had a drug and alcohol problem, and it
was about the same percentage who talked about at some
point in their case plan, talked about being victims of
violence, so the experience of trauma in relationships, and
so I think the importance of that needs to be picked up.
Carer support is absolutely critical, and I've
mentioned the COPES Program of, we locate a peer worker in
the hospital to be able to support carers as they come in.
I think that they go home without their loved one not
knowing what's happening, what's going to happen, what has
his life got in store for him in the future, and I think
increased focus on that is really critical.
But finally, the overarching view that I'd like to put
to the Commission, if I may, is that it's really a
transformational change that's required. We need to
recognise that education, housing, employment, the justice
system, are all part of a well-functioning mental health
support system in the community. So, just focusing on the
health aspect is not enough. I recognise, in saying that,
that it's also the biggest challenge to Victoria's and the
Commission's recommendations.
I remember the comment that was made that, in order to
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get a change in one part of the system, whether it's
health, you might need to invest horizontally in other
parts of the system like housing and education, and I think
that that's the challenge. I think that is really where
the big gain will be made in terms of the mental health
system. I think it will be a generational change, it will
be a generational transformational change, but in the
meantime there is a lot that can be done at that more micro
level and mezzo level of improving access to the resources
that we do have available.
MS BATTEN:
Thank you very much, Mr Ruzyla.
there any further questions for Mr Ruzyla?

Chair, are

COMMISSIONER FELS:
Q.
Thank you for your comprehensive
overview. I had a couple of points to add to your long
list. You just mentioned in passing problem gambling and
mental illness. Could you give us a minute on that,
please?
A.
Sorry, could you?
Q.
Problem gambling and the mental illness connection,
could you just add a couple of comments on that, please?
A.
Problem gambling, I did only mention in passing
because we didn't do the file audit on those, but certainly
one of the things that is evident from our work in the
problem gambling area, is that, depression and particularly
in the older population around bereavement is one time
where people find themselves susceptible to developing
problem gambling. So, the older population can easily slip
into problem gambling, particularly through the pokies, as
a result of bereavement and unmanaged grief.
At the other end, the changes in the trajectory of
gambling with the focus on young people is one which I
don't feel qualified to comment on, but it's certainly
something we notice. I will create a connection to young
people increasingly sitting in front of their computer
screens and having the ability to gamble popped up in front
of them all the time.
So, young people who are retreating into their own
homes and sitting for hours on end - and I think things
like bullying, failure to achieve at school and so on can
contribute to susceptibility to problem gambling.
Q.

You also have mentioned housing at various points and
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your own role in this. Do you agree that the NDIS does not
provide housing funding for the mentally ill?
A.
So there's two elements to the housing question: one
is the housing itself. There is a process through the
Special Disability Accommodation, the SDA, but that's
targeted at people with very extreme, and particularly
physical, acquired brain injury and things like that, but
the availability of housing for people with mental illness
is not supported through the NDIS.
The other element to the housing question is, the
housing support workers aren't there either. An example
is, we have tenancy workers who are there to support the
housing associations and housing providers to make sure the
tenants are paying their rent, basically living
appropriately in the tenancies.
But one of the services that we used to provide which
has been dismantled is housing support workers who would
specifically work with people with mental illness to manage
their symptoms, to ensure that they were able to cope with
their neighbours, and the neighbours were able to cope with
them, to encourage them out of their social isolation.
Because one of the things that we find is that people with
mental illness, you can put a roof over their heads, but
unless you actually get them out, they sit there quietly
and become more unwell as a result of the impact of social
isolation, which we're beginning to realise is a problem.
We also had housing workers who would go in
periodically, knock on the door, meet someone on a regular
or on an as agreed basis and they'd be able to monitor how
well or unwell the person was beginning to be and be able
to either increase the number of visits, make some
suggestions about what we could do, and it could be as
basic as things like someone whose voices - and this is an
actual case - so someone whose voices tell them not to
clean the house. And having a mental health worker come in
understanding that this person hears voices, and having the
trusting relationship to be able to develop some strategies
around that and actually roll up their sleeves and work
with them on maintaining their household. That's gone, we
don't have that any more, we have no capacity for that, the
NDIS does not fund that sort of an approach.
COMMISSIONER FELS:
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CHAIR:
Q.
Thank you very much, Mr Ruzyla. I've also
got two questions. The first one was, I noticed in the
very beginning you said EACH is one of 29 independently
governed community health centres out of the total of 84,
with the others being governed by hospitals. Is there
anything different other than the governance arrangements
between the community health centre you run than those
others that you've referenced?
A.
I think that is a question that I probably can't
answer with a great deal of confidence other than to say,
from what I understand - and the VHA, Victorian Healthcare
Association, has more insight into that than I do - the way
in which the budgets are managed, and the focus that the
hospital-governed community health centres are focused on
is more on something like an outpatient, allied health
clinical type of support service.
Whereas, the independently registered organisations do
have a broader scope to get into things that some of the
other community health centres possibly may not depending
on their governance, but I don't want to speculate too far
on that.
Q.
Thank you. You did however give an example where you
said at your health centre you had decided to create this
single intake number. I think you described the fact that
you had different programs, different phone numbers,
different funding sources and different eligibility
criteria, and you then said, so you designed a workaround
effectively, backed up by data and information for your
intake people.
Can I assume that that process would be replicated
across each of those different service providers than your
other 84 community health centres if a centre like yours
had to do that for yourselves? Is there any common sharing
of that sort of system that's being developed?
A.
I don't see any reason why that can't be replicated
across all of those community health services, and in fact
they will all have some form of a common intake system
because they will be running counselling, allied health,
physiotherapy, they may have a GP clinic, they'll have a
dental program, and so there will be some way in which the
local community will know, oh, ring our community health
centre and they'll put you through to the right department;
or, if they're more developed, they will also actually be
able to give you an appointment.
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We've taken it a step further, we've actually
commissioned some software to help us integrate our
telephony and our client information management system,
plus we maintain a database across all the contracts that
we do hold; because we hold over 150 contracts, that's how
fragmented the system is. I hate to say it, I think it's
actually over 200 contracts because some of the contracts
are quite minute.
You need to have some way of doing that, of making it
easy for customers to ring in and say, look, I understand
that you - can I get a dentist, I've got a problem with my
child who won't get out of bed in the morning, who can I
speak to? So you need to be able to put those sorts of
questions - some of them are quite specific, you know, I
need a dentist, and some of them are quite vague, like,
I've got a 15-year-old son who's staying up late and I
can't get him out of bed in the morning and I'm starting to
worry about him and his friends.
Every community needs to be able to go to some place
and just check that out, without having to go to your GP,
because I think that that's not necessarily the best place
to go with those general enquiries.
The system that we have, as I said, we actually
receive funding from DHHS to invest in the software
development around that. We're just at stage 2 of that.
So, we've done proof of concept and have shared where we're
up to with the Victorian Healthcare Association so that it
is actually available.
Q.
So your intention would be that it's replicable and
could be potentially used by other services?
A.
Yes.
Q.
Thank you.
A.
I certainly don't want them to go through the same
software agents, you know, it's shopping for the right
solution.
MS BATTEN:
Thank you, Chair. If there's no further
questions for Mr Ruzyla, may he please be excused?
CHAIR:
Thank you very much for your evidence today,
Mr Ruzyla.
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<THE WITNESS WITHDREW
MS BATTEN: The final witness for today is Ms Ingrid Amann.
I call Ms Amann.
<INGRID AMANN, affirmed and examined:

[2.53pm]

MS BATTEN:
Q.
Thank you, Ms Amann. Have you, with the
assistance of your legal team, made a witness statement to
this Royal Commission?
A.
Yes, I have.
Q.
I tender that statement. [WIT.0002.0009.0001] Could
you please briefly outline for the Commission your
background and experience?
A.
Yeah. So, I'm a counsellor, but I've been working in
various roles for Wellways since 2007. So, Wellways is a
not-for-profit organisation that has had numerous
collaboration and partnerships with clinical services as
well as other community support services.
Q.
What's your current role?
A.
So, I'm currently the program coordinator for North
Fitzroy PARC.
Q.
So, PARC's been mentioned a bit in the course of the
hearings but you're the first witness we've heard from who
works at a PARC. Can you tell us from your perspective
what a PARC is?
A.
Yep. So, PARC is an acronym that stands for
Prevention and Recovery Care. So, PARC's purpose was
either a step-up, so individuals in the community that may
not be travelling so well and requiring support but not in
crisis, could step up into a PARC, or individuals that have
had a period of time in acuity, in crisis, that could step
down to PARC from acute inpatient services.
Q.
A.

You're at the North Fitzroy PARC?
That's correct.

Q.
Can you describe the physical set up of that PARC,
please?
A.
Our building's very urban being in North Fitzroy, so
it's a double-storey purpose-built, 10 bedroom with ensuite
bathroom, and sort of communal or community breakout areas.
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Q.
Who uses the PARC, who comes to your service?
A.
All of our referrals come from St Vincent's Hospital,
so either the acute inpatient service or the clinics which
are located in Hawthorn and Clarendon in East Melbourne.
Our PARC actually accepts outside referrals from private
psychiatrists or GPs, and we look at those on an individual
basis.
Q.
Can you please step us through the referral process.
This PARC is a collaboration between Wellways and
St Vincent's, that's right?
A.
M'mm.
Q.
You referred to the inpatient unit. Can you explain
the referral process from that unit, please?
A.
If somebody has been in the acute inpatient service
for a little while it may be deemed that going home, that
potentially they're not quite ready. Being in an acute
inpatient service can impact somebody's confidence. They
also might be experiencing some deskilling in terms of
managing their home environment, so the acute inpatient
service will give the PARC program a call, have a
conversation with the St Vincent's clinicians regarding a
referral. The acute inpatient service will put in a
referral and discuss it with the Wellways program
coordinator, myself or another senior team member, and we
would call that person in for an assessment and then
they're able to come into PARC.
Similarly in the community a case manager may be of
the belief that somebody's either isolating themselves or
not travelling so well in the community, then the community
team will call North Fitzroy PARC and discuss a referral,
and then we'll call that person in for an assessment.
Q.
A.

So, you discuss the referrals with the clinicians?
Yeah.

Q.
But ultimately who decides who gets a bed in the PARC?
A.
It's a joint decision, yeah. So, we do the
assessments together, a St Vincent's clinician and either
myself or a key worker.
Q.
Does each part of that, the clinician and you, have
equal weight in the decision-making process?
A.
At North Fitzroy PARC that's the case but I am aware
that that's not the case at all PARCs.
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Q.
How are you aware of what's the case at other PARCs?
A.
I'm after hours on-call for two other Wellways PARCs
within Victoria, and I've also been part of a PARC network
meeting where all the coordinators from PARCs got together
and it was a point of discussion.
Q.
What's the situation at some of the other PARCs?
A.
At some of the other PARCs what's happened is, they've
become very clinically-heavy. So, due to the pressures
with the acute inpatient service there's a need to clear
beds at times, and what happens is, if a PARC has a vacancy
then individuals will be sort of shuffled off to a PARC bed
without following process, sometimes without an adequate
referral process and assessment.
Q.
Do you know what happens in those situations in terms
of whether a PARC is an appropriate setting for that
person?
A.
Well, what a consequence of that is, participants
don't necessarily benefit from the preventative and the
therapeutic interventions from the multidisciplinary team
because their acuity is so much so that they're still in
crisis, and that also impacts potentially nine other people
in a 10 bed PARC from experiencing their own therapeutic
interventions.
Q.
more
from
A.

If we go back to the North Fitzroy PARC, do you get
step-downs from the inpatient units or more step-ups
the community services?
Yeah, North Fitzroy PARC, we're predominantly step-up.

Q.
What are the waiting times for a bed in the PARC?
A.
At North Fitzroy PARC, we don't do an assessment, we
don't call somebody in for an assessment until we know a
bed will become available. So, the longest waiting time is
7-10 days, and so, our waiting lists - we don't actually
hold long waiting lists at all.
Q.
Are there particular points in the year where there is
a longer waiting period?
A.
Yeah, certainly around Christmas and Easter, there's a
much greater demand during those times and that's often due
to a lot of community services that are closed down over
holiday periods, so that's very triggering for individuals
in the community.
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Q.
Once a person's referred to a PARC, you said in your
statement they have a behavioural and symptom
identification scale questionnaire. Can you explain what
that is and what that's designed to achieve?
A.
Yeah. So, everybody that we accept into PARC, we
encourage them to do what's called a BASIS-32, and it's a
series of 32 questions where the individual has an
opportunity to rate the level of difficulty they're
experiencing in their lives, and the questions are arrayed
over 32 areas.
Q.
Can you give us some examples of some of the areas?
A.
So, it could be something like relationship with
family and rate your level of difficulty with interpersonal
relationships. Rate your level of difficulty with
day-to-day stressors. Rate your level of difficulty with
your symptoms, auditory hallucinations, things like that.
Q.
So they complete that referral questionnaire, and does
that feed into the approach that's taken for that
particular individual?
A.
Yeah. So, it is a focus point for key workers to sit
with the individual and discuss, particularly where it's
around the extreme levels of difficulty, and a discussion
around how you manage that at home currently, is that a
trigger for you at home. So, from there there's an
individual approach on how to best support somebody for
their return home.
Q.
In your statement you've given some examples of the
individualised approach, I'd just like to ask you some more
details about those. The first one is if they have, as
you've just said, issues at the home and issues where they
live. Can you give some examples of what the PARC worker
might do to try and address those issues?
A.
Yeah, so housing is a major issue which is going to
probably come up quite a bit. So, where somebody
experiences overwhelm and stress due to their living
environment, at PARC we will assist to develop an
individualised approach on how to actually manage best for
when they do move back home.
So it could be that we may support somebody to manage
their locks at home. We might do some sensory modulation
work to support somebody to reduce noise, interpersonal
skills to manage the interactions that they're having
within their environment. We may be able to support going
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on different housing lists so there's hope for the future
in terms of potentially changing housing should that become
available. So, it's a very much holistic view: how do you
keep yourself well given the stressful environment that
you're living in.
Q.
Another example that you gave of the individualised
approach is if a person's struggling with their medication.
What kind of support would you provide in that situation?
A.
So, validating somebody's experience of the treatment
that's offered with their mental health is really
important. So, again, some interpersonal skills on how to
navigate and negotiate that with the clinical teams and be
able to voice what's actually going on in terms of the
medication.
The importance of giving medication some time before
making decisions to stop, to cease taking medications.
And, if somebody's wanting to go off medication, how do we
discuss that with your clinical team to perhaps trial new
medications. We'll develop more strategies, so you could
be taking potentially a lower dose, but practising things
that will help you in accompaniment with the medication.
Q.
You stated that you, the PARC, is not an accommodation
option. Can you clarify what you mean by that?
A.
Part of the entry criteria is that people need to have
accommodation to be exited to, and where somebody is
homeless, we set up very robust plans with the Homeless
Outreach Team to support that person to exit PARC.
If somebody doesn't have accommodation or is using
PARC as an accommodation option, they're also less likely
to engage in therapeutic work, because they're living
there. So, yeah, it's not an accommodation option for that
reason.
Q.
And there's a time limit for how long people can stay
in the PARC; is that right?
A.
Yeah, so 28 days is the maximum with our PARC.
Q.
What's the mentality behind that limitation?
A.
Well, the average length of stay is around 19 days,
and we review week-by-week with individuals coming in.
What we're doing at PARC is really concentrating on the
focus of somebody's stay; that it's for this period of time
that we can be working on that, and what we encourage is
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even overnight leave when somebody's staying at PARC so
they can practice the strategies that were put in place and
they have time to come back to PARC and work with their key
worker on troubleshooting, how that went, and what may be
required.
28 days is for that stay to work on preventative care,
and that is with the knowledge that, should you feel as if
you're deteriorating further in the future, to think about
coming into PARC as a preventive measure before you go into
crisis. So, part of the preventative work is identifying
when you're not travelling so well as early as possible.
Q.
And the option of coming back to PARC may be included
in a mental health plan; is that right?
A.
Yes, for some people we've very much become part of
their mental health plan. So, they may have it scheduled
every three months or four months or every six months that
they will be coming into PARC to consolidate the strategies
and skills that they've developed. What we have found is
those individuals have not had a hospital admission since
PARC has become part of their preventative plan.
Q.
Have they necessarily needed to use all their PARC
admissions or has it reached a point where they no longer
needed it at that frequency?
A.
Yeah, and that's something that's been interesting for
us to observe as well, that they've naturally extended the
time of coming into PARC, so they've not needed it as
frequently as what was initially anticipated and it's gone
a lot longer, and a couple of people have not returned to
PARC and they've not had hospital admissions either.
Q.
You also refer to the fact that you engage with family
and carers. Can you explain what that involves?
A.
Certainly, wherever family holds the burden, and we
always offer - we talk to the participants of our program
that we would like to offer education support for families
which Wellways offers, which is a peer-led education
support on how families can keep themselves well given that
they're looking after somebody that is experiencing mental
health issues.
At North Fitzroy PARC we also do midway reviews with
each of our participants, so families can be invited to
that as well, so they're part of the plan of somebody
returning home.
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Q.
You refer in your statement to the group sessions;
what do the group sessions involve?
A.
So, the groups at North Fitzroy PARC, they're
optional. We consider them an opportunity to try different
things that may support you in your recovery. So, if we're
encouraging individuals to attend a group and we would like
buy-in for that, it needs to be optional, it needs to be
choice and they have that choice and control over that.
With our groups, what we have experienced is our
peer-led groups. So, we have a peer workforce within North
Fitzroy PARC too, that with our peer groups, there's always
a very high attendance because there's a degree of
understanding within those groups that occurs, being with
somebody who has a lived experience of mental health
concerns.
So, we have peer-led groups that look at joint
wellness plans, but we also have other groups that are
about positive psychology, basic cooking skills, skill
development, positive psychology group, we have art therapy
and we have music therapy, and we have de-stress and
mindfulness groups also.
Q.
You said, to deliver the different programs at the
PARC, you try and capitalise on the skill set of the team
that you have. Can you just explain to us who the team is,
what backgrounds do they have, what are their roles?
A.
So all the team members are tertiary qualified, some
people are art therapists, some people have a specific
interest in positive psychology and have some psych degrees
as well. We also have social workers. But by utilising
the skills of the workforce and encouraging them to
research further and develop programs for the individuals
that access the service really encourages that buy-in and
enriches the multidisciplinary team, so yeah.
Q.
You've referred to having a non-active shift
overnight. What is that and why do you have to have that?
A.
Because PARC is about prevention, we only have one
staff member that is on overnight, and they're a non-active
shift, so they actually sleep through the night. We let
participants know about that. This is not like the
hospital, we don't have nurses up through the night,
there's no medications as required. They're called PRNs,
we don't have any sleepers or medications here to support
.10/07/2019 (7)
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you with that. Prevention is very much about using your
strategies to help you get through the night.
Having said that, we have a non-active shift. We have
somebody that's on overnight and they're really there as a
security, that they know somebody is there, and obviously
if the fire alarm went off or something like that, they're
ensuring that everyone's safe and is able to get out of the
building, but that's the purpose of the non-active shift;
it's just that there's somebody there, but they're not on
the ground working.
Q.
You've also referred to the fact that North Fitzroy
PARC is a dry site. Why is that important and how do you
manage that?
A.
So, it's something that we discuss at the assessment,
and there are individuals that struggle with substance use
as a way of managing their mental health concerns. And so,
when we say to them, PARC is a dry site, there's no drugs
and alcohol allowed on site, individuals are not to return
substance affected. We then say, having said that, what
this means is, we'd like to work with transparency, so if
you feel as if you're going to use, if you are struggling
with withdrawals or you're struggling with wanting to use,
we just ask for a transparent conversation about that so we
can ensure that you're kept safe before, during and after
you're use, and how are you going to manage your use whilst
you're at PARC? So does that mean you choose to use on a
Friday, take overnight leave on a Friday night, and then
come back to PARC on a Saturday and we can discuss how
that's impacted you and how that's going to impact you over
the next few days, so you're allowing for those
conversations around the substance use.
Q.
How has that worked in practice; has it been
effective?
A.
It works very well at PARC, yeah. At North Fitzroy
PARC we use - it's really easy, it's called a BDA tool,
which is before during and after which just allows us to
tease out the substance use and people's reasons for use
and how to look after themselves within that.
Q.
You referred to drug use. How at a general level do
you work out a patient's level of risk to themselves and
potentially to other residents?
A.
So, this is why it's important that there's a joint
assessment, and there's the clinical service and also the
.10/07/2019 (7)
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community service that have an opportunity to sit with an
individual to talk about that. So, what is it like for you
if you use this substance? What happens for you? If it's
somebody that, I always get into fights and end up in
trouble, then we need to I guess be a little bit more rigid
around, whilst you're at PARC you are unable to return
after using those substances, so which day would you
normally use? I use when I get paid.
So, then we may make an arrangement where they can
come into PARC Monday, Tuesday, Wednesday, and they
discharge after that, but it's given them three days of
potentially having a good experience in a prevention
environment for them to consider for future.
Q.
What level of risk is PARC comfortable holding in
terms of patient risk?
A.
So, that's another reason why the joint assessment is
really important. If we, as a collaboration as a
partnership, felt that a team member, a staff member would
be at risk with that individual there and that we're
potentially not having a transparent discussion with that
individual, then they wouldn't be eligible for the
prevention program.
Q.
You referred to levels of acuity, so is there a
certain point of a level of acuity that you're not
comfortable holding?
A.
To access PARC there needs to be a degree of someone
having the ability to manage their safety independently.
So, they either need to have the ability to help seek, or
know that they're not coping and that there may be
behavioural issues and not stay, so exit themselves or
understand that PARC is not the space for them.
PARC is a voluntary program, so people are free to
come and go. So, if we're unable to set up a robust plan
and an agreement with an individual that we're uncertain
about, then they wouldn't be able to come in, because it's
about staff risk and it's also about other participants'
risks: they're coming into a preventative environment, a
prevention environment that is to be therapeutic and it
will certainly impact that.
Q.
Two final questions. In your view, what makes the
PARC model successful?
A.
The key to a successful PARC is absolutely the
.10/07/2019 (7)
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partnership and the collaboration between clinical services
and the community team. There needs to be absolutely
consultation, joint assessments, supporting each other with
education too, and really an understanding that the
holistic view of the multidisciplinary team is what
contributes to the therapeutic environment and the
prevention aspect of PARC: that is its intention.
Q.
Are there any aspects of the PARC model that you think
could be changed or enhanced to better deliver the service
it's aiming to provide?
A.
Absolutely, we need more beds. I don't know that an
increase in beds in the existing PARCs is the answer; I
think we actually need more PARCs altogether. 10 beds is a
good ratio for staffing and participants and to maintain
the therapeutic environment. If you had more numbers than
that within a building, I think that would impact the
therapeutic environment. But key is the ongoing
understanding within the clinical and the community teams.
MS BATTEN: Thank you, Ms Amann. Chair, are there any
questions from the Commissioners?
COMMISSIONER FELS:
Q.
Yes, I have a couple of
questions. Just, I don't know if on-the-spot you've
considered this: what would be the advantages and
disadvantages of having separate facilities for step-up
versus step-down in general, or what is the case for
putting them together, if you know; is there a case for
separating them? And is that case affected a little bit by
the fact that there seems to be a lot of downloading people
with severe acuity into PARCs at the moment: is that also
having an effect on the model?
A.
The last comment that you made, it's certainly having
an impact on the model, the flow-through of an increased
acuity.
In terms of separating the step-downs and the step-up:
it's been my experience at PARC that it's the peer
relationships that occur within PARC that also adds to the
therapeutic environment, and so, if there was a separation
of that I feel like something may be lost. But thinking
about it, I can appreciate there probably is a greater need
for more beds in a step-down capacity, but short-term.
Q.
My other question is, in a comprehensive system that
addressed housing, PARC is an important element. There are
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probably some people who go through PARC who have a
longer-term need for therapeutic and other forms of
treatment, so PARC is a pretty important innovation, but
it's probably not the only thing required and possibly some
people go through PARC and they need something continuing.
Do you have any thoughts on that?
A.
Certainly, with the implementation of the NDIS, there
was a great loss of residential rehabilitation programs, if
that's what you're referring to. My experience has been
with Wellways, that with the closure or ceasing of the
block funding for a residential rehabilitation program
having gone to the NDIS, there has been opportunities for
people to enter into an NDIS package that's called SIL,
Supported Independent Living. The challenge that they're
experiencing there is, they have vacant beds, they have
eligible people to come in but NDIS don't deem them as
eligible, so they're unable to fill these beds.
So, yeah, certainly there is a need for an extended
psychosocial support, but I'm not sure that it should be
sitting in the NDIS space. It used to sit within the
clinical partnerships and community services, where people
who are case managed were referred and assessed, and there
was a more transparent and comprehensive flow-through, so
that did exist but it was decommissioned, but I couldn't be
clearer with you now on why it was decommissioned and what
the robust reasons for that were.
COMMISSIONER FELS:

Thank you.

CHAIR:
Q.
I have one other follow-up question,
Ms Amann, thank you very much for your evidence. Can you
give us a sense of: you've got a very wide age group of
people eligible to come into a PARC, 16-64: mixed genders,
different step-up, step-down. How do you manage that age
spread and what's the feedback you get, for example, from
younger and older consumers?
A.
Again, for North Fitzroy PARC, the age difference because our focus is very much on transferable skills and
normalising life, it allows for those conversations within
the PARC setting around, any challenges that come up, we
have the opportunity to work through that and put
strategies in place and discuss that.
I'm reluctant to think about setting up PARCs where
everyone's kind of the same: you want the difference. To
a degree, if individuals experience triggers within PARC,
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that's where you want them to experience triggers, that's
where you want individuals to experience their stressors,
so you're there firsthand to work with that individual and
develop strategies to manage that.
So for us, we don't see it as being a barrier or a
concern, it's really opportunities to - because individuals
will face this in the community, they'll face this in their
housing where there is no choice, so developing skills to
navigate and manage where it may not be settled as such, we
would see that as an opportunity rather than something that
isn't workable.
CHAIR:

Thank you.

MS BATTEN:
If there's no further questions, may Ms Amann
please be excused?
CHAIR:

Yes, thank you very much for your evidence today.

<THE WITNESS WITHDREW
MS BATTEN: Ms Amann was the final witness for today, so
may we please adjourn till tomorrow, please, Chair?
CHAIR:

Yes, we're adjourned.

AT 3.25PM THE COMMISSION WAS ADJOURNED TO
THURSDAY, 11 JULY 2019 AT 10.00AM
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MS NICHOLS:
Good morning, Commissioners. We have seven
witnesses today. The first witness will be Dr Ainslie
Senz, who is the Director of the Emergency Department at
the Footscray Hospital.
The second witness is Ms Tracey Morgan who is the
Community Mental Health Services Manager at the Casey Area
Mental Health Service and she will talk about the Enhanced
Crisis Assessment Team and its work at the Casey Hospital.
Next we have Assistant Commissioner Glenn Weir from
Victoria Police, who will discuss Victoria Police's
engagement with people presenting with mental health
problems and the mental health system.
Next we have Ms Sally Jennings, who is a community
witness and carer for her teenage son, and she'll be giving
evidence under that pseudonym.
We have Mr Simon Thomson, who is the Regional Director
for Barwon South West Region Ambulance Victoria, and he
will discuss the management of 000 mental health
presentations.
We have Ms Louise Glanville, who is The Chief
Executive Officer of Legal Aid, whose clients of course are
among the most disadvantaged in the Victorian community,
and a high proportion of them present with mental health
conditions.
Finally, Ms Vrinda Edan is the Acting Chief Executive
of the Victorian Mental Illness Awareness Council. She
will be speaking about the role of consumers and carers in
the mental health workforce.
Commissioners, I now call Dr Ainslie Senz to give
evidence
<AINSLIE LYNEA SENZ, affirmed and examined:

MS NICHOLS:
Q.
Dr Senz, just make yourself comfortable.
If you need to stand at any stage because you are
uncomfortable, please just do that and we'll manage.
Are you the Director of the Department of Emergency
Medicine at the Footscray Hospital?
A.
Yes.
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Q.
Are you an emergency physician and in the course of
that work you deal directly with patients?
A.
Yes.
Q.
Do you have quite some experience in working with
alcohol and drug abuse?
A.
I do, within my role as an emergency doctor and I have
previously held a role of alcohol and other drugs portfolio
within the Emergency Department.
Q.
Thank you. With the assistance of the Royal
Commission, have you prepared a statement which answers the
questions we have asked of you?
A.
I have.
Q.
I tender the statement. [WIT.0002.0016.0001] Can I
ask you about the Footscray Emergency Department. About
how many patients present there annually?
A.
So it's a 40,000 per year Emergency Department, which
is kind of a medium-sized Emergency Department, meaning
about 115-120 patients a day.
Q.
About what percentage of patients present with mental
health problems or apparent mental health problems?
A.
The data would suggest about 5 per cent of the
population, or 5 per cent of the presentations. I will
clarify that to say that the data searches are really a
little bit tricky. They do depend on particular search
terms being able to be defined. Some of the search terms
might be "suicide", "self-harm", "intentional",
"section 351" might come up as a search term.
But if someone presents with a laceration and it's
actually not defined anywhere in any of the search terms
that that was intentional, then they may be lost to the
data search, so 5 per cent is what we can gather at the
moment.
Q.
Speaking generally, what kinds of mental health
conditions do you see in patients who present to the
Emergency Department?
A.
So, we see a range of mental health problems and a
range of severity as well. So, there are acute
exacerbations of chronic problems. So, the chronic
problems might be schizophrenia, bipolar, depression, and
the exacerbation triggered, usually by alcohol and drug
.11/07/2019 (8)
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either acutely or chronically, non-compliance with
treatment and other triggers.
We see self-harm and suicide attempts that range from
very, very superficial lacerations with intent to harm,
right through to quite significant overdoses and injuries.
We can see just baseline chronic conditions, so people who
are not in an acute exacerbation but are requiring help
with anxiety, depression, schizophrenia and personality
disorders within that group as well.
We see alcohol and drug use triggering acute mental
health issues in people who don't have chronic mental
health conditions, and we see a range of other things on a
sort of less frequent basis.
Q.
What have you observed about the trends in the types
of presentations?
A.
So, Emergency Department presentations are increasing
in general and I would say that mental health presentations
are increasing as well and the data would suggest that.
The severity of presentations is not increasing, so in fact
the rate of admissions for people presenting with mental
health problems is reducing. It's probably
multi-factorial, but the severity of presentations would be
part of that, and the presentations related to alcohol and
drug abuse, or use or intoxication, are increasing.
Q.
Can I ask you how mental health services are provided
at the Footscray Emergency Department?
A.
So, Western Health, which Footscray is part of, does
not own its own mental health service. So, Footscray is
serviced by Werribee-Mercy Mental Health Service.
Q.
Can I just get you to say what is Western Health
before you go on?
A.
Sorry. So, Western Health is a multi-campus health
service: so Footscray Hospital, Sunshine Hospital and
Williamstown Hospital, as well as a few other day - so
Sunbury Hospital and a few other centres. Sunshine
Hospital is the largest of them now, especially because
it's got a new Joan Kirner, and Footscray Hospital is the
smaller of the two emergency centres.
Q.
So -A.
So, Western Health itself doesn't own its own mental
health service. So, Footscray is serviced by
.11/07/2019 (8)
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Werribee-Mercy, and Sunshine Hospital, the other major
campus is serviced by North-West Mental Health.
Q.
How does the servicing occur in a practical sense?
A.
Not very well, to be honest. So, what happens from an
Emergency Department point of view, is that we have staff
within the Emergency Department who are employed by
Werribee-Mercy, they are our Emergency Mental Health staff,
and that part works very well.
But then, because the next step is actually provided
by a completely different service, the lines of
communication and the accountability are quite problematic.
Q.
Can I just take you back. So, you have staff and what
kind of roles do those staff fulfil?
A.
So, they're called our Emergency Mental Health staff
or EMH staff. They range in qualifications and they're
usually mental health nurses or allied health staff such as
psychologists, and what they do is they provide mental
health assessments within the Emergency Department. On a
shift basis we have one of those per shift 24 hours a day,
so that's three per day.
Q.
That arrangement works well, you say?
A.
Yes, that actually does, they're part of the Emergency
Department team.
Q.
Does that mean you are able to give relevant
directions when you need to about who needs to see which
patient?
A.
So, that's not as easy, and I suppose this is one of
the reasons why owning our own health service might be a
little bit better, and it's nothing to do with the staff
themselves, I might say, it's just about the systems that
go around it.
So, I'll provide the example of the medical and
surgical teams which Western Health does own; that dialogue
is very easy, there are very clear systems around that,
including policies and procedures which they have to
follow; and so, we all know where we stand and we all know
what our responsibilities are.
When you're dealing with a service that's not provided
by you, that responsibility and the lines of accountability
are not there, so we sometimes don't have the same
.11/07/2019 (8)
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relationship and the same systems that we would have for
our internal services.
Q.
You started with the mental health staff and you were
about to move up to the next level.
A.
Yes, so the mental health staff are managed by an EMH
manager. So, that role is again employed by Werribee-Mercy
and, up until recently, was completely off-site. We do
have now the capability to have them have some office
space, not five days a week, but temporarily at Footscray.
Also that role has been vacant quite a lot and has just
been re-appointed to, literally just recently.
Then above that they obviously have their own off-site
managers within the mental health service. One of the
things that Western Health did do to create a little bit
more of a relationship between the two health services, was
to make a liaison role; it's called the Service Development
and Operations Manager, and that was a Western Health role
that was responsible for liaising and opening the dialogue
between the two different health services and trying to
break down some of the barriers and also trying to help
with some of the accountability piece or the governance
piece within there.
That role has been quite important, and has been there
for about two years. However, it has had periods of
vacancy and is currently vacant.
Q.
Thank you. Can you say briefly how is the Emergency
Department at Footscray funded?
A.
So, EDs in general are funded on projections of
activity based on previous numbers and also projected
numbers, so we get sort of a lump sum of money to do what
we do. It doesn't actually take into account any kind of
complexity of care.
There are obviously projections about complexity of
care but it doesn't really - unlike other parts of the
hospital which will be managed on the type of patient that
they eventually get and the complexity of the surgery,
et cetera, we don't have anything like that in ED.
Q.
Can I change topics now and ask you to go back to the
presentation of patients to the Emergency Department. How
are mental health patients presenting at triage?
A.
So there are two different components to triage for
.11/07/2019 (8)
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mental health patients: so there's a general triage for all
patients which divides patients into categories 1-5 based
on the life-threatening nature of their condition. So,
category 1 is immediately life-threatening, imminently,
possibly, and then down to potentially serious and then not
serious. So, that's a triage criteria based on urgency to
be seen; not necessarily on severity of the condition.
Then there's a mental health triage that goes
alongside that which puts people into, like, a risk
category in terms of their harm to their self or their harm
to other people, and then along with that gives some advice
on what level of supervision they might need. So, a
level 1 would be that they're very high risk to themselves
or a risk to other people and they need a high level of
supervision, right down to no risk and no supervision
required.
Q.
Which patients will the mental health staff see?
A.
So, generally speaking the high acuity, so the higher
end of the triage, as in the 1s and 2s. Just to explain
that a little bit more, we really don't have a service that
can provide a lot of assistance to the really low acuity
patients.
So, if you really need an admission and you're
obviously very unwell, then that's not an issue. But the
people who are presenting for help or assistance but don't
have - I'll give some examples - don't have active suicidal
ideation and don't have active acute mental health issues,
it's very limited what we do for those patients.
Q.
Once you've got through triage, if you are a low
acuity patient and you're assessed as not being a risk to
yourself or to others, what happens next after triage?
A.
You'll be seen by a doctor, a nurse as well as a
doctor, but if you're a low acuity patient without risk,
then you won't be seen by the Emergency Mental Health
staff.
Q.
Once a person's been seen by a doctor, are they then
discharged into the community?
A.
Yes, if there's no other reason for them to stay.
Q.
Is there any availability of information that can be
given to patients about seeking out help once they go back
into the community?
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A.
Yes, so we have information about 24-hour help lines,
we have a card that we can give people about the service,
yes.
Q.
Is that essentially how you provide that support, by
giving information to people?
A.
That's right.
Q.
What about patients who are perhaps more unwell but
they don't need to be admitted to a bed?
A.
So, they'll be seen medically as well by nurses and
doctors to assess the medical state, and the people who are
more unwell will be seen by Emergency Mental Health. The
Emergency Mental Health staff will then determine whether
an admission is required or not, and then if in the
scenario you're suggesting they're not required, then
they'll arrange some kind of community follow-up for them.
Q.
Can I ask you about the process for admitting people
to a bed: who can make that decision and how does it occur?
A.
So, the Emergency Mental Health staff make that
decision, and this is a unique area within my workplace.
So, for every other type of patient I am empowered to make
the decision about admission as a senior doctor in the
Emergency Department. The way that it works: if I think
someone needs an admission under a medical team and they
don't think so, they need to come and see the patient
themselves and then manage the care and either agree with
me or disagree with me and manage the ongoing care of that
patient, and that's very clearly written in Western Health
policy and is very common amongst Emergency Department
practice.
Within psychiatry I do not have that power. I can
only refer to the Emergency Mental Health staff and then
they will do the assessment and then they will make the
decision about whether the patient needs an admission or
not.
Q.
What's the reason for that difference between mental
health and general health?
A.
I think for us one of the biggest reasons is that we
don't own the mental health service.
Q.
What do you say about the availability of beds, even
though it's not within your control, what have you
experienced in terms of the availability?
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A.
So availability of mental health inpatient beds is at
crisis point, is what I would say. So, bed availability
for all types of patients is really tricky and we do have
some targets that are set nationally about how quickly
we're meant to be able to find those beds, and let's just
say that we're not perfect at that for any particular
patient group. But the mental health group stay longer in
an Emergency Department waiting for an inpatient bed than
any other group of patients do.
So, if I just give you some examples: 70 per cent of
the patients requiring an inpatient bed under mental health
will stay more than eight hours and 20 per cent will stay
more than 12 hours, whereas for all the other groups of
patients it's actually half that number.
The other part about this is that there's a 24-hour
rule, so essentially no patient is allowed to spend more
than 23 hours and 59 minutes in an Emergency Department.
That's very clearly set and it is not breached at any
point for any patient other than mental health patients.
And so, what that does is it means that mental health
patients can breach that 24-hour mark, and unfortunately
it's not very pleasant to say but they can breach a 48-hour
mark and a 72-hour mark as well.
Every month we have around two or three patients
breaching a 24-hour mark; sometimes it's zero a month. The
worst month that we've had in the last few years that I've
been Director is 14 in a month.
The longest length of stay we've had in the Emergency
Department for a mental health patient is five days.
Q.
What happens when you don't have a bed available and a
person is waiting for 24 hours or more? What happens to
the patient?
A.
Essentially nothing. So, this is another area within
health provision within the Emergency Department that's
completely different for mental health patients and other
patients. So, again, if you've got a medical or surgical
patient in the Emergency Department, the inpatient teams
would come and review that patient. So, even if there's no
bed available and there's waiting in the ED, there's a
collaborative care for that patient, they will receive
their treatment, their antibiotics, their oxygen and their
pain relief, whatever it is that they need and they will be
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reviewed by the team who is essentially managing them with
me in the ED.
Q.
Can you give an example by reference to a general
health condition?
A.
So, if someone has pneumonia, then I will be giving
them the oxygen and the antibiotics and the IV fluids if
they require whilst they wait for a bed in the ward, and
their team, the general physicians, will come and see them,
they will admit them, which is essentially a process on
paper, and then they will come and review that patient
whilst they're still in the Emergency Department. So, they
see that they are actually - they own that patient.
If there's something that goes wrong, so just say that
patient with pneumonia deteriorates and needs some higher
level care, then I will manage that in conjunction with the
team, the general physicians, who will come down from the
ward to do that. That is the not the case in psychiatry.
So essentially a patient waiting in the Emergency
Department for a mental health bed will get medications
charted by me in the Emergency Department. They will get
reviews by the Emergency Mental Health staff, but they
won't get any psychiatry care, and they definitely don't
get anything therapeutic, so there's nothing that they get
in terms of an intervention for counselling or therapy,
there's just medications.
They also don't get meals, they don't necessarily get
showers - this is something that we from the Emergency
Department are trying to work on, but if you can imagine
we're geared towards fast turnover of patients, most
patients don't need meals or showers, and we're not very
well geared to patients who are staying there for a really
long time, so things like meals and showers can actually be
overlooked for this group of patients unless they're
actually asking us.
Q.
And so, are there really two parts to the problem, one
is that there's no capacity for them to go where they
should be going, and that the Emergency Department being an
Emergency Department is not equipped to manage people on a
longer-term basis?
A.
And a third component which is that the psychiatry
team is not involved in their care during their stay. So,
I gave the example of the pneumonia patient deteriorating
.11/07/2019 (8)
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before. If a patient with mental health problems
deteriorates the usual course for that or the usual
scenario would be a behavioural crisis in which they get
quite agitated and need management of that, and that will
all be up to the Emergency Department to manage as well.
Now, we're very well trained in de-escalation and
behavioural crisis management, so the skill set is there,
it's just that I don't manage anyone else's deterioration
without the other team involved, but I do manage the
deterioration of a mental health patient without the
involvement of psychiatry.
Q.
Just returning to the question of wait times. The
National Emergency Access Target, or NEAT, is eight hours;
is that right?
A.
It's four hours for the general population.
Q.
Sorry, four hours. And is it different for mental
health?
A.
It's set at eight for the mental health population.
Q.
Is it set at eight officially according to that
target?
A.
It's a bit complicated but that's the one that we run
on.
Q.
Can you explain that?
A.
The four-hour one is pretty much for every other part,
but the eight-hour one is giving it a little bit of
flexibility for the mental health system.
Q.
Is it explicitly intended or designed to give
flexibility for mental health patients?
A.
Yes.
Q.
You referred to 24-hour breaches before: does a breach
occur when a patient has been in the Emergency Department
for 24 hours?
A.
Yes, for 24 hours or more, yeah.
Q.
And that applies whether or not they're a mental
health patient?
A.
That's right.
Q.
In the case of 24-hour breaches for non-mental health
patients, what are the consequences of a breach as far as
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the hospital is concerned?
A.
We don't breach 24 hours, it creates a very
significant investigation, including the management of the
hospital need to report to the Department of Health to
explain what happened. That doesn't happen in the breach
of a mental health - let me say, it's not as rigorous,
there's not as much fear around a 24-hour breach in the
mental health scenario.
Q.
Can I just draw you out on that little bit, about not
being as rigorous where there is a breach of the 24-hour
rule in relation to a mental health patient: what do you
mean by not as rigorous?
A.
It's probably best said that we tolerate the 24-hour
breach in the mental health patient because we know that
the system is much more difficult and also because, at
Western Health in particular, we know that we have little
control over the system of getting the beds. So, for the
non-mental health patient it's very much in our control to
make that bed happen, and so, therefore if it doesn't
happen the accountability is with us and there is a very,
very detailed investigation that goes into what happened.
With the mental health patients, there's less - or
there's no control over finding a bed, and so therefore, I
think it's felt that we could investigate and find out that
we couldn't do anything extra. I think there is also this
idea that, if you breach, it will be sending a message that
the system is broken rather than hiding it.
I'll just explain that a little bit more. So, there
used to be a practice where for some of the lower risk
patients who needed admission to an inpatient mental health
bed, we would put them in our short stay area or waiting a
bed. Now, there's lots of reasons to do this: so it frees
up the bed in the Emergency Department to use for other
patients. Our Emergency Observation Unit is a nicer ward
environment with a nicer bed, and it's a bit quieter, so
from the patient perspective - it's got a TV, it's a bit
nicer. But it also had the effect of stopping the clock,
which means that you could never get to 24 hours.
That practice was stopped for lots of reasons, one of
them being that we also need to use our short stay beds, so
we can't actually have a patient in there for 24/72 hours,
which was happening. It's also because some of the
behaviours of the patients were difficult within our short
.11/07/2019 (8)
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stay area, especially after they have to wait for 24 or
more hours, and the other thing is that we realised that
hiding the problem wasn't actually solving the problem.
Q.
A.

So, who are 24-hour breaches reported to?
So, me and sometimes --

Q.
Beyond you?
A.
Yes, so then upwards through the hospital to the CEO.
The CEO or the Executive Director of Operations will then
have to answer to the Department of Health.
Q.
On the basis of your knowledge, when you say the
24-hour or more breaches in respect of mental health
patients aren't rigorously investigated: firstly, do you
mean at a hospital CEO level?
A.
I'm sorry, I can't really comment on that. I just
know that I don't have to do the investigation that I would
for another patient.
Q.
I see.
A.
I imagine, but I don't know, that the CEO still has to
have a dialogue with the Department of Health about it,
there's an understanding that these will happen.
Q.
So your knowledge only goes so far as your
involvement?
A.
That's right.
Q.
And your experience is such that you don't have to do
the same kind of investigation or reporting at your level
that you understand would occur if a 24-hour breach
happened for a non-mental health patient?
A.
That's right.
Q.
Thank you. Can I ask you about what occurs with
patients who are brought to the Emergency Department under
section 351 of the Mental Health Act?
A.
These patients are brought in - essentially they're
brought in against their will to have a psychiatric or a
mental health assessment within an Emergency Department;
they're usually brought in by police with ambulance
assistance as well. So, these patients can - not really
want to be in the Emergency Department and may be quite
angry at the fact that they are there, hence why the police
are involved.
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Q.
What management issues arise for you in the Emergency
Department?
A.
These type of patients are managed very similarly to
someone who is coming in with quite an urgent medical
condition, so they need very quick attention from medical
nursing and Emergency Mental Health staff. They are quite
resource-intensive usually, and they also involve our
security staff. We obviously need to get the police back
out to the community, and so, our security staff will take
over some of that role.
What happens with some of these patients - so there's
a few different groups within this: the first group would
be people who are easily de-escalated, and by that I mean
they become calm and they realise that they're in the
Emergency Department for a reason, they're agreeable to
having a mental health assessment.
Obviously you have the other spectrum where people are
not agreeable to be there, and that can either be because
they intentionally don't want to be there, or it can be
because they're actually quite unwell and they're not
thinking well enough to actually make a decision about
whether they should be there or not. In those situations
people can be incredibly agitated and violent and require
behavioural management and usually chemical restraint. So,
by that I mean we give people medications to help
facilitate them to be calm, and unfortunately in some
situations we also have to physically and mechanically
restrain people, and I do mean by that that we have to
strap them down to the bed.
Q.
What are the challenges that your staff face in
dealing with that sort of situation?
A.
So they're very challenging I think for any staff
member, no matter how experienced you get with dealing with
behavioural crises, they're quite confronting. There's
always the risk of violence and injury to staff. There's
also quite a lot of disruption to the remaining - the other
patients and other relatives within the Emergency
Department and it's quite distressing for them.
It's not easy to hide what's going on from the rest of
the department, and at Footscray in particular we don't
have a behavioural assessment room yet, it's being built,
but it's not there so most of this happens in front of
everybody else, and that can be very distressing.
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Violence is a big risk within there scenarios, or
injury is a big risk within these scenarios, and we do have
staff being injured. I'm happy to report that our staff
injury rate is actually quite low and we've got some other
structures in place to help with that, but these particular
crises can end in injury.
Q.
The bringing on line of the behavioural assessment
unit, do you think that will provide real assistance in
that respect?
A.
It provides it - so, you're talking about the
behavioural assessment room?
Q.
Sorry, room, I beg your pardon.
A.
Yeah, no, that's fine. Yeah, so it provides a
different space. So, the idea of the behavioural
assessment room is to provide a space in a place that's
more conducive to the patient's dignity and the distress
levels of the other patients and relatives. So, you're
usually a little bit out of the way, closer to the
emergency and the ambulance entrance of the Emergency
Department and a bit more soundproofed.
Q.
Can I ask you a bit more about the physical makeup of
the Emergency Department. You say in your statement that
the environment of the Emergency Department is not suited
well to mental health patients. Can you elaborate on that?
A.
So, Footscray Emergency Department itself is very old,
it's very small and cramped and low ceilings, and it sounds
really silly to make that point, but it is actually really
impressively small. And it's also very busy and it's a
24-hour business, and so, the lights are on all the time
and there's lots of noise and there's lots of stimulation,
so none of those things are very good for patients who are
acutely unwell with mental health issues and they're also
not good for other patients who are not as well but still
needing to be there.
Q.
You've made the point in your statement that Western
Health is in the process of implementing a crisis hub at
Sunshine Hospital. What's your view about the utility of
those hubs and how compatibly they sit with the practice of
emergency medicine?
A.
So, I think one of the things about all of the
different types of strategies that people use is, everyone
wants to make the Emergency Department better for every
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single patient group, and one of the things that I always
say is that, my environment is designed to see patients
quickly and to institute their immediate and urgent care,
and then move them on to the next place.
And so, I would prefer to manage the number of
patients who are coming to me and the need for the
Emergency Department, but also then manage getting them out
of the Emergency Department to actually the destination
they need to go to, rather than create an environment that
is better for people to stay longer in an Emergency
Department. So, I'd prefer the process and the system to
be fixed rather than to make the environment better to stay
longer, if you understand.
So, from the crisis hub point of view, I think there's
some elements of that that are really, really useful, but
the problems that I have with it are that they, again, make
the Emergency Department seem like the centre of care for
all of the community, whereas I don't actually think that
that's what we're there for, and it feeds into that idea of
a one-stop shop, and that's the concern that I have, is
that, the other part of this from my Emergency Director
point of view is that I could do this for all different
patient groups.
So, the same concept happens for the elderly
population, that I should make an Emergency Department
that's beautiful for the elderly population to be there for
longer than anyone should ever be in an Emergency
Department, so how about I just fix the scenario of moving
the patient through to their actual appropriate destination
and we could make that environment appropriate for the
elderly population rather than the Emergency Department.
Q.
Can I ask you about discharge planning: what's
involved in discharge planning insofar as that occurs with
mental health patients?
A.
So, as a doctor I'm not involved in much of the
discharge planning, the Emergency Mental Health staff are
involved in the discharge planning. I imagine that it's
community follow-up, some of that will be general, as in go
back to a psychologist, here's the way you can do that;
some of that will be coordinated through the community
strategies such as having a caseworker.
Q.
So, you don't do it yourself?
A.
I don't personally arrange the follow-up.
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Q.
But is it ultimately your responsibility as the
Director?
A.
This is again a difficult space. So for the mental
health patients, no. For every other patient, yes.
Q.
Can you say one way or the other what the options are
for discharge if a person is homeless, do you know?
A.
So, the homeless patients, we do actually provide a
safety net for. So, homelessness is slightly different to
mental health, and so our social workers will be involved
in managing the discharge of the homeless patient.
Q.
I probably asked the question a bad way. If a person
has presented with mental health issues but has no place of
residence to be discharged to?
A.
So, we don't discharge those patients home until we
have sorted out something that we can do for them. So, the
typical scenario is if someone is after hours, or
overnight, then they won't go home until we've been able to
sort something out for them in the morning.
Q.
And, by sorting something out for them in the morning,
do you mean you will put them in touch with the social
worker who is at the hospital?
A.
So, social worker input, yes, and also crisis centre,
Homeless Crisis Centre contacts. I'll say, most of the
homeless people actually have all of those contacts in the
first place.
Q.
We've asked you a question which is addressed in your
statement which is, what are the most critical areas of
unmet need? You have said, firstly, that low acuity
patients represent a group suffering unmet need: what do
you mean by that in the context of an Emergency Department?
A.
So, Emergency Departments provide very, very little,
if anything, to the low acuity patients. Unless you really
meet criteria for seeing an Emergency Mental Health staff
member, which usually means some kind of risk to self or
risk to others, then you won't be seen by them and you'll
really have little, from my point of view. I will just be
making sure that you haven't taken the overdose you haven't
declared yet or harmed yourself in some way, but other than
that I can't provide anything.
So, I really feel like I do nothing for that group and
I've said, I think everybody who comes to an Emergency
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Department should get some kind of value-add, and that's
not necessarily what the patient thinks that they were
coming for, so it's not necessarily a diagnosis, but it can
be reassurance, it can be education, it can be a diagnosis,
it can be symptom management.
For mental health patients, especially in the low
acuity, I provide nothing. I might provide a card for a
phone number, but that's about all.
Q.
We've already addressed, I think, the needs of
patients requiring admissions. Can I ask you your views
about how demand on the Emergency Department, at least in
your area, is changing?
A.
So, we're growing; I think every Emergency Department
is growing. The rate of growth at the moment for Footscray
Emergency Department is about 5 per cent, and that's been
consistent. Sometimes it goes a little bit higher than
that but it's consistently about 5 per cent over the last
few years. That's higher than the population growth rate,
and I think that's probably reflected around a lot of
Emergency Departments, that the growth of Emergency
Department presentations outstrips the population growth.
Q.
You've mentioned the growing use of drug and alcohol
in the community: does that impact on Emergency Department
presentations, do you think, in terms of trend?
A.
Yes.
Q.
The college, our Emergency Department College does
research on alcohol in itself and says at least 10 per cent
of presentations to Emergency Departments are
alcohol-related, that's not including other drugs at all,
and the trend is, yes, that they are increasing.
Q.
We've asked you about your ideas for reform and you
have already mentioned Western Health needing to have its
own mental health service, which is I think your number one
recommendation?
A.
Yes.
Q.
You've mentioned the need for additional capacity
which we've already discussed. In terms of the changes
outside of Footscray Emergency Department, what do you
think are the important changes that need to be made?
A.
So, I do think there needs to be a lot more
community-based resources. I actually think that it's
.11/07/2019 (8)
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probably an untapped - I think there's an element of
untapped demand in there, because we're not meeting the
needs of the community at the moment, I don't think,
because they're coming to the Emergency Department and not
being admitted, so clearly not acute. But also, I think
that there's a lot of - we've talked about the stigma and
the discrimination around mental health and I think there's
actually an untapped demand for community services as well.
I did mention in my statement that I think one of the
things the Royal Commission could do was - is very powerful
around the awareness of mental health and the way that
employers and insurers could actually manage mental health
risk. I made the point that mental health exclusions at
insurance levels is actually not based on any type of risk
assessment or severity level, unlike any other kind of
illness, and I think that that's a form of discrimination.
And, although that does not impact on Footscray Emergency
Department at all, I actually think it's a very powerful
thing that the community could benefit from.
MS NICHOLS:
Thank you, Dr Senz.
Commissioners have any questions?
CHAIR:

Chair, do the

Yes, please, Professor McSherry.

COMMISSIONER McSHERRY:
Q.
Thanks very much for your
comprehensive statement. Just a couple of questions.
Would you have any data about how often patients would be
transferred and treated on a compulsory basis?
A.
I'm sorry, I don't. It's not an uncommon request that
patients are brought to the Emergency Department because
they're on a compulsory treatment order; that would be one
of the main reasons that someone would be referred to the
Emergency Department by the community teams, but I'm sorry,
I don't have that data on me.
Q.
Okay. You've described some circumstances that might
lead to the use of physical or chemical restraint. Can you
perhaps explain what chemical restraint means in this
context?
A.
So we do use it as a bit of a broad term and it can
be, at the lower end of it, using oral sedation, so tablet
forms of sedation such as Valium, or there's another one
that's commonly used which is called Olanzapine. To take
an oral medication a patient has to be fairly compliant and
cooperative with that, and so that's the lower end of
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things and we generally use that after de-escalation, or
talking with the patient is what we mean by that,
addressing their concerns, and then we'd offer something
like Valium to say, look, you're probably going to be
waiting a little while, do you think that this would help
you to manage your symptoms and your anxieties whilst
you're here? So that's the lower end of the spectrum.
In the behavioural crisis that we were talking about
before involving a lot of security guards and the idea of
mechanical restraint, we're usually giving an injection of
a sedative.
Q.
And, what happens then?
A.
So then the patient is asleep. So, there's a few
different combinations to what happens then. So, what
happens then is the psychiatrist has to be informed that
that has happened. There are a whole lot of compliance
things that we need to do as Emergency Department staff:
so, regular observations, regular checks of the restraints
to make sure that they're not causing injuries.
The patients are actually managed in resus, which is a
one-on-one nursing area so that we can identify if there's
any problems. Because the other side of things is the
sedation part, so the drugs are very powerful and we need
to continue to monitor them like an unconscious patient
essentially.
And then what happens is that we wait for the
medication to wear off; during that time we may have
released the restraints and, when they wake up, we do a
further assessment. Some patients wake up and that's
really all they needed, was a really good sleep and sort of
removing all of that anxiety and the really high crisis
state and the time under the medication has actually helped
that occur. Other people wake up and they're still very
unwell and, depending on what goes on, people unfortunately
could require further sedation.
Q.
How often would that occur, that extreme circumstance?
A.
So, we're doing much better at this now. When I say
"much better at this", we have a system in Footscray
Emergency Department where we actually identify behaviours
of concern proactively, so we're trying to reduce the
number of times that patients get to a crisis point.
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Our code greys, which is the crisis point, have
reduced about 11 per cent via this new process that we've
got, and the proactive way of managing it has increased
above 60 per cent. So we're actually seeing a reduction
and probably about once in every two days would we have a
crisis point.
Not every crisis point or code grey requires someone
to be retrained or to be given injections of medication, so
that might occur two or three times a week. It does
depend, we get peaks and flows.
Q.
Just to clarify, so two or three times a week a
patient might be sedated to unconscious levels?
A.
Yes. It might be more than that on some occasions, it
might be less. The other part of that is that some
patients require it repeatedly.
COMMISSIONER McSHERRY:

Thank you.

CHAIR:
Q.
Thank you. Dr Senz, thank you very much for
the overview, I think you've given us a very good
illustration of how an ED department works and the
challenges in managing it. I'd like to clarify: you do
say:
"'Ice' is a particular problem with mental
health as its harmful effects are more
immediate and it has a significant
relationship with psychosis."
You have referenced that a few times. Can you
describe for us what in fact occurs in relation to that and
if there are any particular management challenges you face
that are -A.
With psychosis or with ice?
Q.
Both.
A.
Patients who have acute psychosis have, in layman's
terms, lost touch with reality, they're very difficult to
rationalise with: so, some of them are not a problem at
all, their delusions are really internal and they're not
distressing to them, and so, they're very easy to work with
and manage.
Some patients with psychosis are paranoid, and if
their paranoia is very real for them and they think that
.11/07/2019 (8)
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people are actually out to get them they can be incredibly
agitated, as you can imagine, and scared.
There's obviously variations on a theme within that,
but ice can trigger a psychosis, and again, that could be a
spectrum but it tends to be very acute. Most of the
pharmacological psychoses are very real and very acute and
patients are incredibly scared or angry.
Q.
Thank you. We have heard from a number of witnesses
already before the Royal Commission about their experiences
of going to Emergency Departments, and I think that fear
that you've talked about is very often what they will
describe.
They have also talked about though the impact of the
waiting times in an Emergency Department, and hence, eight
hours might seem a very, very long time for someone in
acute mental health crisis, let alone the other extremes
you've talked about, and so, we do hear from time to time
people have talked to us about the fact they just can't
wait in that environment, they find the loss of dignity,
the noise that you've described very eloquently, the lack
of privacy overwhelming and they leave and don't seek the
assistance that they've come to get. Would that be your
experiences in terms of the impact of those wait times?
A.
Absolutely. I think all patients do a good job
waiting, the level of time that they have to wait. And
obviously, if we could make it a shorter wait, we would.
But I think for mental health patients in particular it's
very challenging to wait that long, and, like you've just
explained, the stimulating environment is not conducive to
them waiting, and also, if they're very acutely unwell,
they're actually not as well understanding what's going on.
So I think it is very challenging, and I'll say, even
once they get in and if we're waiting for a bed, one of the
biggest reasons for a behavioural crisis or an escalation
of behaviour is just waiting.
Q.
And that might mean a response with security guards as
a result?
A.
Absolutely, yeah, and it's just awful. It's
especially awful because we can't do anything about it. We
feel powerless as well, but it's a trend that patients do
get to - and most patients I'm going to say, most patients
would get frustrated, but the behavioural crisis is a
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reality for this particular group of patients with respect
to waiting.
CHAIR:

Thank you very much.

MS NICHOLS:

May Dr Senz be excused?

CHAIR:
Yes, thank you very much for your evidence today,
Dr Senz.
<THE WITNESS WITHDREW
MS BATTEN: Commissioners, the next witness is Ms Tracey
Morgan. I call Ms Morgan.
<TRACEY LEE MORGAN, affirmed and examined:

[10.42am]

MS BATTEN:
Q.
Thank you, Ms Morgan. Have you, with the
assistance of Monash Health's legal advisors, made a
witness statement to this Royal Commission?
A.
Yes, I have.
Q.
I tender that statement. [WIT.0002.0013.0001] You are
the Community Mental Health Services Manager of the Casey
Area Mental Health Service; that's right?
A.
That's correct.
Q.
Could you please outline what that role involves?
A.
So, Casey Area Mental Health Service is part of the
Monash Health Service. We have a number of sites and
area-based services, Casey being one. My current role
involves oversight of the CAT teams, the Continuing Care
Teams, our PARCs units and our psychiatric triage service,
and I've previously as well been involved both in a
manager's position and in this position, and as a clinician
in working in our Emergency Department services.
Q.
Previously you were involved in overseeing the
Emergency Department, could you just elaborate for us what
that role involved?
A.
Yes, so I was the manager of the ECAT services, so the
mental health clinicians that were based in the Emergency
Department providing assessment and treatment for clients
that presented.
Q.
A.

What is the ECAT service?
So, ECAT is the Enhanced CAT TEAM.
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Team level clinicians or acute community mental health
clinicians who are based in the Emergency Department, to be
able to provide that assessment in that Emergency
Department space.
Q.
You've said they're clinicians: can you just clarify
what roles people occupy in that team?
A.
Yep, so we have a mixture; the majority are usually
mental health nurses or psychiatric nurses. We do have
social workers, we do have OTs, we do also on occasions
have psychologists, so it's usually a mixture.
Q.
Referrals are made to the ECAT Team by Emergency
Department staff; is that right?
A.
That's correct, so someone may present to the triage
window, describe having a mental health issue and then that
referral can come directly to the ECAT clinicians, or it
may be that people have presented for something different
altogether, but in the course of investigating that,
medical staff in the Emergency Department have discovered
that there's a mental health component and as a consequence
they have made a referral to the team.
Q.
People may also come to the ECAT Team through the
psychological triage service, which is a phone service?
A.
That's correct, yeah.
Q.
People can ring that service and be referred to the ED
and come to you that way?
A.
That's correct, so that's our 24-hour contact service,
so it may be that people have called that phone number,
there's been a concern about their level of risk, so that
they don't feel that people can wait to be seen in the
community and they may be directed to present to the ED and
present to that triage window, but will be contacted to be
advised that they're coming and what information's been
discussed so far.
Q.
Can you clarify for us, what's the criteria to be
referred to the ECAT Team? What do you have to satisfy to
come to your team?
A.
Look, we are I think probably more flexible than some
other services. So, for us - I know we were hearing
before, that very acute sort of end of the service. We
would tend to see anybody in our Emergency Department that
presents with a mental health issue. So, we don't wait for
a criteria that's about risk or suicidality or the acuity.
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If you've presented with a lower acuity presentation, it
doesn't mean that we won't see you, so we will see people
in those circumstances where there's a mental health
component irrespective of the identified risk.
Q.

You've stated:
"Most of our patients present in crisis.
Some who feel they are in crisis do not
satisfy the objective criteria for access
to crisis support services."

Can you first just clarify, what crisis support
services are you referring to there?
A.
So in that circumstance I'm talking about either
potentially admissions, or CAT Team follow-up as a specific
community treatment team. We have clients that will
present that we may refer to other services as well outside
of that particular crisis space. So, it might be - we
don't tend to refer very much to our Continuing Care Teams
directly from the Emergency Department, but we might use
programs like The Way Back who provide sort of three months
support in the community but it's more psychosocial in
nature. We might use other non-government organisations,
we might send people back to GPs for referrals to
psychologists or private psychiatrists, so we look at a
number of options in terms of what's available in the
community.
Q.
You've referred to the objective criteria for those
services: are criteria for those higher than getting to the
ECAT Team?
A.
Yep. Sorry, can I just check: so, you're asking about
the criteria of how people would be referred to the CAT
Team, what that would look like?
Q.
Yes.
A.
In doing the assessment people would be presenting
either as at risk but able to work with us in terms of
being kept safe in the community and having support, or
they may be very psychotic or very unwell but their risk is
otherwise manageable, so they're not acutely suicidal
per se but still very unwell and able to engage with us in
treatment.
Q.
In reference to the Emergency Department you have
stated:
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"There is a growing need for mental health
services and waiting times are increasing."
Could you outline for us what the growing need is?
A.
Yep, so Casey is based in a growth area of the
catchment; we sort of have a large amount of housing
development in an area that doesn't have lots of existing
infrastructure necessarily in terms of other services that
you can access in crisis. It also has its own stressors
with people moving into these sorts of areas, they may be a
long way from family and other supports, they're often
taking on mortgages that place them at financial stress.
We see a lot of people, probably more than I would have
five or ten years ago, who are presenting maybe with
suicidal ideation but in psychosocial crisis: they're not
being able to make their mortgage payments, they may have
lost their jobs, they are having relationship difficulties
or relationship breakdowns, more domestic violence, and so,
the build up of those stressors has led them to a point
where their mental health is then compromised and they're
at risk.
Q.
When you say "the waiting times are increasing",
waiting times for what do you mean?
A.
Across the board really, so the waiting times in the
Emergency Department when people present there just to see
people are increasing. For Casey Hospital the average over
the last 12 months would be five hours, but that's the
average, some people may wait an hour, some people may wait
eight or nine. It's a 20-bed department and it's very
small. Casey over the last four months has averaged about
360 mental health presentations a month, so it's a lot of
people to sort of move through what's a fairly small
Emergency Department.
But also, as community services are put in place, so
any of those non-government organisations for example,
there will be an influx of referrals as they start and then
things will get to the point where there are waiting lists
and it's difficult to access those services.
There are also a number of community-based services
that exist, but they're tendered, so they're only there for
short periods of time, and after a couple of years they may
change names or location and it's very difficult to track
that, so if you're in the community trying to find support
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before you get to a crisis, it can be very hard to know
where to go and what to do.
Q.
In the Emergency Department you've said that clients
can wait - the average is five hours, is that what you
said?
A.
Yes, and that's just for the initial assessment, to
see a mental health clinician, that's the average, but it
can be much longer than that.
Q.

In your statement you said:
"When I was first working with ECAT over
10 years ago I saw more patients with
depression and psychosis but now we see
patients with a wider range of mental
health issues."

Can you elaborate for us what are the wider range of
mental health issues that you're seeing?
A.
Yes, so I think we're seeing a lot more clients who
are, as I say, in that psychosocial crisis and have mental
health impacts as a result of that. We're seeing a lot of
clients whose behaviour and mental health has been impacted
with substance use. It's not that those clients weren't
there before but I think the increase in the use of
stimulants has meant that we get a lot more presentations,
I think, with quite agitated and behaviourally disturbed
clients who then have mental health impacts as a result of
that substance use.
We still do see clients obviously who are either
psychotic or having more traditional presentations like
bipolar disorders and more chemically driven depression,
but I think we have a greater number of people whose mental
health has been impacted by what's going on within their
lives, as well as a behaviourally/biologically presented
illness.
Q.
Are you able to comment on what proportion of patients
who come to the Emergency Department are involuntary
patients?
A.
I couldn't tell you off the top of my head the number.
I know that we work very hard to try and keep as many
people as voluntary as possible, but there certainly is a
component of people who are brought there against their
will either by the police under the section 351 that we
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were talking about before; we do also have clients who are
sent to the Emergency Department by our community teams: by
psychiatrists, by GPs, on an assessment order or on a
variation of their treatment orders.
Q.
Staying in the Emergency Department, when someone's
come to the Emergency Department and they've been triaged,
where are they physically waiting then?
A.
So it sort of depends on how they've presented and
where they present. If they've presented themselves to the
window, unless they're triaged as being at high risk,
they'll most likely be waiting in the waiting room. For
those clients who may present with police or ambulance, the
ED staff will do a triage of their presentation, and again,
depending on their risk, they may go directly through to a
cubicle or it may be that they go to the waiting room to
wait as well.
Q.
You said in your statement that the ED environment is
not helpful for patients who present in crisis or who are
exhibiting mental illness. Can you elaborate on why it's
not helpful?
A.
I think very much, as we were hearing before,
Emergency Departments are very busy places, they're fully
lit 24 hours a day. You know, they might turn some lights
off at night, but it's never not lit up there. They're
noisy, they've got a lot going on.
Some of the noises that you hear and the voices that
you hear across the Emergency Department are not only loud
but very distressing. You'll have families in there who
are in the process of being given the news that their
family member's not going to survive; you've got people
coming in with trauma incidents and that's noisy and quite
chaotic; you've also got people coming in behaviourally
disturbed either because they're substance intoxicated or
because of other things that are going on for them at the
time, or because of pain, and so all of those noises are
sort of constant and 24 hours.
And when you've come in in crisis and you don't know
quite what's going to happen, and you're scared and
overwhelmed and you're in this environment where you're not
necessarily going to get any sleep, your support people or
your family may or may not be there, and people aren't in a
position to spend a lot of time with you to provide any
reassurance. I mean, we will provide what we can in terms
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938

718

T L MORGAN (Ms Batten)

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

2019 public hearings

of medication and treatment, but you were already feeling
pretty terrible before you got there and to spend
potentially 24 hours or more in an environment like that
isn't doing anything a lot - to any degree that offers you
any help or assistance or gets any better, it's very
overwhelming.
Q.
When someone sees the ECAT team, where is the
assessment conducted?
A.
It's usually in a cubicle. Cubicles in Casey
Hospital, some have physical walls, there are some specific
rooms that are there, but the majority of cubicles are sort
of paper curtains and things that you can draw around to
get at least a little bit of privacy. Casey, unlike some
of the other departments, doesn't have a specific interview
area that we can use to see people, so we're reliant on a
cubicle being available.
Q.
Can I turn to the issue of treatment.
that ECAT does not turn anyone away.

You've stated

What does that mean? Does that mean everyone who is
referred to ECAT gets assessed?
A.
(Witness nods).
Q.
Do they also receive treatment?
A.
Yeah, so what we will do is we'll do an assessment; to
do an assessment properly in terms of an ECAT assessment,
so that means talking to the client, talking to their
family or next of kin, their stakeholders that are taking
care of them for those that you can get hold of depending
on the time of day and actually writing that up, it's about
an hour and a half. Everyone will get that assessment.
Some of those people will go on to then need admission to
hospital, some may be able to be linked in with our
community teams. For others where we may not be picking
them up for treatment, we will still look at what options
are available and try and provide some specific plans and
ideas to put in place.
Q.
I'd like to go through each of the options but just at
the outset can you clarify what they are: one option is
admission?
A.
Yes.
Q.
A.

One option is linking to community services?
Yep, so that would be more primarily our acute CAT
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Team kind of follow-up, or we have an option through Monash
Health which is our APM clinic which is a psychological
service that's available that I can book an appointment
through a diary at the time.
Q.
I will ask you some questions about that. But in
terms of the options, is the only other option discharging
people?
A.
By and large they're the sort of acute options. We do
have Continuing Care Teams, but when people have presented
in crisis that's not normally the sort of treatment that's
best suited. It may be that you get followed up by our CAT
Team initially and then we look at those longer-term sort
of referrals at that point.
Q.
Can we turn first to the option of admission. What
proportion of people who present to ED with mental health
issues get admitted?
A.
Look, I think it is sort of between about a third and
50 per cent, and then we get skewed a little bit because
some of those people coming to the Emergency Department are
coming specifically for a bed because our community
services aren't able to provide them with that support in
the community any more, but that would be the number from
the Emergency Department that goes through to wait for a
bed.
Q.

You've stated:
"The biggest driver in assessing whether
someone should be admitted to hospital or
treated in the community is their risk to
themselves and to other people, especially
a family member."

Can you explain to us, why is that the assessment
criteria for whether someone gets a bed?
A.
Admission to hospital at the moment, so our inpatient
unit stay, is around about nine days. The inpatient unit
does a great job and they provide containment and support.
But there's also acute community treatment options in
the community. So, if we think that we can work with you
and keep you safe, you've got the support of family or
friends or people that can come to offer you support, then
that's often a better option for people when they're in
their own environment. We can come and see them at home,
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they can come and see us depending on what suits best, but
we're able to provide the sorts of treatments for people
who are acutely unwell in the community to at least get
things started and get them on the path to recovery; that
doesn't have to happen in a hospital.
But if we can't keep you safe at home or if you've got
to a point with your family and your loved ones, because
it's taken quite some time for them to be able to get to a
point of getting treatment and support, they are just not
in a position to be able to continue to offer that support
and we can't keep you safe, then we would again look at
hospital and that option.
Q.
When the person is admitted on that risk criteria, is
the underlying condition treated or is the crisis just
managed?
A.
So look, they will be started on treatment for the
condition itself, but that treatment won't reach a point
where we'll see whether it's going to resolve the symptoms
or not. For most medications and treatments that we start,
and it's really that medication treatment that we're
looking at initially, it will take a couple of weeks before
I even start to see whether it's having much impact on your
symptoms. Mostly I'll know if it's giving you
side-effects, that if it seems like the right kind of
choice, it will take quite some time from there to see
resolution of symptoms.
So people aren't going home from hospital, you know,
with a full recovery of their illness, but medication will
be started.
In terms of the more psychological kind of treatments,
again you might speak to somebody during your inpatient
stay but that's longer-term work that will happen in the
community.
Q.
I'd like to turn to the issue of suicide.
stated:

You have

"Admission is necessary where there is a
risk of suicide or a high risk of self-harm
or harm to others."
Does Monash Health have experience of people who
present to the ED who are suicidal who are not admitted?
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A.

Yes, we do.

Q.
Why aren't all people who present as suicidal
admitted?
A.
So, suicidality and the experience of that for people
is very different. For some people, it may be the first
time they've experienced this, it may be in the context of
either their first onset of symptoms, their first onset of
illness, their first experience of being psychosocially in
a position where they're feeling really stuck and they
don't have options. That presentation of suicidality may
be very different to somebody else who has, over a period
of time, developed what we call maybe a chronic path of,
they may have had a life where they've had a lot of trauma
or a lot of distress, and part of the way that they
experience that is that suicidality may be with them all
the time, they may not ever get relief from it, but there
may be a capacity to distinguish between, I'm feeling
suicidal and I want to do something about it right now,
versus I'm feeling suicidal which is always there but I'm
looking for help to be able to work through that and get
assistance with that.
So, suicidality in and of itself isn't the same for
everyone that presents, and so you need to assess what
that's about, what the risks around that are, and try and
do the best that you can to try and work with the client
about that and find some plans that help them to maintain
safety and to access the kind of treatment that's going to
try and help to either reduce or resolve that.
Q.
If a person is suicidal but is not admitted, what
treatment or support is provided in that scenario?
A.
So some are referred to our acute community team, so
they may go to a CAT Team for follow-up. For some where
the suicidality may be about that more chronic kind of
picture but not an acute experience of it, it would be
looking at what the best sort of treatment is for that.
In a number of those cases it's psychological
treatment and support around developing different
behaviours, which is longer-term working. It can also be
quite difficult to access so it's not necessarily an easy
path to link somebody into, but there are certainly a
variety of options like that that you would look at.
Q.

Does Monash Health have experience of people who
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present to the ED, who are suicidal, who are not admitted,
and then who die by suicide?
A.
Yes, we do.
Q.
A.

Have you been involved in reviews of those situations?
Yes.

Q.
Have there been systematic changes as a result of
those reviews?
A.
Yep, yep.
Q.
Could you outline for us some examples of the types of
systematic changes?
A.
Yep, so we've done a variety of different things, I
guess, over the years. One of the more recent ones is
quite extensive review about how we do risk assessment and
how we capture sort of what I was talking about before,
that difference between that very acute picture of
suicidality and then a picture of chronic suicidality that
may have become more acute, so we've done quite a bit of
work in terms of working with our staff and our
documentation around trying to be able to predict those
sorts of factors better than what we had.
We've also looked at, for clients who are in our
Emergency Department, and as we were hearing they can be
there for 24 hours, rather than being in a position where
we do the assessment and then it's like, alright, well,
then you'll go on to a bed. We have asked our clinicians
to be making sure that they're going in regularly and doing
mental state and risk assessment.
So, if you're sick enough to stay there and wait for a
bed we should be checking how you're doing. We've got our
medical support for - our ECAT teams going in and starting
treatment, rather than waiting to start treatment when they
get to the ward. We're getting those staff involved
earlier in trying to get those things rather than waiting
for people to get to the next stage in their treatment.
Q.
And so, there's been a change to the assessment
process, that's been implemented?
A.
Yes.
Q.
Since that change, has anyone presented to the ED
suicidal, not been admitted and then died by suicide?
A.
Yes.
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Q.
In your experience, is that situation unique to
Monash's ED?
A.
I don't believe so, no.
Q.
We were talking about the options when someone
presents to the Emergency Department and we were talking
about admission. Can we now turn to the issue of when
someone is not admitted: what happens in that scenario?
A.
Yep, so where someone is not admitted they will often
go onto our CAT teams for community support, so that's a
community-based team, usually geographically located. They
will go out and either see people at home or have people
come into a clinic to see them. That's sort of the primary
team that we offer.
We also have the APM service, our psychological
service, that we can make a referral to, or alternately we
can look at what other services are available in that local
area that people may be able to access: it may be a program
that we're currently involved with called The Way Back
where a non-clinical person provides three months worth of
support in a catch up with people and also helping them to
work through some of the psychosocial challenges that are
contributing to their mental health distress.
It may be other non-government organisations who are
able to provide sort of follow-up and support for periods
of time.
Q.
One of the options you just referred to is the Agile
Psychological Medicine. The Commission has heard evidence
that the number of people who could benefit from that
service hugely outnumbers the actual referrals they
receive; are you aware of that?
A.
Certainly at the beginning, yes, I was, and I'm aware
of the evidence, yes, earlier.
Q.
Can you explain for us what is the barrier, why aren't
the referrals making it to the Agile Clinic?
A.
I can sort of talk to the Casey experience of it
probably more than anything else. I know that certainly
initially it was a bit of a challenge for people to think
about things in that different way, and triage is probably
the other area I'm aware of in terms of how they can refer
directly into this clinic.
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I think initially there was a challenge for our
clinicians to think about those treatments in a different
way. I think also, as they got more familiar with it and
started to use it - you know, what I would say at the
moment, our issue is more about being able to get access to
appointments and resources more so than an unwillingness to
refer, so it is something that's changed over time.
Q.
A.

You also refer to the fact that you manage a PARC?
Yes.

Q.

You've said in your statement:
"PARC performance is not tied to KPIs of
any kind but occupancy need is directly
linked to hospital demands."

Can you please explain what you mean by that?
A.
So I think PARC is - I know there's been a previous
witness during the week as well - PARC is a residential
recovery service that's available for people to use for a
sort of two to four week period depending on the nature of
their presentation and their recovery goals.
What we are finding is that, because of the pressure
on beds at that end of the service, we're finding that the
kinds of clients that we're having come, is what we call a
step-down. So, there's always been the option of people to
come from hospital to a PARC to continue to have support,
working to integrate back into their home life or going
back to work and those sorts of things, that's always been
available.
What we're finding I think more is that people are
coming to PARC as well because we needed some place for
them to go to be able to create acute beds for people who
are coming from Emergency Departments or who need that more
sort of contained environment, and that means that some of
the clients that we've got are not as engaged in the
recovery progress and the referral is more about having
some place for them to go to reintegrate to going back
home. So it sort of compromises the program to a degree.
But people need some place to be, they need that support.
There are still things that we can help them with and work
on but it just means that things are not exactly the same
and the stay is shorter than what it may have been, you
know, if I compared it to a couple of years ago.
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Q.
Can I turn to the issue of homelessness.
to patients who are homeless you've stated:
"If the patient does not need treatment or
admission, we keep them in the ED until
accommodation somewhere is found or they
are able to be linked to a crisis
accommodation service."

Can you give us an indication of how many patients
that you see would fit into this category, how many
patients are homeless?
A.
Yeah, it's unfortunately a growing number. Our
information so far suggests I would think probably around
about a third are experiencing homelessness, but we
consider that quite a broad category, so it's not just
people who don't have a home full stop although there are a
number of people in that circumstance.
What we're finding is more and more clients who either
financially are not able to afford the housing options that
are available, they may have been displaced from home
either again because of mortgage stress, relationship
breakups, domestic violence. They're not able to return
there but they can't afford accommodation to go anywhere
else.
There's also people who, because of the nature of
their illness they're just not in a position where they
have the skill to sort of manage being in what is some
fairly unpleasant accommodation services that are out
there. I was hearing the other day of a client who had
been sent to an accommodation through an accommodation
service to some place that didn't actually even have a door
on the room that they could close.
So the nature of the accommodation services that are
available if you either don't have access to any kind of
Centrelink or any kind of financial support, or you're not
able to return to a home for other reasons, whether it be
an AVO or a relationship breakup, your options are very,
very limited.
From an Emergency Department and from an ECAT
perspective we can link you with an accommodation crisis
service but they still have difficulty actually accessing
.11/07/2019 (8)
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accommodation services - you know, suitable accommodation.
People will be put up in hotels for a couple of days which
is not sustainable.
What we find is that, while people are struggling with
those sorts of issues, it's incredibly difficult to make a
plan about how to engage with a psychologist or a
counsellor or anyone around your psychological needs when
you're trying to figure out where you're going to sleep
safely tonight. And, by the time people get to us, they've
often worked their way through couch-surfing and staying
with friends and families, and that's no longer a viable
option for some of these people either and makes it really
difficult for them.
Q.
You've said in your statement that you have staff on
the phones in the ED trying to find a place for people in
the community. What staff do that role, who's performing
that role?
A.
Primarily it's trying to contact crisis emergency
services, and that's ECAT primarily. We've had discussions
with our social work services in the Emergency Department
but they don't have any better options either, so
essentially if we were to ask them for support, they would
be providing the emergency accommodation service phone
numbers.
Q.
You've also referred to the ED being a stressful place
and the pressure on staff. Can you elaborate on the
pressures that are experienced by staff in the Emergency
Department?
A.
Yep. So, look, from an ECAT perspective, there isn't
ever not really people with a mental health issue in the
Emergency Department. I know when I look through, I get a
text every morning that tells me how many people are in the
Emergency Department, and every morning you start your day
with six or seven people in the department that have been
there from the night before, some are there waiting for
beds, some are there waiting for reviews, some are there
waiting for us to try and help with accommodation or
linkage to other services because they're being discharged.
That's sort of where you start, and so, you start
working your way through those clients, but in the meantime
you've got other clients continuing to come into the
department.
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So, for us we've sort of changed our - where we place
our resources. We've got two clinicians in the morning as
well as our medical staff support, two in the afternoon and
one person at night. But in a 20 bed department you can
have a lot of clients in there that are either waiting for
ECAT, waiting for transfer somewhere else, waiting for us
to hear back from people so that we can tie up a plan that
keeps them safe. That's incredibly frustrating for
clients, for the Emergency Department staff, and so, you
know, there's only one or two of them and you're trying to
assess people, you're trying to absorb their stories,
you're sometimes talking to clients that don't want to talk
to you and that can be quite confronting when people are
agitated and angry and frustrated.
You've got a department and staff that are also kind
of saying, what are you doing? Why are people still here?
Where are they going? It's not an easy place to work.
Q.
Finally, Ms Morgan, what changes to the system do you
think would help ECAT better meet its objectives?
A.
Look, I think there is a big gap in terms of people
being able to access services before they get to the
Emergency Department. I mean, things have been added: we
have things like our PACER units which is where clinicians
go out with police to try and see people, where things have
got to a point where 000 has been called because of
emotional distress or the situation in terms of
containment, but a clinician who can go out and assess
situations there and make direct links to our CAT teams and
admission beds as well to try and support people not having
to come to the Emergency Department for that assessment.
But I think, you know, I speak to a number of families
and a number of clients who talk about being - you know,
knowing that things aren't going well, but not being able
to access help, there's a huge gap in terms of being able
to identify services who can provide help before it gets to
that crisis point.
And, whilst it was a service that we used to be able
to offer in our community teams, the demand at that crisis
end now means that we don't get as involved with people in
those earlier stages where you could avoid people getting
to crisis point.
And, in terms of the non-government organisations,
.11/07/2019 (8)
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because they're tendered, because they move, because they
change; I know they're there and I have trouble finding
them and figuring out who it is and who doesn't have
waiting lists. If you don't know the system and you're
going to look, it's really, really hard to find people.
Then, you can look at GP and private psychologists and
private psychiatrists, but that's not necessarily
financially sustainable. There are not many that actually
do bulk bill. So, even though there is government support
for accessing those services, it's not necessarily enough
sessions or long enough to address the kind of issues that
people are trying to deal with, and they don't have the
capacity to financially sustain those gap payments and
trying to access the treatments and services that would
help them to develop better coping strategies or help
people to understand their illness better and how to manage
it, you know.
That middle part of the system has kind of disappeared
and families understandably are very distressed, that they
know that their family member is going unwell, the family
member might not think they are, but they know that they
are and they don't have capacity to get help for them in
the way that they think would be useful.
MS BATTEN: Thank you very much, Ms Morgan.
there any questions for Ms Morgan?

Chair, are

CHAIR:
No, thank you very much, Ms Morgan, for your
overview this morning.
MS BATTEN:
CHAIR:

May Ms Morgan be excused?

Yes, please.

<THE WITNESS WITHDREW
MS BATTEN: Thank you.
a morning break?
CHAIR:

Chair, is now a convenient time for

Yes, thank you very much.

SHORT ADJOURNMENT
MS NICHOLS:
Commissioners, the next witness is Assistant
Commissioner Glenn Weir, I call him now to give evidence.
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<GLENN CHARLES WEIR, sworn and examined:

MS NICHOLS:
Q.
Mr Weir, do you have the rank of
Assistant Commissioner within Victoria Police?
A.
Yes.
Q.
Are you responsible for the eastern region of
Victoria?
A.
I am.
Q.
Can you describe what that encompasses geographically
speaking?
A.
So I'm responsible for all police operations from the
City of Monash in the south up to and including Wangaratta,
and then as far east as the Shire of East Gippsland, so to
the New South Wales border and encompassing all the border
areas along Wangaratta, down to Shepparton and Gippsland,
and back through to Knox and Boroondara, so a large part of
Victoria.
Q.
A very diverse region?
A.
It is diverse in terms of community, demographic and
requirements for policing.
Q.
How many police are there assigned to the eastern
region?
A.
I have just on 2,800 sworn police and Victorian public
servants.
Q.
Before I go any further, have you prepared a statement
which answers the questions the Royal Commission has asked
you?
A.
I have.
Q.
I tender the statement. [WIT.0003.0002.0001]
Assistant Commissioner Weir, can I ask you to explain
briefly the role of Victoria Police that is set out in very
general terms in s.19 of the Victoria Police Act?
A.
Sure. So, Victoria Police has a range of
responsibilities that are articulated in the Victoria
Police Act. In particular, a number of it obviously
focuses on detecting and preventing offences and
apprehending those who commit. But more particular, I
think, in this context is around helping those in need of
assistance and that's certainly one of our key roles.
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Q.
Police are often the first responders to situations
involving people with mental health issues and their needs;
that is right?
A.
That is true.
Q.
Will those situations include times where mental
health issues are explicitly called out when police are
contacted but also times when it is not?
A.
Yes, so there's generally three ways that we come into
contact with people, and that is either those people who we
come in contact through the criminal justice system; there
are those that we come across by virtue of calls for
assistance, that can be from members of the public, family
members, or people in the medical sector; or those that we
just come across in everyday policing, including random
connections in the street, through traffic intercepts,
through attending people who might be victims of crime,
road policing intercepts, or attending accidents. There is
a broad range of ways we come into contact with people
experiencing mental health.
Q.
Do mental health clinicians sometimes ask you to do
welfare checks?
A.
Often. That is a duty that we perform many times
every day and to varying degrees of severity, and varying
outcomes and varying ways that we would respond dependent
on what we know or find out during that contact.
Q.
You've said in your statement that police are not
mental health clinicians but are nevertheless expected to
make decisions about an appropriate response in those
circumstances you've just described, including whether or
not to engage other services?
A.
Yes. In my experience of 38 years, whilst we're not
mental health clinicians, you quickly become experienced in
recognising attributes of mental health for those people
experiencing mental health. Our experience level and our
structure around supervision, risk assessment, seeking
information prior to engaging someone, in particular when
we're called for a planned response to, in particular from
a mental health clinician or from the health sector varies,
but we try and obtain as much information as we can, and we
make assessments based on the facts as they present and
take a course of action as those circumstances dictate.
Q.
Is there a protocol between the Department of Health
and Human Services and Victoria Police which is intended to
.11/07/2019 (8)
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provide guidance to police about how to interact with
mental health clinicians?
A.
There is. The Mental Health Act provides us with
legislative powers to do certain things in response to
certain incidents. The practice guide, the protocol, has
been developed to inform what the legislation allows us to
do in a more prescriptive and assisting manner and it's
used daily and it's of great assistance.
Q.
Is one way that the Police Act is a conduit between
people in the community and the mental health system, by
making a referral under the Victorian Police e-Referral
system?
A.
It is. So, there's two streams here, and one enables
us to - I suppose we have three options: one is to do
nothing if the circumstances dictate that there's no
requirement; (2) is to make a referral for a non-crisis
issue through the Victoria Police Electronic Referral
System, and I'll explain that a bit further in a moment.
The third option, of course, if the circumstances present,
is for us to enact our powers under the legislation and
take that person to a place for assessment or further
treatment.
Q.
We'll go back to that in a moment, but can we return
to the e-Referral system?
A.
Sure.
Q.
Sure. So, we have a system, an Electronic Referral
System, that is utilised for 26 different circumstances,
excluding family violence which has its own particular
referral system. For mental health referrals, people
experiencing mental health, we gather data, fill in a form,
and that is transmitted to Monash Health which has the
contract and responsibility with us to receive, triage and
action those referrals.
We have a "no wrong, door approach." By that I mean,
the referral may be for someone who has a drug and alcohol
issue, as the non-clinically trained police would attend
and think that might be the issue, and that might be
referred off, but then it might turn out that there's
actually a mental health issue, so there's a re-referral.
And Monash Health certainly work the other way: if
they receive a referral for someone who's experiencing
mental health and through their contact realise that, well,
.11/07/2019 (8)
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actually this person has a significant drug and alcohol
issue or there's other factors of comorbidity that might
need a re-referral, they certainly do re-refer on. So, it
doesn't matter how people get there, as long as they get
there.
Q.
So, this as consent-based system for non-urgent
situations?
A.
Yeah, correct, and that can be problematic, is that it
has to be consent-based. However, with respect to people's
privacy and their human rights we make that call that we
don't refer people if they don't consent.
Q.
So essentially, the police officer involved, with the
consent of the person, will take their details?
A.
Yeah.
Q.
And enter them into the portal and then Monash Health
will contact the person?
A.
That is, in essence, what happens.
Q.
Is another more direct way in which the police are
involved in connecting people with the mental health system
the one you mentioned before, which is where they are
called to apprehend someone under section 351 of the Mental
Health Act?
A.
Yes, so that particular provision in the Act, it gives
us the legislative power to apprehend people and to take
them for assessment. However, that power is not used
lightly and it is often the end point of a considerable
period of engagement, discussion, intelligence and
information gathering from as many areas as we can before
we take that decision to apprehend someone, which can be
quite traumatic for the person, for their family, for
observers, for the police, and to then take them by either
police transport, which is not ideal, our preferable method
is that they are transported by ambulance if possible.
Of course, some people experiencing mental health are
extremely violent and are extremely, by nature of their
illness, irrational and are not able to be talked into
going to an ambulance. We would never put ambulance at
risk and we have quite good discussions and we have a
really good relationship with Ambulance Victoria around
what happens.
In the past there have been significant issues with
.11/07/2019 (8)
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delays in ambulances attending and the decision has often
been made, and still is, that we will transport people in
police vehicles, in divisional advance. That is not deal,
that is a last resort for us.
Q.
Is the objective of doing so, in order to get them
more quickly to an Emergency Department?
A.
Yes, but it's also - it's often done for a couple of
reasons. One is that sitting and waiting with a person
experiencing mental health issues can sometimes be fine and
you'll build up great rapport and assist the family. Other
times it heightens their stress, and so we do that.
There's a practicality too to our service demand
requirements. Whilst the police are there dealing with
that person, they're not doing all their other duties. It
shouldn't be our core duty to be a transport for people
experiencing mental health, but practically we realise that
sometimes that will always happen, just like we shouldn't
be the agency of first resort rather than last resort, we
seem to have become the agency of first resort over
the years.
Q.
Just following that journey, if you are dealing with a
response to a section 351 situation - and we'll go back to
the criteria for that in a moment - one option you have is
to seek the attendance of the Mental Health Police Response
Unit, otherwise known as PACER, to conduct an in-field
assessment, and the other alternative is to arrange a
transfer to the Emergency Department. Are those the two
pathways?
A.
Those would be and then the sub-pathway to the
transport is either us or ambulance, yeah. But the
attendance of a clinician through the PACER program is
absolutely beneficial, which I'll expand on in due course.
Q.
Yes, we'll get to the PACER in due course. When you
get to the Emergency Department, what, if you can say, is
the experience of the police in terms of wait times?
A.
It varies and it has improved, I'd like to say
significantly but I can't say that. We work really well
with hospitals and Emergency Departments who do their best
in a really difficult situation to give priority to police
who have presented at their facility with someone needing
assessment who's been detained under section 351 of the
Act.
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It is not unusual for police to be waiting two hours.
It is not unusual for multiple police units to be at one ED
with multiple people needing assessment, and the service
delivery impediments for the rest of the community, by us
having all our available resources tied up there, is
significant.
One of the barriers is that, the legislation dictates
that when we apprehend someone under section 351, we cannot
discharge our duty that we've enacted under that
section until a person is seen and assessed by a medical
practitioner or a qualified mental health practitioner, and
appropriate handover and transfer of relevant information
has occurred.
Reading that in isolation you think, oh, that sounds
simple enough, but it is a timely, impactful process. I
sort of outline sometimes there are multiple police there
with multiple patients. We cannot transfer between the
police. Once you enact that power, then you must stay
there until that is discharged.
A lot of EDs, of course, are not designed to have
police and people needing assessment sitting there with
other patients. Some do have areas where they go. You
know, they all have security that we can't discharge that
responsibly to but do assist, but it's impactful and it
doesn't de-stigmatise the experience that mental health
patients have because, if the police are there with them,
everyone's looking: everyone's looking and I'm not sure
what impact that has on other patients, what impact it has
on that person themselves. We don't want to be there doing
that.
We realise there is always going to be a role in
dealing with people experiencing mental health for the
police, we realise that. However, I'm not sure that, as
things have changed over time, that there's been a broader
more strategic piece of thinking done about what all the
impacts are.
Q.
Just collecting the thoughts there for a minute, what
are the particular gaps in the system that you see that
mean police are performing that role when you really would
prefer not to be?
A.
So, the significant gap I think is that people often
go from low-level - "low-level?" - that go from
.11/07/2019 (8)
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experiencing mental health issues and dealing with that and
living in the community, to crisis with no intervention.
So, the first time often that police will have any
involvement, is when it's reached crisis level. So, the
missing middle as it's been described is a significant
issue, in my view.
People who have the ability to engage with
practitioners and clinicians and avoid taking that step to
crisis generally function and live really well, and we
don't know what we don't know because we don't have a lot
to do with people who aren't at crisis. So, that is a
significant gap, I think.
The other gap is where we are engaged with people
through a whole variety of means: be it a call for welfare
assistance or we come into someone who's in crisis at the
top end, right back to where people are experiencing issues
with family members and, you know, we're the default
agency, and we're a 24/7 agency, we have a leadership role
in community, I think that's really important, so people
come to us. So we will make the referral through the
referral system, but sometimes it needs more than that.
But the ability for us to have one single point of
entry into the system that allows us to find out what that
person's particular issues, history, needs are, is not
there.
The PACER program that you mentioned before is a
classic example of something that works sometimes, in some
places at some level, but again it's piecemeal.
Q.
Can I just take you back to what you said a moment
ago. You mentioned one single entry point into the system:
did you have something in particular in mind when you said
that?
A.
So, depending where the incident occurs, where the
police are, where the person experiencing mental health
that you're dealing with is, it means a completely
different system or process depending on where you are.
Q.
You mean, where you are geographically?
A.
Yes, so there's no consistent integrated model across
Victoria. All the mental health areas work incredibly hard
and are incredibly professional and compassionate people in
.11/07/2019 (8)
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my experience of dealing with them. But it's different;
every time you engage with a service it's different.
The ability for us to have one point of entry into the
system, to then be appropriately referred to the
appropriate area for the appropriate clinician to give you
the appropriate advice that helps you risk assess or
provide assistance to those needing it is vital, in my
view. It is far too complex and inefficient at the moment.
Q.
By one point of entry, do you mean a consistent way of
entering the system?
A.
Yeah.
Q.
Or one portal or both?
A.
I think so, how it looks practically I think is
something that could be done as a piece of work, but at the
moment we've got six or seven silos all working really hard
and professionally and trying to do their best, but there's
no horizontal strategic join up, top-down driven, that
would allow me if I was working at St Kilda or if I was
working at Mildura to access the same process.
Q.
And so, would it be fair to say that, as a police
force you are trying to meet people's needs and work in
with a system that's quite fragmented?
A.
It is, and we often make it work, but we don't always
get it right. You know, there's examples where we haven't
got it right. And there's systematic fails or process
failures and there's human failures, and we make human
failures like everyone.
But if we had an efficient, consistent, integrated,
one service entry across the state that all police,
ambulance, clinicians understood and were able to access it
would be highly efficient, lessen the stress on consumers
of those services; de-stigmatise mental health, because
you're not standing around for ages; or you're unsure who
to ring, so the person's heightened stress is exacerbated
because the police or the other service providers are
trying to figure out what's the best possible solution
here. If we had a well understood, coordinated system,
that would lessen that impact I think.
Q.
Thank you. Can I ask you about the PACERs, which are
the Police, Ambulance and Clinical Early Response program.
Can you say in short form what that program involves and
.11/07/2019 (8)
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how it works?
A.
Yes, sure. It's been around in different iterations
for a number of years, since about 2012, where a police
member and a clinician will work together to provide
secondary response but high level information/advice to
police on the road responding to incidents involving people
experiencing mental health.
Again, in 2012 it was kicked off as a sort of a pilot.
In 2014 there was an evaluation done by Allen Consulting to
look at what was happening and whether it was a good idea
and worth expanding, and as a result of that review a
submission was put to government, and DHHS were funded to
roll out progressively more programs in more police areas.
So, today we have 19 police areas that operate a PACER
model, but it's only one shift a day, eight hours,
generally 2-10pm, 1-9pm because that was seen as the key
peak periods.
Part
provided,
to see if
model was

of the proposal was, when that funding was
was that an evaluation would take place by DHHS
the roll out was successful, if the operating
the best it could possibly be.

We've been trying to get that evaluation underway with
our partners at DHHS. Safe to say, we haven't had the
level of success in getting that evaluation to happen that
we would like.
Q.
What would you like to see happen?
A.
Well, I would like to see the evaluation take place.
However, today we've received a letter from DHHS to the
Chief Commissioner that indicates that they're keen to
undertake the review and that will kick off shortly, so
that's a good thing.
Q.
Alright, have you been given a date for its
commencement?
A.
No.
Q.
And I take it, you'd like a date for its commencement?
A.
I'd be very much liking a date, and I'm sure that will
happen, we'll now engage and get that to progress, because
we see the benefit of PACER; there are numerous examples
where it has proved to be extremely efficient, but they are
all different models, they all work slightly different, so
.11/07/2019 (8)
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to get an understanding of what is the absolute best
practice so that we might advocate for funding. We weren't
funded anything to PACER, we supplied the police resource
because we think it's a really good idea, but that's 19
police constables or senior constables each day who are
performing that duty across Victoria that aren't doing
other duties, which is fine because we see it as absolutely
vital.
I think the need to potentially expand it to a 24/7,
365 model -Q.
A.

Yes, and you mentioned that it's in 19 regions?
Yes.

Q.
Out of how many?
A.
So, there's 21 police divisions across Victoria, so we
have four regions of which I command one, and there's a
number. Depending on sizes, the models are all different,
some work in a police service area which is aligned with
local government areas. Others work more broadly across
two or three, and again, that's why we really need the
evaluation, to see what's the level of operating that we
need to have.
Q.
I see, but your operating premise is that PACER is
effective and needed, and you would like it to be enhanced
and expanded?
A.
Well, potentially without getting ahead of any
evaluation.
Q.
Subject to that review, yes.
A.
We would need to see the evidence that falls out of
the evaluation, but I would be really surprised if that
wasn't an outcome.
Q.
Can I ask you about the Enhanced Critical Response
Program. Can you say firstly what is that program?
A.
So, that's a program that has been developed between
NorthWestern Health and our Critical Incident Response Team
to deal with high-end critical incidents involving persons
experiencing mental health.
It's a service that actually provides exactly what I
just described: a one-stop shop where our trained
negotiators who form part of that team can have instant
access to a clinician, who can then provide detail of the
.11/07/2019 (8)
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subject person experiencing mental health, if there are any
details known; or can provide advice around some strategies
and tactics that might be used by our negotiators given
what's been presented as the behaviours by that person.
It's been really successful, it's been going since
2014. It's seen as a really effective tool. In fact
last year it was awarded the Minister of Health's award for
excellence in helping people with mental health, so it's
seen by our key tactical operators, the Critical Incident
Response teams and the Special Operations Group who deal
with people who are barricaded or high risk or armed with
significant weapons, that's seen as a really good model and
we look forward to that continuing for a long time.
Q.
Is it available wherever the Critical Incident
Response team works across Victoria?
A.
Yes, it's aligned to that group rather than a
geographic area, because it is one clinician - you know,
they wouldn't have the capacity to deal with enquiries from
all over that don't reach that threshold for the
intervention by the Critical Incident Response people.
Q.
Can I ask you now some questions about the amount of
time spent by Victoria Police in responding to situations
involving mental health issues, people with mental health
issues. In your statement you have said that there is
certain data that is captured, you don't capture everything
but you capture certain data.
Can we start with this: in 2017-18 police officers
were dispatched to approximately 43,000 events coded as
"psychiatric crisis and suicide attempt or threat", which
averaged across the year means Victoria Police responded to
a mental health callout of this nature approximately every
12 minutes during 2017-18.
A.
Yes.
Q.
Can I ask you about the trends in relation to these
numbers. Sorry, you go ahead.
A.
It's increasing. I just got a note of caution I
suppose, our data capture and our data integrity around
these issues is getting a lot better, but to compare
year-to-year-to-year going back would be a little
dangerous, I think.
But we are certainly seeing an ongoing and consistent
.11/07/2019 (8)
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increase in the number of those types of events that we are
being dispatched through and we record that through our
computer aided dispatch and through our Comms Centre.
Obviously Victoria's population is growing, so there
needs to be that recognition, that it is in line with
population growth, but even taking that into account and
even taking into account we have more rigorous governance,
supervision and oversight of our data collection now, so
that's going to increase as well. Even taking those two
things into account, the number of incidents that we're
attending is increasing incredibly and it is one of the, if
not the pre-eminent issue facing our service demand
requirements.
Q.
I'll return to that in a moment, can we just go to
some of the numbers. Dealing with the category of mental
health transfers, is it correct that there were
approximately 14,000 under section 351?
A.
Yes. So, that's where we apprehend someone under 351
and transfer them to a facility for them to be assessed.
Q.
And that was in 2016/17, compared with, say, 2010-11
there was a 169 per cent increase.
A.
Yes. So, again, that needs to be taken into account
with population increase and greater data collection, but
still, there was an unbelievable explosion in demand for
service in that space.
Q.
Then, turning to the question of e-Health referrals,
which are the consent referrals in non-crisis situations,
your data says that between 2014/15 on the one hand, for
which you have data, and 2017/18 on the other, for which
you also have data, there was 172 per cent increase?
A.
Yes, in that three-year period, the data around that,
I'd be fairly confident is pretty reflective and pretty
right.
I think it shows a couple of things really: it shows
an increased level of awareness and performance of duty by
our people, but it also shows a significant increase in the
demand for that duty to be performed.
Q.
Can I finally ask you about the rates of police
responses to events coded as "psychiatric crisis". There
has been an increase between 2014/15 on the one hand and
2017/18 on the other of 87.9 per cent; is that correct?
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A.
That's true. And I suppose they go hand-in-glove in
terms of how it's coded, is dependent on the information
that's received at the time.
Q.
Of course, and where there is a record of psychiatric
crisis and suicide attempts or threats between those same
periods, there was an increase of 32.2 per cent?
A.
That is correct.
Q.
Can I ask you about the effect on your capacity, as a
service, of that increase in numbers?
A.
Yes. Obviously, as I said before, we will always
respond to those events because it is one of our core
duties. And when you think about our duties as outlined
under section 9 of the Victoria Police Act where it talks
about helping those in need of assistance, I can think of
not many other incidents where we must help those in need
of assistance, so we do.
Of course, we have finite resources and our ability to
perform our other duties is significantly impacted by
high-end events that are discretionary, such as the events
we're talking about here.
The effect on our people too is really a concern for
Victoria Police. The emergence of our first responders,
not just police but other first responders, but our people
experiencing higher than normal rates of mental health
illness is a concern. The vicarious trauma or transfer of
trauma, the effect it has on our people from attending
repeat, high-end, high risk incidents, is something that's
a real concern for us.
Q.
Did you say earlier the effect on your capacity was
the number one issue for you?
A.
It's right, we have significant issues around family
violence; that's been discussed. Road trauma is another
one, but I mean, things that are absolutely non-negotiable
and we must attend to involving people with mental health
experiences is increasing. Of course, it's not a siloed
approach to mental health; the mental health impact is also
across a whole range of issues, particularly family
violence, particularly youth offending, particularly road
trauma.
Particularly, and it was discussed yesterday at a
forum held here by all Deputy Commissioners and Assistant
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Commissioners from across Australia dealing with road
policing, the increasing impact of the mental health
presentations that we're seeing in the road trauma space.
Q.
While we're on that subject, can I ask you briefly
about the force's own mental well-being program.
A.
Sure.
Q.
You now have a Mental Health Strategy and Wellbeing
Action Plan commencing in 2017?
A.
Yes. So, in 2016 we undertook a wide-ranging review
into the mental health of Victoria Police members because
we'd seen a rise in people experiencing significant mental
health issues. It was quite confronting, we had quite good
buy-in from the survey and the data collection that we did.
Out of that's come an identification that we need a
strategic approach to this, so we've undertaken and
developed a mental health strategy and out of that
strategy's come an action plan where there are a number of
key activities that we all have committed to undertake.
That's been accompanied by a recognition that it's
just not serving police who are experiencing these issues,
and we've recently launched - Blue Space is the name of our
online portal for serving police, police veterans, but also
importantly their families, because the trauma that our
police families suffer as well by virtue of living with the
issues that serving police experience is really
significant.
It's been accompanied by a level of commitment at the
top level of our organisation. You will probably recall
last year the Chief Commissioner and the head of the Police
Association co-jointly undertaking a large walk to raise
awareness around mental health, which was I think really
impactful in terms of the vision and the commitment.
We realise, as a senior police leader, this is
something that I think about every day, that I deal with
every day, the mental health of my people, and it's a real
concern. Just as road trauma, crime rates, all the other
things that I worry about from a day-to-day basis, the
health and wellbeing of my people is absolutely at the top
of all that we think.
Q.
We have asked you about some of the assistance that
you could do with, with some of the significant work and
.11/07/2019 (8)

743

G C WEIR (Ms Nichols)

Transcript produced by Epiq

963

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

challenges that you undertake.
statement:

"A significant challenge Victoria Police
faces is the increasing ongoing reliance on
police responses for people in crisis."
Which you've already addressed. You've said that it
would be very helpful to have better support by having more
direct access to clinical services. Can you say what that
means?
A.
I think everything we do and every response that we
undertake for a variety of actions is based on a risk
assessment, and formulating a plan, or turning an unplanned
response into a planned response is really key for us. So,
the ability to do that is very much reliant on the
information that you have at your disposal.
A simple, efficient way to get that information, I
think, is a key to us successfully, efficiently, and in the
least impactful way on the person experiencing the mental
health issues, I think that's an absolutely vital way for
us to do that.
Q.
When you say "a simple, efficient way", is there
something you have in mind in particular in terms of
getting access to clinical expertise?
A.
I suppose it's an outcome or a practice that might
come from a broader piece of understanding of the needs of
a whole range of sectors, including police, and providing
that leadership at a high level. We're dealing with a
health issue here, a significant health issue. We are a
key part in that solution, but it needs leadership and it
needs direction.
The ability for us to, somewhere down the track once
that direction is owned, decided upon and brought to life,
a key part of that will be our ability to engage and to
access what we need to access really quickly, taking into
account people's privacy and people's rights around
protection, but the longer that we delay, the less concise,
relevant clinical information that we get, furthers the
harm potentially that is done to that person experiencing
mental health.
Q.
You mentioned leadership just a moment ago: what do
you see as particularly important about leadership in this
.11/07/2019 (8)
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space, the context of which is the engagement with Victoria
Police with a system existing in various ways across the
state?
A.
So, we have a system that exists that I think has been
roundly recognised and it's been commented on at the
highest levels of government that the system's broken. I
think we can look back why that's happened but I don't
think that's particularly helpful because we are where we
are today.
I think everyone's worked really hard and nobly in our
own particular areas to do the best we can, but there's
been no high-level coordination or leadership of a lot of
the services that are being provided, and not only how that
service operates for that particular silo but how it works
in integrating it with all the others.
So I think as an outcome, from a health-driven
perspective, to provide clear, concise direction around
what is trying to be achieved to help people experiencing
mental health and to prevent people who might be at the
risk of falling into the harm space to be done, that's
really quite clear. To provide high level, joined up,
coordinated and integrated approaches to what we're all
doing for a common purpose, to reduce any barriers that
might exist between agencies, even between intra-agency, I
think, is absolutely vital.
But if we keep doing the same thing and expect a
different outcome, then I don't think that's realistic.
So, there needs to be a recognition of where we are right
at the moment and what needs to be done in order to go
forward. Certainly, Victoria Police is a key player in
that, and we have structures in place at local level and at
regional level to deal with these issues, but I think
there's a higher piece here and I think there's a piece for
health to really own, drive, coordinate and integrate the
whole-of-sector approach.
MS NICHOLS:
Thank you very much.
Commissioners have questions?
CHAIR:

Chair, do the

Professor Fels.

COMMISSIONER FELS:
Q.
Thank you for your excellent
evidence, Commissioner. I'm interested in the dollar cost
of the police involvement in mental health. You have given
.11/07/2019 (8)
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us a sort of start on fairly useful time data. I just want
to ask you a question on notice, as it were, whether you
could think about whether could you give some ballpark
estimates of the costs of mental health to the Police
Service.
Just to take one bit of the story, it's only one bit,
you gave us some numbers on the number of 43,000 cases, and
maybe there are three or four police involved in that.
You've given us maybe two or three hours' time, I could
think of putting a dollar cost on that one bit of the
story.
I just wonder whether you could have a think about
whether it is possible to give some kind of ballpark cost
or not on that and other things?
A.
I mean, certainly given - we could take on notice that
we could provide, given the data that has been provided,
what the cost that we do know, I suppose the broader piece
is the cost that we don't know. Because, as I said in my
evidence, the impact of mental health across the whole
spectrum of policing, not just in dealing with those people
who obviously present as experiencing mental health, but
the impact that we do on a day-to-day basis with mental
health as a causation or a driver would be really difficult
to unpack, I think.
But in answer to your question, we could certainly
aggregate or work out the cost of what it's costing based
on the evidence that I've given, and we can take that on
notice to take away and provide that back to the
Commission.
COMMISSIONER FELS:

CHAIR:
Thank you. Assistant Commissioner, a few other
points from me, thank you. Again, I reiterate, a very good
overview of the role that the police are playing in
response to mental health issues.
I think the numbers of call-outs that you've described
and the police investment that there is and what you accept
as part of your responsibility to assist those in need was
very important.
But I did notice, particularly in the scenarios that
you described for us in the back of your written
.11/07/2019 (8)
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submission, some concerning issues which I'd like to ask
you to talk to.
One was a case where you talked about the fact that
there was a young person that you were required to assist
and, because of the lack of availability of an ambulance,
the young woman concerned with suicide ideation was
transferred to hospital but she, from all accounts, seemed
to spend a very long time in the back of a divi van. I
guess that is illustrative of the concern you've already
raised about the transport arrangement.
But is that a frequent occurrence, that sort of
scenario?
A.
I'm happy to say that it's becoming less frequent.
Certainly, if we had have been in this place six or
seven years ago, it would be - the concern level would have
been right at the front of my evidence I think in terms of
that happening. I'm happy to say that certainly there's
been, with the increase in ambulance resources over
recent years, that that becomes less and less, where the
people are transported by police just because we're waiting
for an ambulance.
There will always be need to take some people in
secure transport in a police van because of their acts and
it's not safe for ambulance staff to do that.
We take very seriously the responsibility of the care
that we have to exhibit when people are conveyed in the
back of a van, and we've done a lot of work in what the
inside of the back of a divisional van looks like: with
cameras and recording and being able to look and seatbelts.
Over recent years our infrastructure design has improved a
lot to mitigate the risk that it presents but it still is
risky.
To be honest, the last thing we want to do is
transport someone in the back of a divisional van if they
don't need to be, however practicality says that sometimes
we have to do that. But we are very conscious of, even if
they are and you're waiting at hospital, there is still a
level of care that we have to exhibit and make sure that
that person's welfare is looked after as best we can.
Q.
Thank you. The other scenario that you describe was a
scenario where there were three call-outs and transfers to
.11/07/2019 (8)

747

G C WEIR

Transcript produced by Epiq

967

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

hospital for the same consumer over a course of five days.
A.
Yes.
Q.
And on each occasion that person not being admitted,
although requiring significant police and emergency
department presentations. Is that too a -A.
That is a regular occurrence, and that scenario which
I know of, I know the detail of that one, and that is not
unusual. And, of course, we're making non-clinical
decisions about what is the need, and the other thing with
that scenario is that it was an accelerating scenario where
each time there was more aggressive and irrational
behaviour that was never going to be dealt with at the
scene or by any other way than by an apprehension, a
transport and an assessment.
Our people do get frustrated, probably because we are
not trained clinicians, so we do get frustrated by what
seems to be sometimes a revolving door around people who
are apprehended, taken, assessed and then three or four
days later we're back again.
But we trust the professional clinical diagnosis and
treatment options that are put forward and, while it's not
ideal, if we have issues we do have a process through
liaison officers where we can raise those concerns with the
appropriate mental health service area, unpack the reasons
why: is there a treatment plan, are there other options?
Because it is very time-consuming, very dangerous. That
particular scenario ended up being quite dangerous and it's
not a place we want to be in unless it's absolutely
avoidable.
Q.
We did notice them, and heard you again say in both
your written statement and your evidence today that you
thought police were becoming increasingly the first
responder to many mental health issues, and you helpfully
referenced a piece of work that had been done in the UK
that we will look at further.
You have also referenced the important role the PACERs
are playing, and we have heard that in the course of our
hearings and consultations.
Just for me to make sure I understand it, I think you
said there were 19 PACERs state-wide. When I looked just
at the breadth of your responsibilities alone, I think I
.11/07/2019 (8)
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counted up, I think you've got about 110 police stations
alone that you're responsible for in your area.
What does that mean in terms of the availability of
these PACERs to provide the type of support you're saying
across the state?
A.
That's one of the frustrations, I suppose, that we
have a really good model that appears to work really well,
but it is on a limited geographic basis for a limited time
during the day. So, when you see something that works
really well, naturally you default, well, that would be
really good to have all the time.
There is a fair bit of flexibility and agility,
particularly the clinicians who are engaged and work with
our police members in the PACER construct, work
tremendously hard and are really professional and engaging.
And, it is something that I'm quite strong on that I think
goes some way towards answering some of the issues that
I've raised as being gaps.
It might not be the best practice model, but until we
get a full and thorough evaluation we won't really know,
but I can see it as being something that's not the answer
to everything, but it is certainly an answer to a number of
the problems that we see as a policing agency.
CHAIR:

Thank you, Assistant Commissioner.

MS NICHOLS:
please?
CHAIR:

May the Assistant Commissioner be excused,

Yes, thank you very much for your evidence today.

<THE WITNESS WITHDREW
MS BATTEN: Chair, the next witness to be called is Sally
Jennings. Her evidence is the subject of a restricted
publication order. I understand that you will read out the
terms of the order.
CHAIR:
The Royal Commission has made an order, pursuant
to the Inquiries Act 2014, prohibiting the publication of
any information that might identify the next witness. A
copy of that order has been placed next to the door of the
hearing room.
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The order requires that, throughout the hearing the
next witness will be referred to as the pseudonym "Sally
Jennings". I'd like to remind all persons present,
including the media, that any material or information which
would enable the identification of this witness cannot be
published.
The Commissioners have also ordered that the hearing
of Ms Jennings' evidence will be limited to the people
attending the hearing today. For those watching on the
life stream, this portion of the hearing today will not be
broadcasted. I ask that the live stream now be cut.
(Live stream cut.)
MS BATTEN:

I call Sally Jennings.

<SALLY JENNINGS, affirmed and examined:

[12.39pm]

MS BATTEN:
Q.
Thank you, Sally. If you just make
yourself comfortable and just make sure, please, we can
hear you in the microphone.
A.
Is that okay?
Q.
Yes. You're quite softly spoken, so I'll just need
you to speak up clearly.
A.
Sure.
Q.
And we'll both try and go at a slow pace. Can you
please start at the beginning and tell the Commission when
you first became seriously concerned about your son?
A.
Sure. So, just before I start I just want to
acknowledge the beautiful boy that my son is, and that he's
charismatic and joyful and socially engaged and smart, and
he has had the impact of mental illness like many people,
so that's why I'm here.
So, when he was a young child we had some early
concerns, but I think he enjoyed primary school and we sort
of brushed those off a little bit. As his life became
busier in high school and the workload increased and he was
engaged with state level sport, he became more anxious and
more distressed around his capacity to deal with all of
these things.
And so, some of it might have seemed a little bit, you
know, normal teenage angst, but it had gone beyond that,
.11/07/2019 (8)
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and we discovered that he was self-harming. He hadn't
disclosed that to us originally, but it became evident that
.
he was doing that
He'd also

which his brother was witness to, and
so, we were attempting to deal with it at home and then it
sort of reached a bit of a head and we had to attend
Emergency Department with him one evening, and that was the
starting point of our dealings with the health system
around his mental illness.
So, he attended the Emergency Department with me, and
I wasn't allowed to speak for him: you know, he was in
Year 9, a 14, 15-year-old boy, not a particularly chatty
sort of boy when he doesn't know people anyway, and he had
to, in front of the Emergency Department, explain to the
triage health worker that he was suicidal and that that's
why he was presenting there. So, that was uncomfortable
for him.
Then we sat down in the waiting room and waited for
quite a long period of time, I can't remember the
timeframe. Ended up seeing a mental health worker there
and, you know, he was quite pleasant. But really, by the
time we were there, and my son was really calm, he was
relaxed appearing, he was polite and didn't appear to be at
a heightened level of distress.
So, there was the discussion around what the capacity
was in terms of the hospital attendance. It was viewed
that it wasn't very helpful to admit him, so we received a
couple of Valium to take home and took him home.
So, following that experience, the next day I phoned
the GP. My son's always attended the same GP practice so,
there's a number of GPs that work, quite a large number,
and my son had requested that he see a particular GP that
he felt comfortable with. So, when I phoned the GP
practice and asked for this GP I was informed that, no,
this GP only did mental health care plans for his clients.
And, I was curious about that.
He had attended this particular GP on a number of
occasions, he'd also seen a couple of other GPs on a number
of occasions, and he identified this one that he'd felt
comfortable with. But anyway, that wasn't an option. So,
.11/07/2019 (8)
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I asked the reception staff, what was I meant to do then
because we'd attended Emergency, we obviously needed some
support, so she put me on hold for a little while and then
came back with an appointment with a GP that he had not
seen before.
We attended the GP appointment, I attended with him.
She did a K10, which is a screening for anxiety and
depression, and we had a referral, a mental health care
plan done and a referral to a psychologist.
Q.
Just before you go on, why did you attend the session
with your son?
A.
Well, he was a 14, 15-year-old boy, he wasn't inclined
to go there and speak for himself in that regard. He's
happy to answer questions, but he wouldn't have driven that
himself, and I was attending to drive him there and pay for
it and whatever else. He was always happy for me to come
in. I always asked him, but he was happy for me to come in
with him because he preferred not to - he finds it
uncomfortable to speak of his own experience.
So, he started seeing this psychologist. Initially,
you know, it was sort of okay and he thought there was some
helpful relaxation sort of things that were coming out of
it. Then we didn't really get a lot from him about that,
he didn't really like to talk about it. I didn't really
know what they would be talking about, you know, he doesn't
speak very much around his feelings.
Q.
A.

Were you in the sessions with the psychologist?
No.

Q.
And, why was that?
A.
Well, the psychologist deemed that it was a
privacy/confidentiality thing between his patient and
himself, which, you know, we respected. Then, as the year
progressed, it seemed that he wasn't really very well: you
know, he wasn't improving, he was actually probably
escalating as the end of the year and exams and whatnot
sort of came about.
So my husband got in touch with the psychologist and
spoke with him about some concerns and we attended one or
two sessions with him. It wasn't particularly revealing,
my son didn't have terribly much to say during those
sessions and we didn't attend any more. That was sort of
.11/07/2019 (8)
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towards the end of the year and then the following year my
son only went to the psychologist about four times.
I know the mental health care plan had ran out and we
didn't get another one, we used our private health
insurance, and my son didn't initiate making appointments.
So, I would say, "Do you want another appointment?", I'd
make the appointment. He was a little bit ambivalent about
it. He went another four times during that Year 10 year Year 10, Year 11, I'm getting my years mixed up but anyway.
Year 11 it must have been, Year 11 year.
The last session he went to, he was out within about
20 minutes, I was just sitting out in the car waiting for
him, I'd taken him after school. I said, "Oh, that was
quick", and he said, "Well, there wasn't much to talk
about." He wasn't really talking to me actually at that
point in time, it was really just answering things: he was
quite dark, very moody, never really joyful during those
times.
Q.
And so, did he stop seeing the psychologist?
A.
Yeah, he didn't want to go back. When we asked him
what he would like to do, he said he wanted to see a
psychiatrist.
Q.
How did you go about finding a psychiatrist?
A.
So we went to the GP again for another referral to the
psychiatrist, and again, he saw a GP that he'd never seen
before. The GP - again I attended with him, he wanted me
to come in with him, and the GP asked my son, "How about
mum leave the room and we have a man to man talk?" And he
said, no, there's nothing that needs to be said that he
wasn't happy for me to hear, so I stayed in the room. The
GP went on to talk about how he had no reason to be
anxious.
I think there was a lot of assumption that his issues
were just a bit of anxiety. It seemed to always be a
little bit minimalised, you know, what he was actually
going through because he presented calmly. He told him he
had a good life and that he had nothing to be anxious
about.
He reluctantly gave us the referral to the
psychiatrist but indicated that he didn't feel that that
was necessary.
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Q.
Just before you go on to that, you mentioned in your
statement that you had some difficulty identifying a
psychiatrist for your son who was under 18 at that point?
A.
That's right, yep. So, when we had the referral, it
was a matter of who we go to. We spoke with colleagues, we
work in health fields, and the recommended psychiatrists
were either not available because of not being able to take
on new clients, but more importantly most of them were not
seeing people under 18.
So in our area there's one adolescent psychiatrist who
works in a paediatric practice. And look, my son,
actually, he quite likes him, you know, it wasn't a - you
know, after the relationship was built it's not as if that
was a problematic relationship, but there weren't options.
Anyway.
Q.
And you took your son to see the psychiatrist?
A.
Yeah, so there was a history-taking period where my
husband and I were interviewed separately, as well as my
son was interviewed separately. There was a little bit of
family history delved into really just about parents,
grandparents, that was sort of the extent of it, and I
raised some of the issues we had with my son as a young
child, which he was quite sort of dismissive of, but came
to the conclusion that the treatment should take into
account his anxiety and also ADHD.
And, I wasn't convinced about the ADHD component, he
never fit that sort of presentation, he was always really
attentive at school. He would have times where he'd want
to be really busy and whatnot, but he was never lacking
concentration, those sorts of things.
Anyway, he was started on a medication for an
amphetamine derivative medication for the ADHD, and
initially the first week or so it was probably okay, and
then the depressive, aggressive, really destructive
behaviour started. He would just have outbursts and run
off for periods of time and we felt really torn about
chasing after him because we felt that would inflame
things. We didn't want to call the police because he's a
very - you know, he doesn't like getting in trouble, you
know, he's a very well behaved person.
He started drinking quite a bit and he took a double .11/07/2019 (8)
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so the medication was meant to be taken in the morning
because it was a stimulant, and on one occasion he took you know, he was so erratic, he was just not thinking his
normal, thoughtful sort of sensible approach to life - he
took a couple of, like, a double dose of the medication but
at night, and so he was up all night; you know, we just
couldn't get him to listen to anything, he wouldn't take
any Valium to sort of settle back down.
So in the end, once we were able to get him back home
and get him to calm down a bit, he was seriously depressed.
I phoned the psychiatrist the next day and, when we could
get in to see him later in the week, he said to stop the
medication when I spoke to him on the phone, and then he
saw him later in the week and felt that there was a mood
component to his issues, and talked about starting him on
medication to impact his mood with the idea that maybe
then, once his mood was addressed, retry the medication
later.
Q.
If we move to late 2017, you've said that your son
didn't want to go back to school but, as the medication was
taking effect, he thought that he might.
A.
So, he graded up into this medication, it had to be
gradually increased. We had a trip away with him and then
he really was feeling, over the November-December, that he
just didn't want to - he did really well with a couple of
VCE subjects at the end of that year, surprisingly, and
then felt that he just couldn't manage it.
But then, as the medication kicked in, he started to
be open to sort of going back doing maybe one or two
subjects. The school was very supportive, so by the time
we got to January, sort of later in January, he was
agreeable. We'd met with the school, the coordinator and
his home room teacher, and he was happy to go and do the
three remaining subjects that would complete his VCE and he
was really well supported by his home room teacher
throughout that year. That was a bit of a light in the
tunnel really.
Q.
Was he put back on the medication at this point?
A.
Yeah, so he recommenced - I think it was
around February or March - he recommenced the ADHD
medication and it had a much quicker negative response at
this time. So, he became aggressive really quickly, he
became seriously depressed really quickly. He was really
.11/07/2019 (8)
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dark, he would hide in bed, he'd run off, he didn't want to
be around anybody. He broke up with his girlfriend and had
this dramatic response. Stole my car. He was on a
learners licence, stole my car, I had to call the police.
Fortunately, they were too busy to attend. And he'd
managed to pull over and not drive any more. I talked him
down so I could go and pick up the car.
But again, that was the catalyst to stop the
medication, review things with the psychiatrist, and he
commenced on some anti-anxiety medication as well instead
of the - so he was on the mood and the anti-anxiety and
some sleep helping medication.
Q.
Just before we move to that point. When he's on the
medication you talked about a situation where your whole
family had to physically be on top of him.
A.
That's right, so those were very aggressive times. We
felt that he was really in danger of harming himself. He
was taking off. He was never violent towards us, he was
violent towards himself, so he'd crash himself into the
garage, he'd be hitting himself, he'd start running off as
if he was going to run out the gates.
And on a number of occasions my husband and I and his
oldest brother sort of ended up landing on top of him, and
he'd calm down with the physical pressure of us being on
top, and then he'd listen to what we had to say and he'd
say he wasn't safe and he wanted to go into Emergency. So,
we had a couple of Emergency trips during that time.
One of them, again, the repeated speaking to triage
which was uncomfortable, and he was always calm when he'd
get there, so again, I think they didn't take his
presentations - it didn't feel like they took his
presentations seriously.
The mental health workers on one occasion were talking
about, you know, "Oh, my middle daughter's anxious too,
anxiety's a normal part of life." Another occasion, the
last occasion which had been a really serious event
following the car theft, we took him in and the worker was
talking to him about cognitive behavioural therapy and this
sort of thing, and I said, "Well, that would be fine
possibly down the track, but at the moment he's here
because he's suicidal, so that's what we need to address."
And at that point he just sort of slipped into action and
.11/07/2019 (8)
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became really helpful, but of course the options for him
again were outlined, that it was not appropriate for him to
stay in a paediatric ward. It was not optimal for him to
attend as an inpatient in an adult psych ward because of
his age.
Q.
A.

And, how old was your son at this point?
He was 17 at that point.

Q.
And he was quite tall?
A.
He was quite tall. He's been tall since probably
Year 7, Year 8, hasn't really changed much in height. Big
physically strong boy, you know, from playing a lot of
sport, and he ended up being admitted to - well, not
admitted, just staying the night on a trolley in Emergency,
that was all they could offer him. One little 5 milligram
Valium tablet that was meant to get him through the night.
You know, for an 85 kilo, 180-plus centimetre young man,
it's just ridiculous, he didn't sleep all night.
I was advised I'd have to pick him up at 7 am before
the handover because he wasn't actually admitted to
hospital. I'd have to be there before 7 to take him. So,
I attended in the morning and took him home, he was fairly
outraged by the whole not sleeping; anyway.
Q.
Can you describe for the Commission what the impact
has been on your son's life in dealing with a mental
illness?
A.
I think he experienced a lot of shame around his
presentations, particularly with the way it didn't seem
that he was being listened to or the severity that he was
feeling was not being acknowledged.
He has since, in preparation for this experience for
me, he's read my statement and made some comments around
how shameful it made him feel attending Emergency in those
ways. That he didn't find the psychologist helpful. And I
think that may work for some people, but as a default
setting for young people I don't know if that's a
particularly helpful way to go about it.
I think, to have GPs decide whether they will or they
won't do mental health care plans, and having people that
he didn't even have a relationship with doing them with
him, and the language they used and the assumptions they
made because of his calm presentation, there wasn't even
.11/07/2019 (8)
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really any discussion with him about how he actually felt,
you know.
The out of hours: all of our presentations to
Emergency were out of hours. GPs don't work out of hours,
you know, there don't seem to be any appropriate emergency
experiences for young people out of hours.
The psychiatric care: we've been keen for him to
connect with some sort of ongoing psychological support, he
hasn't gotten there yet. He's more open to it now, but I
think the range of options for young people possibly need
to be considered a little bit more individually as to what
they need, what they're coming for, what would help them.
Yeah, just, you know, the way it's set up is not - he
would not have attended any of those sessions without a
family behind him to take him there and instigate that.
You know, to be quite direct and say, "Are you planning to
harm yourself?" If no-one was paying attention to him I'm
confident he would have just disappeared.
MS BATTEN: Thank you very much, Ms Jennings. Chair, do
the Commissioners have any questions for Ms Jennings?
CHAIR:
No, thank you very much for coming and sharing
your reflections with us and for obviously also engaging
your son in helping with the preparation of that. Thank
you very much for today.
MS BATTEN: Just before we rise, Chair, may I tender
Ms Jennings statement? [WIT.0001.0025.0001]
CHAIR:

Thank you.

MS BATTEN:
CHAIR:

Yes, you are excused, thank you.

<THE WITNESS WITHDREW
MS BATTEN:
lunch?
CHAIR:

Now, if it's convenient, may we adjourn for

Yes, adjourn for lunch.

LUNCHEON ADJOURNMENT
.11/07/2019 (8)
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UPON RESUMING AFTER LUNCH:
MS BATTEN: Commissioners, the next witness is Mr Simon
Thomson. I call Mr Thomson.
<SIMON ANDREW THOMSON, affirmed and examined:

[2.00pm]

MS BATTEN:
Q.
Thank you, Mr Thomson. If you can just
make yourself comfortable and make sure we can hear you in
the microphone.
A.
Can you hear me okay?
Q.
Yes, thank you. Have you, with the assistance of your
legal team, prepared a witness statement for the Royal
Commission?
A.
I have.
Q.
I tender that statement. [WIT.0003.0001.0001]
Mr Thomson, could you start by explaining to us your
current role and responsibilities, please?
A.
My incumbent role is as a Regional Director with
Ambulance Victoria. I am responsible for the Barwon South
West region of the state, one of seven regions that operate
within Ambulance Victoria. My role encompasses the
management and supervision of road ambulance service
delivery for both the emergency and non-emergency ambulance
services, and I'm also responsible for the quality and
safety of care provided by paramedics and our first
responders in that region.
Q.
Can you explain to us, where does Ambulance Victoria
fit within the mental health system?
A.
So Ambulance Victoria is a responder to patients in
mental health crisis and calls to the 000 service, and we
also have a series of roles that are prescribed under some
of the legislation, which I'm happy to go through.
Our role in providing response to the 000 call in the
way that that system works is that patients or carers may
call 000. That call is received by the Emergency Services
Telecommunications Authority on Ambulance Victoria's behalf
and is then subjected to a non-clinical triage where they
ask a series of questions about what the problem is.
Then the case is determined in terms of its level of
seriousness and determined to be either an emergency or a
.11/07/2019 (8)
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non-emergency case. For the lower acuity, the
non-emergency cases, they are referred to a secondary
triage process where paramedics and nurses have a further
conversation with the caller about the problem and look for
alternative solutions in terms of how we might deal with
their call that day, or indeed refer it back for an
emergency ambulance response.
For cases that are time-critical, where they're
life-threatening, or potential harm, an ambulance will be
responded. Sometimes under emergency conditions if it's
life-threatening, lights and sirens, or we'll attend within
an hour to see that patient and assess them and provide a
plan about their care.
Q.
I want to step through that a bit more slowly, and we
have a slide that we can pull up to assist with that. May
we have the slide up? Thank you. [WIT.0003.3000.1000]
initially when there's a 000 call there's a non-clinical
triage?
A.
That's correct.
Q.
A.

And at that point the calls are categorised?
Correct.

Q.
How are they categorised?
A.
They are categorised into a series of case types, if
you like, or conditions for what the patient may have
called for, and then those conditions are matched against a
clinical grid of acuity. So, we consider how we would
respond to that case, so for those that are time-critical,
then they will be dispatched to an ambulance response. For
those cases that are not time-critical, then there's a
further triaging process to assess the most appropriate
response from ambulance for that call.
Q.
With the calls that are non-time critical, the further
triage process, dealing specifically with mental
health-related calls, could you explain to us what that
secondary triage process involves please?
A.
So, the secondary triage process is also known as call
referral. So, paramedics and nurses, and more recently
mental health nurses, assess callers and assess the
patients over the telephone. We use a system called
Adastra which is a secondary triaging system that allows
them to assess the patient; in the case of mental health
patients, around risk in particular, and then look for a
.11/07/2019 (8)
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solution. So, some of the solutions could include
referring that patient to an area mental health service
where they might already be an existing patient; to refer
the person or the patient to community mental health
services, or indeed refer the case back for the response of
an ambulance to go and assess the patient in the community.
Q.
Why has Ambulance Victoria set up that secondary
triage for the mental health cases?
A.
Secondary triage is set up for a whole variety of
cases, not specifically for mental health cases. But in
the case of mental health patients, there are many calls to
the 000 service for patients experiencing mental health
issues in the community: some of those are clearly
crisis-related and some of those are for patients who
clearly have not been able to access other services, so
they've called 000. The purpose of having a mental health
nurse assess them is to ascertain the best way to deal with
their call that day.
What we have seen since the introduction of that
mental health nurse in 2017 and that service is a
considerable reduction in the amount of times that we're
sending ambulances out to see those patients because we've
been able to better network them back into those
responsible for their care, which might be back into GP
services, it might be back into area mental health services
or into community mental health services, so that the
reason for their call can be dealt with on that day by
somebody else who's better equipped to do that.
Q.
So in short it's meant less ambulances going to attend
and has that ultimately freed up ambulances for other
situations?
A.
Yes.
Q.
We might take the slide down, thank you. Could you
explain the role of Ambulance Victoria under the Mental
Health Act, what are your obligations under the Act?
A.
So Ambulance Victoria under the Act has a series of
responsibilities and paramedics are authorised persons
under the Act, which provides for responsibilities and
powers that allow them to assist with the management of
mental health patients.
In particular, it allows for patients who are subject
to orders under the Act to receive care and to be conveyed
.11/07/2019 (8)
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to hospital against their will. It provides for paramedics
to provide interventions and treatment which can include
sedation and restraint to be able to safely transport
patients to hospital. It provides provisions for
searching, so it allows paramedics to conduct searches in
an effort to make sure that a mental health patient isn't
carrying any weapons. It also allows paramedics to enter
premises where they believe that someone who is subject to
an order who's required to be conveyed to hospital is;
however, it would be my experience that those things very
rarely happen without the police's assistance.
Q.
Does Ambulance Victoria experience challenges in
trying to comply with its obligations under the Mental
Health Act?
A.
I think that there are a series of challenges around
the Mental Health Act, and in particular around conveying
patients around the state. As I'm sure the Commission
appreciates, there are different area mental health
services. So, Ambulance Victoria is responsible to convey
patients subject to orders between mental health services.
The mental health service is obviously geographically
based according to where people live, so we do spend time
moving patients around the state and repatriating them to
the mental health service that has historically been
responsible for their care over that time.
Q.
So that's effectively a transport service, isn't it?
A.
So effectively we're moving people around to
repatriate them to a particular mental health service.
Even though they may no longer live there, I think there
are examples of where people move around the state, and
particularly people who are homeless and patients who are
homeless, end up being repatriated to mental health
services that perhaps no longer provide a service in the
area that they wish to live.
One of the challenges we have is that the services are
about where the patient's residence is, and if they're
homeless or of no fixed abode we can be moving people
around. Equally challenges for custodial prisoners who are
coming out of having served a prison sentence; it may be
that they are a person who had previously lived in far east
Gippsland or in the northern part of Victoria, discharged
from a prison in the western part of Melbourne, then they
need to be repatriated back to the mental health service if
.11/07/2019 (8)
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they're subject to treatment orders, which is considerably
imposing in terms of the amount of resources that it takes
to do that.
Q.
Can I ask you some questions about the proportion of
time Ambulance Victoria spends assisting people with mental
health presentations. The first question is, how is a
person determined to be a mental health presentation?
A.
So a mental health presentation or a primary mental
health presenting presentation in the data is as a result
of taking information from the 000 call service,
information from our referral service, and information from
the electronic patient records that are completed by
paramedics when they see patients, and matching up the
disposition in that information to ascertain that it was a
mental health-related complaint.
One of the challenges we have in the dataset is that a
mental health condition, a mental health illness can
contribute to a physical illness and we lose that in the
data. So, where someone who suffers from mental health
illness perhaps presents with another medical problem,
albeit that the mental health illness was possibly a
factor, that won't appear in the data, so we think that
it's potentially under-reported in terms of the amount of
cases that we see in the community where the patient's
primary problem is a mental health-related issue.
Q.
Are there guidelines to ensure consistency with how
things are reported, or do each of the different parts use
their own outline?
A.
There's a standard that's applied, so these are all
drawn out of lists. Obviously the paramedics have the
option, where things don't fit the category, to select
something like "Other". That's one of the challenges in
the dataset, where a patient might be referred to as having
a condition that was "Other" when in fact it may have been
a mental health-related condition.
Q.
So that's how a case is determined to be a mental
health presentation, and of the calls to 000, what
percentage of those relate to mental illness?
A.
So, of the calls to 000 - sorry, I just have to refer
to my statement.
Q.
A.

No, you're fine.
11 per cent of the calls to 000 were determined to be
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for a mental health complaint. There were just over 60,000
calls that were determined to be a mental health-related
call or a mental health-related response, and of those just
under 3,000 were for the transfer of patients between
mental health services.
In terms of calls further to that, there are 190,000
calls received by the secondary triage referral service,
and in 2018, of those calls, 25,000 or 12 per cent were for
a primary mental health-related issue.
Q.
Can you explain to us what proportion of the 000 calls
that relate to mental health, what proportion of those
result in a transfer to hospital?
A.
Of the calls that an ambulance attends, 82 per cent of
those patients are conveyed to hospital; 18 per cent of the
patients are not conveyed to hospital, which means that
they have been referred to a mental health service, maybe
an area mental health service, referred to a GP service, or
indeed there wasn't a mental health-related presentation
and the patient was able to refuse and stay at home.
Q.
Aside from taking to hospital and referring to a
service, what capacity is there for Ambulance Victoria to
treat mental health situations when they respond to a call?
A.
I guess in the instance where a patient needs to be
taken to hospital, the paramedics are equipped and skilled
to be able to assess the patient. We have a series of
clinical guidelines that support that, and I guess in cases
where patients are unwilling to attend, the police
potentially will attend as well and then the patient is
able to be managed and treated with restraint and sedation
if required - hopefully not - and conveyed to the hospital.
The paramedics are also in a position to make
referrals to other service providers. That does represent
a series of challenges for us. Each of the area mental
health services have different in-bound numbers, they have
different services that are provided, and there is
considerable amount of time that's required to make that
referral currently, which I think drives in part why
paramedics take patients to hospital, because it seems at
the time to be the most expeditious approach.
Q.
Can you just explain that for us: what is the time
involved in making a referral, why does it take long?
A.
So, for some of the area mental health services they
.11/07/2019 (8)
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have a triage number that you can call. It's not uncommon
for those calls to take more than an hour to be able to
speak a triage practitioner and then seek a plan about that
patient. We certainly experience that also through our
call referral service, where they're contacting the mental
health service, the area mental health service to triage a
patient. So, one of the challenges I think we have is for
us, ambulance services work in minutes and seconds, and the
mental health service obviously work in days and weeks.
So, if you like, there's a disconnection and a challenge
that sits in how we respond to patients in crisis in the
community.
Q.
Is there no special line for Ambulance to get through
to area mental health service? Or are you in with
everybody else?
A.
So, we join the queue along with the consumers and the
other health professionals who might be calling. It does
vary a little bit between services. The lack of
consistency in the service has represented a challenge for
paramedics. Ambulance Victoria is a state-wide service,
paramedics work in different geographic locations that are
covered by different area mental health services, so it can
be challenging in understanding the services that are
offered in each geographic catchment and indeed they all
have different in-bound phone numbers to contact their
triage or assessment service.
Q.
In terms of referring people to other services, does
that become even more challenging outside business hours?
A.
Absolutely.
Q.
And how so?
A.
Well, I think access is a challenge generally, and I
think that access is not just a challenge for the Ambulance
Service, it's a challenge for the patients experiencing
mental health issues and mental health crisis in the
community. So, lots of services are tailored around week
days, which I guess is common in organisations, most of
their work is done during the day during the week.
It's a considerable challenge for Ambulance Victoria
and for members of the community who experience mental
health issues and crisis outside of those hours, and that
results in more people being taken to Emergency Departments
because there are fewer options in terms of coming up with
a strategy for them on that particular occasion.
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Q.
Can you tell us, what's
attendance where the primary
A.
Where paramedics attend
the median time is just over

Q.
Can you explain to us how that's measured, how do you
calculate that time?
A.
The time is measured from the time that the call is
placed to 000 until the time that the ambulance crew and
the paramedics become available again to respond to another
case.
What we know for patients experiencing mental health
issues who are transported to hospital by ambulance is that
there can often be extended waiting periods for them to be
seen at the Emergency Departments. Emergency Departments
are very busy, and for mental health patients that can
often result in waiting. In many cases the paramedics and
in some cases the police are also having to wait with that
mental health patient until they can access an appropriate
place within the Emergency Department to transfer and hand
them over to the care of the doctors and nurses in the
Department.
Q.
Just to clarify, when you talk about the proportion of
Ambulance Victoria's time is spent dealing with mental
health presentations; in your view, is that a big or small
proportion of Ambulance Victoria's time?
A.
Well, it's a significant portion of time. If we
consider that it's over 10 per cent of our work, that's a
considerable period of time. We estimate it's about
90,000 hours of time. One of the challenges is that we
don't have specific information to present to the
Commission today, but based on the median time and the
volume of cases we have, it is over 90,000 hours of
resourcing time spent working with mental health patients
and transporting mental health patients in the community.
Q.

Can I turn to the issue of volume.

You've stated:

"The number of mental health patients being
managed through referral has increased
overall with more patients being risk
assessed as requiring an emergency response
reflecting the safety net provided by
referral."
.11/07/2019 (8)
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Can you elaborate on this in terms of the volume of
patients?
A.
So what we know, and certainly having put the mental
health nurses into the referral service, we've seen a
decrease in the amount of ambulance responses required to
patients in crisis. In the community, however, the
volume of cases that are dealt with by our referral service
for mental health patients - I will just have to refer to
my statement - is considerable and it's growing
disproportionately compared to the growth that we see in
the referral service generally.
So the referral
about 9 per cent per
it's 12 per cent per
that are being dealt

service growth for other case types is
annum, and for mental health patients
annum in terms of the numbers of calls
with by the referral service triage.

Q.
Can I ask you about the complexities of the cases that
you are seeing. What are the trends in relation to the
complexities of mental health incidents?
A.
Sorry, I'll have to refer to my statement again.
Q.
So, from paragraph 39 you talk about the complexities.
A.
Sorry. We compared data between 2015 and 2018 to
consider some of the changes in the types of presentations
that we may have seen for patients in the community. What
we have seen is a number of patients seen by paramedics
with a clinical presentation of suicide or suicidal
ideation increase by 52 per cent when we compared 2015 with
2018.
Likewise, patients presenting with psychosis increased
by just over 21 per cent in that same, comparing those same
two periods. And interestingly enough as well, the number
of emergency patients with substance-related issues, which
can be a considerable driver around exacerbation of mental
health issues, increased by 22.6 per cent for the same
comparison.
So, we would say that the complexity and the acuity of
patients with mental health issues in the community, when
we look at 2015 compared with 2018, seems to be increasing.
So, patients are presenting with more serious and more
acute problems when we compare those two periods.
We felt it was also useful to have an observation
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about the work that we do with Victoria Police. So,
obviously Ambulance Victoria works with Victoria Police
often for patients who are presenting with mental
health-related issues, and proportionately police attend
30 per cent of the time to those cases, which was static
between 2015 and 2018. And whilst the volume, the number,
would have increased over that time, the proportion remains
stable.
Q.
Are those figures for the whole of Victoria, is that
what they relate to?
A.
Correct.
Q.
How does that compare to what you're seeing on the
ground?
A.
I think the data supports some of the challenges that
we have around mental health patients and the acuity of
mental health patients that are presenting. We know that
there are challenges about accessing - particularly
accessing beds for acute mental health patients and
accessing care. We think that is demonstrated in the data
when we see patients that are presenting with more serious
problems, we're seeing more people who are at risk of
suicide, we are seeing more people who are unwell with
psychosis in the community, and either they are, or other
members of the community or their family or carers are
calling 000 in an effort to access care for them.
Q.
You referred to the fact that police attend in
30 per cent of the cases with Ambulance Victoria; is that
right?
A.
That's correct.
Q.
Is it the case that Ambulance Victoria would attend
70 per cent of crises without the police attendance?
A.
That's correct.
Q.
What is it that determines whether or not the police
come?
A.
So, the police attendance will be influenced by a
variety of factors. If at the time of call there is any
indication that there is violence or aggression, and we've
spent a considerable amount of time and training over the
last four years in particular with our paramedics around
occupational violence, so looking for triggers and
indicators that there may be violence at those scenes; if
that was the case, then the police would be asked to
.11/07/2019 (8)
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attend.
The police will also attend in some cases where the
patients are subject to orders under the Mental Health Act
and we require their assistance to convey them to hospital.
The police sometimes also will be in attendance at those
cases because they will also have been called by the
family. Patients who are in crisis and families and carers
who are attempting to access care will often call not only
the Ambulance Service but also the police in an effort to
help manage their safety.
In those cases the police and the paramedics work
together to care for the patient, and in some cases the
area mental health services may also be involved in that.
So, where a patient has been subjected to orders and they
need to be taken to an area mental health service, often
the mental health service workers will be involved. The
paramedics, the police and the mental health service staff
will collaborate over the strategy to get that person off
to the hospital in the safest way that they can.
Q.
In your statement you've presented a case study which
outlines the complexities faced by Ambulance Victoria. Are
you able to give us a high level summary of that case
study, please?
A.
Yes, I will. If that's okay, I might just refer to my
statement to make sure I reflect it correctly.
Q.
Sure, thank you.
A.
We've offered two case studies, the first one relates
to a 40-year-old man who presented with suicidal ideation
over a number of days in and around Metropolitan Melbourne.
On the morning of the first day when he presented, he was
displaying suicidal ideation and was attempting to run into
traffic. He was apprehended by the police, assessed by
paramedics, and he was taken to a hospital under
section 351 of the Mental Health Act for an assessment.
That same day later in the afternoon the same patient
presented for a second time displaying suicidal ideation
and attempting to run onto the railway tracks in a
southeastern metropolitan railway station. He was
apprehended by police again on that occasion, assessed by
paramedics and transferred by ambulance to a different
hospital on that occasion.
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Later that same evening Ambulance were
the same railway station and encountered an
situation to the previous one with the same
the patient was again apprehended by police
section 351 and conveyed to hospital.

On that same day, at almost midnight, Ambulance
Victoria was called to a different railway station in the
southeastern suburbs of Melbourne and encountered the
patient expressing suicidal ideation and attempting to
access the railway tracks once again. The patient on that
occasion requested that the paramedics take him back to
hospital, which they did.
Two days later, Ambulance Victoria were called to a
railway station in the Central Business District where the
same patient was again expressing suicidal ideation and
attempting to access the railway tracks. He was
apprehended again under section 351 of the Act. He was
again transported to hospital. In that case it was one of
the hospitals that he had been recently discharged from and
was handed over to the staff at the hospital.
Later that same evening Ambulance Victoria attended
that same patient again in an inner metropolitan suburb.
He was again upset, expressing suicidal ideation, and on
that occasion escalated and ultimately was restrained with
the assistance of the police and ended up being detained
and handcuffed and he was transported to hospital again
under section 351 of the Mental Health Act.
In terms of summarising that case, the patient
required ambulance attendance six times over a three-day
period. It was a total of nine hours of involvement from
Ambulance Victoria paramedics in assessing him and taking
him to hospital and working with the police.
There are a number of complex issues that fall out of
the case study. One of the challenges in this particular
case is that this man was homeless, he was of no fixed
abode. When he was taken to the first area mental health
service, they were able to check his information within the
mental health information system as it exists, and he was a
patient that was not of their catchment, he was a patient
of a catchment in Regional Victoria, and had care plans and
the like, albeit that they were old.
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There's challenges around the lack of coordination.
In this case this patient was presented to multiple
different police units, multiple different ambulance crews
and multiple different hospitals.
There was considerable resourcing demand. So, this
patient took a lot of resources from the Ambulance Service,
from the police and from all the different hospitals who
were involved in his care over what was only a three-day
period of time. The challenges in that is that we don't
have access to the mental health information system, so we
can't look up that patient's care plan to ascertain who the
area mental health service is that is responsible for his
care, what the care plan is. Indeed, in these cases
they've re-presented him back to the same hospital and the
same health service each time, which I think from an
escalation of his mental health condition would have been
very useful rather than him starting from scratch again at
each of these health services as he presented to them.
Currently Ambulance Victoria is not able to access
that information as it's contained within the patient's
mental health records because of the way that the Act is
constructed. We see that that is a significant challenge
in terms of coming up with good strategies and good
connected strategies around care for patients and, for this
gentleman, he didn't receive the care that he possibly
could have received if we had access to that care plan and
that strategy.
Q.
Can you explain to us what the PROMPT pilot is?
A.
We have a second case study which I'm happy to go into
which talks about the PROMPT pilot. So, PROMPT stands for
the Prehospital Response of Mental Health and Paramedic
Team, it's a pilot that's been conducted in Greater
Geelong. It's an initiative between Ambulance Victoria and
Barwon Health. They provide the area mental health service
in Greater Geelong. The PROMPT Team puts a paramedic and a
mental health clinician together to respond to mental
health cases received by Ambulance Victoria, are both
crisis-related responses and also lower acuity responses,
so they receive referrals from our call referral service
and from the mental health nurses who work in the call
referral service in the Greater Geelong area.
Q.
A.

Could tell us about -I'll maybe go on with the case study?
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Q.
Yes, please. Could you just, at a high level, tell us
how that panned out in this case study?
A.
So, the pilot's currently running, it concludes at the
end of this month. There was a particular case that we
thought demonstrated how, when we do things differently, we
have an opportunity for improvement.
So this is a 32-year-old man with a significant
longstanding history of schizophrenia, very well-known to
the mental health services at Barwon Health, and he was
also being case managed through a local community-based
mental health service. He presented with suicidal ideation
and a call to 000 resulted in the PROMPT Team attending.
For this particular patient he had been experiencing
exacerbation of his symptoms from his schizophrenia and he
called 000 because he was quite agitated and was
experiencing suicidal ideation.
The PROMPT Team responded. When they arrived the
mental health clinician was familiar with him so it was a
patient that she had been involved in the care of
previously and they were able to look up his current care
plan and his current, I guess, support mechanisms that he
has around his care and then to assess him.
What became immediately obvious was that the problem
was that he'd actually ran out of his antipsychotic
medication and hadn't been taking it for the last four
days. What the PROMPT Team was able to do was to liaise
with a duty psychiatrist from the area mental health
service, receive a prescription for him so that he could
have his medication. They were able to source a supply of
the medication for him, take it to him, he was able to take
the medication. He was able to stay at home, it was
assessed that the risk was reasonable, that he would be
able to stay at home. He was cared for by his family and
then they followed up with him the subsequent day and he
had had a significant improvement in his condition.
When we compare that to the historical response that
we would have had, we would have sent an ambulance. It's
worth noting, the PROMPT Team are in an unmarked car, so
it's very low visibility for the people that live around
this gentleman. So, we would send an ambulance. He was
expressing suicidal ideation and aggression, we would have
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called the police. They would have sent multiple units.
We would have then sent a second ambulance at the prospect
of transporting him to hospital because he has a history of
being aggressive and he's quite a strong fellow. He would
ultimately have been taken into care, he would have been
restrained, sedated, shackled, transported to hospital to
the Barwon Health, to the University Hospital, Geelong
Emergency Department, where he would have then been there
for a period of time while the sedation wore off so that
someone could then come and assess him for his mental
health condition - all over what realistically was an issue
around access to his medication.
So, the PROMPT service in that case provided a much
better outcome most importantly for the patient but a much
better outcome for the system. So, taking people who are
experiencing thought disorders into really busy Emergency
Departments is really not a very optimal way to care for
them, and in this case he was able to stay at home. And
increasingly became well, so there was subsequent
follow-ups with him through the mental health service, and
after he was taking his medication, by the end of that week
he was considerably better, which I think demonstrates that
when we do things differently, we can get better outcomes.
Q.
We just have to go a bit slower, sorry, for the
transcriber.
A.
Sorry.
Q.
You were referring to the area mental health service.
Can you tell us about what support Ambulance Victoria needs
from mental health services in order to be able to fulfil
its role optimally?
A.
I think access is one of the significant challenges.
It's cleverly evident that mental health services are under
considerable strain in terms of the demand for their
services. That results in decreased access for Ambulance
Victoria in terms of accessing their triage services and
their clinicians to be in a position to come out and see
patients. That results in patients being taken to
Emergency Departments because there aren't other options
for them.
So what we need from the area mental health service
first of all is access. I think the other challenge that
we see within the system, if indeed we describe it as a
system, it's sort of a whole lot of parts that deliver
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similar services not necessarily in the same way, is to
have some systematic strategy and coordination of access
for patients. So, we don't perhaps have patients being
taken to area mental health services and to other places as
a result of their geography or where they might live, that
they actually are able to access the care where they need
it, and that that will be more timely for Ambulance
Victoria as well in terms of being able to access care for
those patients.
I think the other thing we need for the mental health
service is an opportunity to collaborate in the care of
mental health patients. If indeed our role is about
responding to crisis, it's about responding to patients who
are having crisis in the community, we need to be able to
collaborate with mental health services to have plans for
those patients where they're known to them so that we can
support a better outcome for them.
So, if the outcome is about access to an inpatient
service within an area mental health service, that that's
achieved in a caring and considered way and avoiding busy
Emergency Departments and other services that don't deliver
good experiences for those patients.
Q.
Can I deal with two final topics, the first one is
education. You've said in your statement:
"AV is aware that many paramedics do not
feel adequately equipped to manage and care
for patients with mental health issues."
What are you referring to there; what are you aware

of?
A.
That goes to a study that we participated in which was
a study conducted across Australia, not just in Victoria,
by Beyond Blue and the Black Dog Group. There was
participation from paramedics sought in the study and
surveys around how confident they felt in managing mental
health patients.
What the study tells us is that paramedics don't feel
confident in dealing with complex mental health patients
and that there's an opportunity for us to consider how we
might built more capability for our paramedics or indeed
how we might better respond to complex mental health
patients' needs in the community to better support our
.11/07/2019 (8)
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paramedics: whether that be through specialist teams or
through better capability development with education or
partnering with the area mental health services.
Q.
Can you describe in more detail what are some of the
specific gaps you see in the current education?
A.
So education for paramedics. So, paramedics complete
an undergraduate degree to be able to be registered as a
paramedic in Australia. The training is delivered across
many different jurisdictions. So, paramedics who come to
work here in Victoria could have trained in New South Wales
or Queensland. The content of the courses is variable
around managing patients with mental health issues.
So, there's an opportunity to have some engagement,
perhaps with the Paramedicine Board, about what the base
standard around education for managing mental health
patients are.
I think over time we have seen paramedics more
involved in managing more patients with more acute problems
in the community and an exacerbation of the mental health
illness. We need to build more capability in our staff,
particularly around risk assessments. I think for
paramedics attending patients, particularly patients who
express self-harm or suicidal ideation, there is an
opportunity to build more capability to understand that
better and have better risk assessments, and in turn be
able to refer patients appropriately to services so we're
not taking everybody who presents with that type of problem
to an Emergency Department, which is one of the challenges
that we have today.
Q.
Finally, you've referred to collaboration with mental
health services as being something that would improve the
delivery of Ambulance Victoria's services. Are there any
other changes that you want to raise now that you think
would bring about lasting improvements to help people
affected by a mental illness, particularly in crisis
situations, from Ambulance Victoria's perspective?
A.
I think I've mentioned some of them in the evidence
already. I think collaboration and the sharing of
information, so access to information about patients' care
plans so that we can work together to come up with good
solutions and good strategies for them in terms of their
care. That may very well go to the information that's held
within the mental health information systems as they stand.
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I think there are definitely challenges, and our view
is that there are challenges around the way that the system
is structured in terms of area mental health services, and
the need to consider a more collaborative approach
collectively across the mental health services so there is
indeed a system of care.
We draw comparisons to other systems of care that
exist for other health-related complaints in Victoria. So,
we have a system of care for patients who suffer strokes,
we have a system of care for patients who suffer trauma,
which is above I guess the individual services that are
offered in particular geographic areas by particular health
services. So, we see that there is an opportunity to have
a more systematic and coordinated approach around the
management of mental health patients and their access to
care.
We believe that partnering with and having more open
communication with the area mental health services about
patients only serves to improve the outcomes for the
patients and also to have options for patients who are
presenting in crisis. The responsiveness of the mental
health services to our requests for assistance, or the
police's requests for assistance represent a significant
challenge, and I think it comes to that, in an emergency
service context we work in minutes and seconds: mental
health services work in days, weeks and months in terms of
their care for patients, so there is an obvious difference,
if you like, in terms of how we deliver our services.
So, if we can connect that, if we can have a
coordinated approach to it, we believe that we will have
better outcomes for mental health patients in terms of
their access to care.
MS BATTEN: Thank you, very much, Mr Thomson.
there any questions for Mr Thomson?
CHAIR:

Professor Fels.

COMMISSIONER FELS:
Q.
Thank you for your excellent
evidence. I'm interested in the dollar cost of mental
health for Ambulance Victoria, so I was going to kind of
give you a question on notice about whether you could see
.11/07/2019 (8)
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if you are able to give us a ballpark estimate of the
dollar cost of your services in respect of mental health.
You've given us some hours, rough estimates of hours: what
would that translate to, what other aspects? So, I just
wondered if you could go away and think about that
possibility.
A.
I think we'd be happy to take the question on notice
and come back to the Commission with that information. I
don't have it to hand but we would be willing to take it on
notice and come back with some figures.
COMMISSIONER McSHERRY:
Q.
Just one question from me.
You mentioned sometimes the use of sedation and restraint.
Could you perhaps explain what that encompasses and how
often that might be used?
A.
In terms of how often, I would probably have to take
that on notice and come back to you with the actual
numbers.
It is an end strategy always. If we think of the Act,
we think of just good care. Least restrictive is always
the strategy around mental health patients. However,
people who are in crisis and are at risk, particularly if
there's aggression, there is potential for the use of
sedation. Paramedics have a couple of options in terms of
the sedation that they can use. However, they are sedation
that results in the patient not being in a position to
contest with the transport. Paramedics can obviously
provide care for those patients through that time.
In terms of restraint, every ambulance is equipped
with patient restraints for the purpose of restraining
mental health patients. Again, viewed with the least
restrictive in nature, I don't think anyone enjoys being
restrained. However, it is about the safety of the
patient, it's about the safety of the paramedics, the
safety of the police. What is very risky was, if during
transport a patient does become - gets outs of the
restraints or became aggressive in the back of the
ambulance, it's a very small space and it represents
considerable risk, not only to the patient, but also to the
paramedics and potentially the family or the police or
whoever else might be attending with him.
Q.
What exactly are those restraints? Are there straps?
A.
Yes, so they're straps that are attached to the
ambulance stretcher. They have arm and ankle restraints,
.11/07/2019 (8)
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and they're used in conjunction with the normal restraints
that we use on the stretcher, which obviously are part of
the standards we apply for everybody in terms of travelling
in the vehicle, but they certainly do restrict the
patient's ability to move or indeed to get off or out of
the stretcher.
Q.
A.

Is data kept on how often that might be used?
Yes, it is.

MS NICHOLS:
Thank you.

It would be very useful to have that.

CHAIR:
Q.
I've got a few other questions that I'd like
to ask. The first one is in relation to performance
criteria for Ambulance Victoria. In terms of response
times we heard earlier today, for example, in Emergency
Departments there's different KPIs I guess or performance
standards for other forms of health care relative to mental
health. Is that the case in Ambulance Victoria?
A.
Yes, we have a series of metrics that are agreed with
government each year around our performance. In terms of
the timeliness of response: for code 1 emergencies which is
a lights and sirens response, we need to attend within
85 per cent of the time, 15 minutes or less across the
state; or 90 per cent of the time, 15 minutes or less in
population areas of greater than 7,500 people in sort of
larger communities.
Q.
So that same criteria would apply whether it's someone
in acute mental health crisis or someone with another form
of physical illness?
A.
If it was an acute mental health crisis and it was
coded and determined to be a code 1, then it's exactly the
same.
Q.
We also heard earlier today about the occasions when
it is that police might be first on scene at a critical
incident and might decide an ambulance needs to come. Just
to clarify the process for 000: if it's deemed to be an
urgent mental health crisis, are the ambulance the first
dispatched group to that emergency or is it a juggle
between police and/or ambulance?
A.
It will depend on the information that's received at
the time of call. In Victoria the computer-aided dispatch
system for all the emergency service organisations, which
is operated by ESTA, is integrated. So, a person who
.11/07/2019 (8)
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called for a mental health-related complaint for ambulance,
where there was threats of violence or harm, that would
create what we describe as a multi-agency event and we
would invite the police to come with us for that event.
Equally, they are able to do the same: so where it is a
mental health-related complaint coded in their system it
will come automatically across to the ambulance system for
response.
In terms of police being present and asking for our
attendance, it would depend on the information that's given
at the time about the patient's presentation as to how
quickly we would respond.
Q.
And so, just another point in relation to that, we've
often heard from consumers about the distress there is if
they are transported in an emergency situation in the back
of a divi van as opposed to in an ambulance. Would it be
more often that someone in crisis, if both police and the
ambulance are there, that if police assistance is required,
they are inside the ambulance with the ambulance crew
escorting the person or are they more likely to be in the
back of a divi van?
A.
I would say they would be most likely to be in the
back of an ambulance. It's certainly our view mental
health patients should be treated by clinicians and indeed
be treated and supported by paramedics in that situation.
There are a handful of situations where it may be
deemed that it's not safe to do that, and we certainly are
aware that the police sometimes will transport patients
themselves due to the amount of time they may wait for us
to attend. Obviously, we have to manage all the calls that
we're dealing with at any point in time, including the
mental health calls. So, there are occasions where
ambulances might be delayed and the police may very well be
waiting for us, and equally there are times where we've
called the police and we're waiting for them to come and
support us with a mental health patient.
Q.
There's just one last point I want to talk on. You
discussed the performance criteria in metropolitan and
other areas. In Rural Victoria, and this was something
that's come up in our discussion so far: if you have a
person who's in acute mental health crisis in a country
town where there's not an inpatient unit available and the
escorting of that person to the hospital that is the
.11/07/2019 (8)
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nearest available inpatient care, is that just done as part
of the normal emergency response of an ambulance, or how do
you structure the responses to those sort of calls and
transfers?
A.
So, we would respond obviously to those calls, and our
footprint, like the police's footprint, is across the
state. I think mental health patients in Regional
Victoria, particularly in Rural Victoria, represent a whole
series of challenges about access to care, not only for our
services but to access to care generally.
For a patient who presented and for the purposes of
the police taking them into custody for a 351, they could
be presented to an Emergency Department for the purpose of
- or an urgent care centre for the purpose of an
assessment. Indeed, if the patient was subject to orders
and had to be conveyed to an area mental health service,
that could be a considerable undertaking, given the area
mental health services' coverage in Regional Victoria are
quite significant areas.
In that case, paramedics will work with the police,
they do these sorts of things often, and with the
respective control centre in an effort to coordinate how we
might do that, and how we might get that patient to the
area mental health service where they need care, it is not
without its logistical challenges, and for the patient can
be challenging, particularly if we're changing the faces of
the people that are caring for them, be it the paramedics
and the police, through a journey. So, if it's going to
take us two or three hours to get them to an area mental
health service, it may be that they're handed over to
subsequent teams of paramedics or police for that journey,
and I think that represents a challenge around the
continuity of care and for the experience for the consumer.
Q.
Yes, and many times that consumer may well voluntarily
want to have that transfer and admission too?
A.
Indeed, and if it is voluntary, then there are some
other options. We certainly can utilise our non-emergency
sector. There's area mental health service transport,
there's obviously Working With Families. I think the key
in all of those cases is to look for the best option in
terms of what works best for that patient that's safe. So,
if it needs to be in our care, then that's what we will do,
but equally exploring options with the area mental health
service and with the patient's carers to look for ways to
.11/07/2019 (8)
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get them to the mental health service safely.
CHAIR:

Thank you.

MS BATTEN: No further questions for Mr Thomson.
Mr Thomson please be excused?

May

CHAIR:
Yes, thank you very much for your evidence today,
Mr Thomson.
<THE WITNESS WITHDREW
MS NICHOLS:
The next witness is Ms Louise Glanville, I
now call her to give evidence.
<LOUISE GLANVILLE, affirmed and examined:

[2.50pm]

MS NICHOLS:
Q.
Ms Glanville, are you The Chief
Executive Officer of Victoria Legal Aid?
A.
Yes.
Q.
Have you held a number of other positions both in the
public and private sector, including as Deputy Chief
Executive officer of the National Disability Insurance
Agency?
A.
Yes.
Q.
And First Assistant Secretary, Access to Justice and
Strategy and Delivery divisions at the Federal
Attorney-General's Department?
A.
Yes.
Q.
Executive Director, Deputy Secretary, Legal and Equity
Group at the Victorian Department of Justice?
A.
Yes.
Q.
And among others, Principal Legal and Social Policy
Adviser to the Victorian Deputy Premier and
Attorney-General within the Office of Deputy Premier and
Attorney-General?
A.
Yes.
Q.
Alright, I won't take you to the others. Can
you, what services does Victoria Legal Aid provide
people with mental health issues that allows it to
its position and understanding of the way that the
health system works?
.11/07/2019 (8)
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A.
Thanks for that. Victoria Legal Aid is a statutory
agency and it has, as part of its core responsibilities,
the provision of legal advice, legal information and
representation of people who are eligible for that
representation in terms of their legal issues.
What this means is that, from our work, we glean a
very significant understanding of people who experience
mental health issues in not only the criminal justice
system but the civil justice system as well, as well as the
family law and child protection systems also, and we do
this through provision of duty lawyer services in most
courts in Victoria, if not all courts; through
representation of defendants under the Crimes Summary
Impairment Act in County and Supreme Courts. We do this by
also not just having legal services but by having non-legal
advocacy services such as our Independent Mental Health
Advocacy and our Independent Family Advocacy and Advice
Service.
We offer a telephone assistance and helpline which is
available from 8 till 6 pm, and that is where anyone can
actually ring and get legal information or advice.
Q.
I'll take you through a few of those services, but
first, was it the case that in 2017-18 Victoria Legal Aid
assisted over 94,000 unique clients and, of those,
26 per cent disclosed that they had either a disability or
a mental health issue?
A.
Yes.
Q.
Do you classify people experiencing mental health
issues as priority clients?
A.
Yes, we do.
Q.
What do you mean by priority clients?
A.
So, priority clients can include a range of different
individuals and their experiences and the problems they're
experiencing, but it particularly for us relates to people
who are poor, because of course we have a means test and
that means test is very mean. We support women and
children and others as part of family violence proceedings,
those experiencing mental illness, issues that relate to
the legal system or in fact disability; in the context of
the NDIS, we have quite a significant practice.
We also assist people in the criminal domain generally
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who are defending matters before Magistrates' Courts in
Victoria and indictable matters before the County and
Supreme Courts as well.
Q.
You have a specialist mental health legal practice?
A.
We do indeed, and that encompasses not only
appearances at VCAT in relation to the NDIS, but also work
in relation to mental health issues, the Mental Health
Tribunal, and in addition we appear in the Supreme Court,
or we fund appearance in the Supreme Court for matters of
law that we're wishing to test. So, for example, the
recent matter in relation to the Mental Health Act and
issues of capacity and how that is determined.
Q.
Can I ask you a little bit about the Independent
Mental Health Advocacy Service, briefly what it does and
who its clients are?
A.
Yes. The Mental Health Independent Advocacy Service
is a really, I think, important addition to the work of
Legal Aid. Often people think of Legal Aid as just
providing legal services, but this is a real way in which
we consider that you need to see people holistically, and
so, it's non-legal advocacy that's provided.
That particular service works across all public
hospitals in Victoria and really provides support and
information to people who are at risk of compulsory
treatment or are actually experiencing compulsory
treatment.
It is very important because it puts the individual
who's experiencing these issues at the very centre of what
it is that is being experienced rather than being the
object of services that are provided.
Q.
Can I ask you to articulate what it is, in that
context, to put the person at the centre?
A.
Yes. Our workers, as part of that particular service,
would - and I'll use a very practical example - would go to
those facilities, would actually seek information on who is
currently in a ward or in that situation that would benefit
from seeing an independent advocate, and would sit with
them and not only consider some of the areas that the
Mental Health Act would require, such as how that person
can be involved in their own treatment in some ways, how we
can better understand that person's wishes, how we can
ensure that that person is able to represent or put forward
.11/07/2019 (8)
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the sorts of things that would be important to them in
relation to any treatment, be that voluntary or not
voluntary and, in those ways, it's a very practical and
supportive orientation that puts the person experiencing
the mental health issues at the very centre of what we do.
Q.
Is it an affirmative outreach?
A.
It's very affirmative outreach, although we don't
compel, but we do seek to be very available to assist
people. I think it is interesting, there has been a recent
evaluation of that service. We receive funding from the
Department of Health and Human Services for that, and this
evaluation was particularly important in highlighting the
success of that pilot which is now into its second term,
and the fact that some consideration should be given, and
it was one of the key recommendations, for having it as the
standard practice across Victoria, so representing an
opt-out option for people so that it represents state of
play rather than being something which, if you happen to
access it the day our people are there, then that's what
happens.
Q.
You have, as part of that program, consumer experts
advising you?
A.
We do. I think that's a particularly commendable part
of the work of Legal Aid, and I say that having only
recently come to Victoria Legal Aid about 10 months ago, so
it's tremendous to see that Victoria Legal Aid has actually
embraced this notion of, how do you better inform and
design what you do, the services you provide, the legal
information or legal advice you provide with reference to
the user, with reference to what that person would need to
make it as useful as possible to them.
So, we have an advisory panel; it not only helps us to
design the sorts of services that would be most useful for
people with mental illness or experiencing mental health
issues, but it also assists in advising the organisation
more generally about how we can be inclusive in terms of
our employment practices in terms of the way in which we
think about those who use our services, and in fact not
objectifying them but seeing the real humanity in the
people that come before us.
As part of that we also have a consultant, a mental
health consultant who is a terrific woman, having met with
her several times, and she not only helps to keep us
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account but is very useful in suggesting best practices
that might exist elsewhere that we should be thinking about
in the provision of legal services and non-legal services
that we offer to all Victorians.
Q.
Am I right in thinking that what you would suggest is
that this is a good model that other systems could observe?
A.
I think the independent evaluation that was done
clearly indicates that this model is working, that it is
one which is empowering and assists people to take up, I
think what was really intended by the Mental Health Act,
which is, people participate in their treatment, in their
assessment, in their recovery, and it is a model which
really does assist people to understand their rights and
their options and to think through how best they can
actually represent those in those assessment/treatment
processes.
Q.
Can I ask you just to say something very briefly about
Victoria Legal Aid's involvement with the specialist
therapeutic courts?
A.
Yes, I think Victoria, as some of the Commissioners
would know, has a very proud history in relation to the
sort of therapeutic jurisprudence and specialists courts.
Personally, I am a great fan of these particular approaches
because they not only look at perhaps the crime that has
been committed, but they look at the causes of crime.
Particularly important to us at Legal Aid is the
assessment and referral list at the Magistrates' Court,
which is still relatively new, I think 2010 or 2011 it was
introduced, and it is really important because what it does
is, it looks at the sorts of wrap-around services that can
assist people to get on track with their lives.
It uses judicial monitoring, which is also a similar
process that is used in the Drug Court in Victoria at both
Melbourne and Dandenong, and as part of that judicial
monitoring it's a real sense of the person feeling valued,
included, listened to - also sometimes I've seen
reprimanded in some instances - but a real positive
engagement which is really attempting to get that person
back on track and to help them think about what's going to
be important in their life to make a particular difference.
Q.
Is it the fact though still that roughly one in five
unique clients of Victoria Legal Aid, who you represent for
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summary crime matters, disclosed a mental health issue in
2017/18?
A.
Yes, that's right, and that's a fact that many of the
clients that we would assist legally in summary crime would
have a mental illness or mental health issues.
Q.
We've asked you a question when we were seeking
written evidence from you about where Victoria Legal Aid
fits within the mental health system. I'd like you to, if
you can, address your perspective on whether the mental
health system is actually functioning as a system?
A.
So, my own view is that, I don't really see it as a
system as I would understand that; and, when I say that, I
would mean a system that I think operates well is one in
which people - there's a variety of services and support
options available to them - people receive them in a timely
way, there is good coordination and cooperation amongst the
providers in that system, that users of the centre are very
central to people's thinking in relation to that, and that
in fact it's a system that doesn't focus primarily on the
crisis end, or what I would call the tertiary end, but
really values early intervention and prevention as very
strategic and important issues in order to address and not
leave people to come to the edge of that cliff and then
fall off.
Q.
So, these are the features that you would like to see,
and we might come to those at the end. Is your evidence
that you're not seeing those features in the health system
from where you and Victoria Legal Aid sit?
A.
That's right, and a lot of that might be because we do
often get to operate at that tertiary end, so that is very
challenging, but also, it is not to impugn the good work
that people try and do in that system.
We think it's a system - or my personal view is that
it's a system that relies very much on relationships
between individuals rather than processes and coordinated
endeavours through which people can move through and get
the support and access to services that they need in a
timely way. So, I would see it as fragmented and not
coordinated in a way which can offer optimal outcomes to
people experiencing mental health issues.
Q.
Alright, thank you. Now let's say a little bit more
about the features of a well-functioning system. You say
one feature is that there needs to be clear referral
.11/07/2019 (8)
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pathways and entry points. How do you see the lack of
those features in the clients who Legal Aid deals with?
A.
Well, I think for a lot of clients there hasn't been a
clear entry point. So, where there's a possibility that
someone might be able to be assisted earlier on in a
journey where they've got mental health issues, that
actually hasn't happened.
That might relate to a range of things, but that might
be that the sorts of organisations they've come into
contact with don't recognise perhaps that the person has a
mental health issue: I've seen that in the justice system
itself on numerous occasions. It might be that a person is
really in a position where they're not able to express very
clearly what it is that they need, and I think this idea of
having ways in which people can be assisted by non-legal
advocates in our experience, as distinct from people who
are brought in at that end when there is a significant
legal problem, really does escalate what the circumstances
that someone might be experiencing are.
We do refer to some case studies where that early
intervention approach is an appropriate entry point where
someone can be assisted in a more modest way, but
meaningful way, and can make a real difference to their
trajectory in terms of how they experience both justice
systems and mental health systems.
Q.
One of the things you observe is that you often come
across clients who have difficulty with the gap between the
10 sessions provided by Medicare to access a psychologist
and the crisis end. Is that something that's a recurrent
feature of your client base?
A.
Yes, we see that a lot, and some would refer to that
as the "missing middle" in a way: that people either are at
that very early intervention/prevention end and there can
be some localised supports for them, but that middle piece
where people are really requiring something much more but
they're not at that crisis end is what we would see as
being a particular issue with the system.
And leaving people in this state of abyss really,
where they're not being assisted with what are some very
complex needs and where in fact some interventions in other
systems, such as may relate to their housing circumstances
or issues to do with their isolation or inclusion, are not
addressed as well, and so what this means is that people
.11/07/2019 (8)
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progress down a path which often invariably in our
experience leads to the criminal justice system or the
civil justice system in particular.
Q.
Yes. Is it your view that the recovery-focused
philosophy of the Mental Health Act is embodied well in the
mental health system?
A.
The Mental Health Act, in my view, is a good piece of
legislation and it is good because it focuses on recovery,
it focuses on rights and it focuses on supported
decision-making, which I think we sometimes forget about in
the way in which we do our work.
I think the promise of that legislation still sits
there in large part, but it needs greater consideration
about the implementation of the system and how the system
looks, particularly with that missing middle piece in
relation to being able to deliver on those objectives that
the legislation has.
Q.
You've made some observations about governance models,
and you've suggested that the system would benefit from a
governance model that brings greater independence. In this
context what do you mean by independence?
A.
This is a very good question. I think that our
position, and certainly my evidence, is that many of the
parts of the system that relate to people who are
experiencing mental health issues relate directly into
DHHS, and that's not unusual, you know, in government
departments. But I think in this particular area we need
to be able to have much more transparency in what is being
done in various parts of the system.
So, the governance point is really about that
transparency and I think the best example I could give of
that is that Victoria Legal Aid for many years have been
trying to access data that helps us understand the
compulsory treatment regime, who's experiencing that, what
their experiences are, what demographic groups this covers,
and in fact enable us to learn how we might be able to
better support and even use the data that is available in
the system to design and plan for better, more effective
services that can assist people.
I think with compulsory treatment it is a particular
challenge, because of course compulsory treatment is
exactly what it says, and so it is a very specific
.11/07/2019 (8)
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intervention that exists, and that clearly I think the Act
did a good thing in stepping that up to the tribunal that
needs to decide whether that happens.
But when you have the missing middle piece, I suppose
one fear that I would have is that people progress very
quickly to that tertiary end where there are more specific
regimes in place which may well not be necessary if you
compared it to voluntary participation perhaps in more
community settings, and I think this is where potentially
that can lead us.
Q.
Is it in that context that you consider that there is
more room for independent oversight bodies?
A.
Yes, I think so.
Q.
In your evidence, you indicate that it is Victoria
Legal Aid's experience that there is a relationship between
limited resourcing in the mental health system and
increasing use of compulsory treatment and medication. Can
you elaborate on that?
A.
I think it is an inevitable consequence of not having
the sorts of supports and resources that people need with
their mental health illness at various parts of that
journey.
You know, recovery is not a thing where people, one
minute they're sick and then they become well; recovery is
often a lifetime experience for people, and what this means
is that they need different types of supports all the way
along that system. They need those supports to be able to
include them, to hear their views, as I said previously, on
what they think their treatment should be and how they're
going to benefit from that treatment, and in that way I
think it is very important that, for the tertiary end to
work well, that its precursors at the prevention/early
intervention space really do offer real and serious support
for people when that's needed to enable only those who
really need that most tertiary end treatment to receive
that.
And I think, without that sort of spread and diversity
and spectrum of different supports and services for people
that are informed by people themselves and what they say
they need, of course with the assistance of others, then
too quickly people may move to the tertiary end.
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Q.
Does Victoria Legal Aid consider that a social model
of health should be adopted?
A.
Yes, and look, I think that's now - most governments
accept that you can't, for example, just treat people's
legal problems; you have to think of people in the context
of their financial situation, the economics of their
situation, their health, yes generally, whether they're
employed or not, how connected they are to their community,
what their relationships are with family.
I think the social determinants of health tell us that
just treating perhaps a person's health issue is not
necessarily going to change their experience or improve
their ability to live an ordinary life, and that we have to
be more holistic in this way, hence why Victoria Legal Aid
has chosen to in some areas introduce a non-legal advocacy
model, so housing, employment, all of those sorts of areas,
inclusion, can be taken account of in terms of supporting
people.
The family violence reforms are a good example of that
from government's perspective. It's not just the family
violence as a legal construct that I think society now
understands, but is all the things which sit around that
that we really need to attend to in order to make a
difference in a systematic sense.
Q.
Does an embracing of a social model allow a focus on
strengths rather than deficits?
A.
Completely, and it's why some of our non-legal
advocacy services are so important because I, having had
much contact with people with mental illness in a variety
of the positions that I've held, I do think that the focus
is often on what people can't do rather than what they can
do. The assumption is to objectify people rather than see
the humanity and to work with in order to build their
strengths, and this is why these sorts of ideas about
recovery and support and inclusion and supported
decision-making, which the Mental Health Act tries to
embody I think, are very, very important to a healthy
mental health system.
Q.
Have you observed a bidirectional relationship between
health problems and legal problems?
A.
Yes, I think the two can influence each other. For
any of us here who have experienced legal problems, we know
that not only are they costly often to deal with, but they
.11/07/2019 (8)

1010

790

L GLANVILLE (Ms Nichols)

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

2019 public hearings

cause great stress to people's lives. I think the reality
is that health problems for example unattended can actually
serve to roll and spiral into other areas.
And, if I take some good examples, probably looking at
public drunkenness and the fact that it's criminalised here
in Victoria means that people who really have a social and
a health issue can find themselves intersecting with the
justice system reasonably quickly, and if they are
homeless, if they are also poor, if they are Aboriginal or
Torres Strait Islander, these are the sorts of compounding
factors that can lead to people not being able to live
ordinary lives and in fact to spiral to that tertiary end
we've discussed.
Q.
Speaking of compounding factors, what have you
observed about the compounding effects of homelessness on
people's ability to get access to mental health services?
A.
Look, I think the situation for people who are
homeless is incredibly difficult. It is hard if people
don't have a fixed address, don't have a community that
they relate to as many of us do if we've got a roof over
our heads, are thinking every day about how they will just
survive, rather than being able to focus on getting better
or trying to improve the mental health issues they're
experiencing.
I think homelessness, not having a roof over your
head, housing, is probably one of the biggest challenges we
have in large part in this space, and watching the way the
therapeutic jurisprudence initiatives, problem solving
courts, work in Victoria, clearly they stand for the need
for having adequate housing and support - not just
independent living, but supported living where people can
thoroughly have an opportunity to try and right their life
and to be able to be more effective in self-care as well as
be safe in the environment in which they're in.
Q.
Is one of the compounding factors that impedes
people's ability to get access to mental health services,
the cost of those services?
A.
Yes, I think so. I think even people who earn a
decent wage would probably find that hard, but for people
who are poor - and the majority of people that we see at
Legal Aid, clearly our guidelines are such that we only
represent those who are the most poor - it is an obvious
fact that it affects their ability to live ordinary lives.
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Q.
And that would particularly apply to people who find
themselves in the so-called missing middle, wouldn't it?
A.
Yes, because I think that sort of grouping, if we call
it that, or that part of the system that needs to be
strengthened, if that's not strong: if people are in that
bit of the system, they can either go one way, towards sort
of the prevention end, or they can go the other way,
towards the crisis or tertiary end. If that middle is not
strong, then we will see more people going to the crisis
end because they won't have the sorts of supports they
need.
Housing is a critical component of that, so is
meaningful things to do everyday, whether they be paid or
unpaid. So is just feeling included and connected to those
around you, and also experiencing reasonable health: all of
these things are vital, I think, and that middle part is
where things can either go very right or very wrong
depending on what the supports are that you get.
Q.
In relation to things going very wrong, is there a
sense in which the criminal justice system is de facto
placed to deal with mental health issues?
A.
You know, our experience might of course be quite
biased given what we do in broad part, but I think what we
do see is many people being caught up in particularly
summary crime but indictable as well in the criminal
justice system, who really do experience mental illness,
and certainly batches of vulnerability that then, if they
are homeless as well and more obvious to public authorities
and to police, that can often then lead to a spiralling
into the justice system.
I think that's why it's so important that the good
work that Victoria Police does absolutely includes more of
diversion, ways of - the multitude of powers that are
available to police officers really do encompass not just
moving people thoroughly into the system, but to diverting
people from that system, and that's a particularly
important feature that we would see.
Q.
On a slightly different topic, you've made some
observations about what you call the ineffective
interaction between the NDIS and the housing and justice
systems. Can you explain what you mean by that?
A.
We've included a case study on that.
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Q.
Yes, would you like to address that?
A.
Yes. Also in our submission which we gave to the
Royal Commission last Friday, that also includes some other
examples. I think the NDIS is particularly interesting for
us because it does have great promise and we are a great
supporter of that system and that scheme and we understand
the importance of it from the perspective of people with,
say, a mental illness or cognitive disability or some other
sort of disability, that it is about putting them at the
centre of their lives and giving them the ability to live
an ordinary life. It's pretty straightforward and we get
that.
It's a hard reform and it will continue to be hard for
some time, but I think this is an example of someone who
really spent much time in prison, much time in a custodial
place when that would not have been necessary had there
been proper and effective engagement and communication
between the great promise of what the NDIS is and actually
what happened for this person in practice.
Now, I say that as a great supporter of the scheme,
and I think it's very understandable that with people with
very complex needs the scheme is still evolving and working
through that. But this is a good example of how people can
be left in what I would call, you know, the quiet of
custodial places where they're not really seen, where their
circumstances continue, and where in fact, unless they're
given the right supports, that becomes their way of life,
rather than having available to them the sorts of supports
that should have been available at a much earlier period in
time.
Q.
Can you say something briefly about the facts of that
example that you are speaking about?
A.
Yes. So, this, and I'll read from my notes if it's
okay - from my evidence. Essentially John is the name
we've given this person, John had an acquired brain injury
as well as a schizophrenia and this had contributed to his
past substance abuse, to unemployment, to housing
instability, and indeed to low level offending, which is
once again not an uncommon thing.
When John transitioned to the NDIS his plan was
inadequate to support him, to live well in the community
and, with the reduced supports that he therefore received,
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John committed further offences and was taken into custody.
Due to the NDIS housing and justice systems failing to
interact effectively - that is, who does what and whose
role is what, and clarity around what the expectations are
and some of the intergovernmental agreements, John was
unable to obtain bail to live in the community. People
would be aware, of course, that Victoria has very
significant bail laws in place now, I think they've been
described as the strongest in the country.
It look 10 months for an NDIS plan review to occur.
The plan review of course is a mechanism whereby someone's
package of supports is costed and designed, ideally with
the person is the way it's meant to happen. Therefore, it
was only once John had that, that he had a sustainable
post-release package that could actually ensure that he
would be safer in community in the way that he certainly
deserved, and I think for the majority of times, it says
there, John was in custody.
So, this is interesting to me because, clearly, we
only want people to be in custody if they really should be
there, and I'm happy to talk about that more thoroughly,
but in this instance I think the reason was a lack of
appropriate supports to enable someone to live an ordinary
life in the community and, therefore, because those
supports weren't there, there was a deterioration, a move
towards the more tertiary end and the person before we know
it is into the criminal justice system. And, once there,
it is actually quite a difficult system to get out in Legal
Aid's experiences.
Q.
Can I ask you a couple more questions about governance
and oversight. When we have asked you the question, how
could systems work better together for improvement, one of
the things you have said is that:
"Regulatory structures that are measured
against actual quality improvements would
really assist."
Can you explain what you mean by that?
A.
Well, I think quality should be determined by people
who use services, that is my personal belief, and that is
the best outcome measure that we could have: by seeking
what is it that someone's wanting from a particular service
.11/07/2019 (8)
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intervention or arrangement?
the end of that?

What's actually achieved at

I think the regulatory structure currently looks at
having oversight impossibility for review in a variety of
ways, and I think that's a good thing and I've already
mentioned the example of the Mental Health Tribunal and
that people can appeal those matters to VCAT and to the
Supreme Court. But you don't want people to have to do
that.
Q.
I see.
A.
So you really want there to be ways in which we can
monitor and assess what's going on in terms of the outcomes
for individuals from good data that's available. I think
in my own experience there is a very significant connection
between good regulation, the availability of good data, but
also that data is available publicly where it is needed.
It's an important part, I think, of the regulatory frame
that this should be more possible than what we currently
see with the mental health system in Victoria.
Q.
Just on the question of data, you say there are
several data inadequacies of which you're aware. The first
is a lack of available data on complaints about the
Victorian mental health system. Among others, how
widespread those complaints are.
A.
I think that's right, and that we particularly - as I
think I previously mentioned - see this and are very
interested in this in the context of compulsory treatment.
The main way we learn about what's happening with
compulsory treatment is when people come to us or we come
across people who need our assistance, either non-legal
support or legal support. It would be - I think civil
societies and open government now requires much more
transparency in the way in which business is done, if I can
put it that way.
The reason we want that is not because there's a
distrust. It is because, only when we see what is
happening can we actually get better at what we do, can we
all get better at what we do. I think we want to
understand the demographics of that data, we have some
assumptions around what those demographics might be from
our own individual case experience, but to have that sort
of data available in a comprehensive way that can really be
used by governments and community organisations and
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statutory agencies to improve what we do, I think, is the
goal that we all should be aiming for.
Q.

On another aspect of data availability, you say:
"There is limited data to help design and
implement a tailored, appropriate and
culturally safe service for various groups
within our community including Aboriginal
and Torres Strait Islander people."

What sort of data do you have in mind that we might
collect?
A.
I just think it's both qualitative and quantitative.
Certainly the most basic is the quantitative data, and I
think for Aboriginal and Torres Strait Islander people, and
certainly our partners, VALS, Victorian Aboriginal Legal
Service and Djirra, what we understand by working with
them - of course they are separate from us, quite
appropriately, and receive funding directly currently from
the Commonwealth Government, but it is clearly the case
that Aboriginal and Torres Strait Islander people talk
about the sorts of things that would be useful for them in
a mental health system, as do many other people that we
would talk to, the way in which services can be more
culturally appropriate.
I think, it's interesting for me, I learned when I was
at the NDIA, the National Disability Insurance Agency, that
there was no such word in many of the Aboriginal
communities that we were going into for "disability". This
indicates something about the way in which we have to think
about putting the user at the centre to understand best how
we can respond to individuals in terms of meeting their
needs.
Q.

You also say this:
"There is an inbuilt inequality in the
system in the sense that people get
different treatment depending upon where
they live."

What's your observation about that?
A.
Yes, I think this idea of postcode justice is not a
new one, and so, we have sort of in a way borrowed this
term, we haven't created it to understand what happens.
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Victoria Legal Aid is across Victoria, so we are in all
major regional locations, and so we have a good ability to
see what services are available and are not available.
Certainly, in listening to some of the evidence of
some other people who have come before the Commission to
date, it is clear that rural and regional areas need
particular responses, that those responses have to take
account of distance. They have to take account, so
importantly, of whether service providers are actually
available in those areas; whether the market can deliver
the sorts of capability and capacity that we need in those
areas to really support people to live full lives.
I think not enough attention is paid to the gaps and
the perhaps inefficiencies as a consequence, and that sort
of idea of the tyranny of distance to understand that. In
our written submission to the Commission we make reference
to some of the case studies where the amount of travel
people have had to do to get some basic support services,
in my view, is completely prohibitive to them being able to
focus on their own recovery and their own thinking about
their life and how they can get off the treadmill that
they're on.
So, we touch on that more thoroughly, but essentially
that's what we mean by the postcode lottery. And I think
that essentially if people are poor, and we know that in
rural and regional areas there are a lot more poor people
percentage-wise, that it makes it really, really difficult
for people to get the help that they need.
Q.
Can I just draw you out on two more aspects of your
statement. The first is this, you say:
"The current governance, oversight and
accountability mechanisms in the mental
health system are not working to ensure
quality, or to embed the cultural change
needed to promote a rights-based
framework."
What specifically do you have in mind there about the
governance and accountability systems?
A.
Well, I think the way in which the system should work
and the way in which governments should expect from the
system, what it's doing, is by reference to the Mental
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Health Act which is about recovery, which is about rights,
and which is about co-ways of working supported
decision-making.
So the rights are things like, do people get access to
good information about what their treatment means? We've
also included some case studies about people who don't even
understand what it is they're being treated for, so basic
information. Understanding alternatives. Very importantly
for us, good services in that missing middle that are both,
are voluntary, voluntarily offered, and that attend to that
more intermediate need.
Governance of a system should attend to all of those
things, it should look at where there are gaps, and I'm
talking about that I suppose not in the formal regulatory
sense, but in a way which says, what do we need to ensure
that the system can actually work? I think the comments
made in my witness statement are really about that
question, the system isn't working optimally for people who
experience mental health issues.
Q.
I said I had two questions but I think that was my
last one. Do the Commissioners have questions, Chair?
CHAIR:

Commissioner McSherry, thank you.

COMMISSIONER McSHERRY:
Q.
Thanks very much, and we look
forward to reading the submission from VLA as well. Just
one question: we heard from a young woman the other day who
had a terrible experience in a High Dependency Unit and I
think she could have really used an advocate at that stage.
Does the Independent Mental Health Advocacy Service go
across units? Is it a capacity issue?
A.
Well, it goes to all public hospitals, but it is not a
comprehensive system, a comprehensive offering, which is
why - I'm being a bit shameless in saying this in a way but the evaluation says it should be rolled out across the
state. It is a terrific service and that's not just
because Legal Aid provides it. It does attend to what I
would see as a classic gap in the system, and so, I think
that's the issue there.
I think this also plays to another point
about not only sort of state funding but also
funding: often there's resources to do pilots
something's proven to be effective, then it's
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rolled out across the system, and to me the beauty of
pilots is that they can test, they can refine, but if
something's shown from an independent evaluation to be
good, to be something that is useful for people who are
experiencing mental health issues, then in my view it is
something that should be rolled out more broadly.
And, it's a relatively cost-effective system, I think,
as well and it is empowering. It does focus on giving
people information and talking through options. I think it
helps people take responsibility for their own care in a
way that's not punitive but is empowering, and I think that
is a terrific outcome for many people.
Q.
Just one other question. I note that you've mentioned
from the data that is available, that representation before
the Victorian Mental Health Tribunal is only 15 per cent.
A.
Yes.
Q.
Whereas it's 80 per cent before the New South Wales
Mental Health Tribunal.
A.
Yes.
Q.
Do you know the rationale behind that?
A.
Look, we would have some suggestions for that but I
probably should take that on notice. Some of it will
depend on what different Legal Aid Commissions or other
bodies prioritise. Clearly we all live within budgets and
we all pick areas of work that are more significant, but it
might also relate to a systematic issue so I think we'll
take that on notice and come back to you with perhaps our
reflections on why that is the case.
CHAIR:
Q.
There's just one other point, Ms Glanville,
I'd like to take up which is: you made a comment in your
statement that you had a regional lawyer who talked about
the fact that they felt they'd lost count of the number of
times he'd stood before a magistrate and said that "we are
having to use the blunt tool of the criminal justice system
to deal with mental health issues".
We also heard earlier today from the Assistant
Commissioner of Police about the fact that the police have
been called upon more and more in their view to be the
first responder around mental health issues. I noted in
your example and earlier evidence you said increased
visibility of police to people with mental health issues in
.11/07/2019 (8)
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the community, whilst it might be helpful, can also
contribute to that higher engagement in the criminal
justice system.
Can you make any comment or further observations
around that?
A.
I think that's spot-on. I think, particularly because
we've sort of been in a period of strong law and order, and
I completely accept government's right to make those
decisions and do that and make appropriate laws as
government sees fit, but one of the consequences of that
is, people who would not perhaps ordinarily have been
caught up in these systems do become more visible. They
may, because of their inability or without the supports to
be able to have control of their lives in the way that they
would wish, they move quickly down paths, and we have many
examples of that.
Examples, too, of where people are brought before a
court when perhaps there could have been alternatives to
that being the outcome for that particular person if there
was not more coordination. Better role definition, I
think, Commissioner, of who does what and what are the
sorts of possibilities that are available early on or in
that middle piece when people are going to go one way or
the other. And I think these are the challenges for us to
really think those through in terms of the intersection
between systems as well.
So, it's not only how mental health services relate to
each other, and I think there's been some good evidence on
that, but it's also the way systems relate to each other.
And importantly, it's also about the way culturally we all
view the person with mental health issues and whether in
fact we can put them in a position which the Mental Health
Act suggests they should be in, which is a participant in
the process, not a person that something is done to.
I say that recognising that sometimes things have to
be done to people, but I think our orientation should be to
avoid that as much as possible and to have choice for
people experiencing mental health issues in their lives
which enables them more thoroughly to look for voluntary
opportunity and participation in their own treatment before
it becomes something which is mandated or compulsory and
which they may feel is troubling for them.
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Thank you.

MS NICHOLS:
Before Mrs Glanville departs, may I tender
her statement?
CHAIR:

Yes, thank you. [WIT.0001.0036.0001]

MS NICHOLS:

May Ms Glanville be excused, please?

CHAIR:
Yes, thank you very much for your evidence today,
Ms Glanville.
<THE WITNESS WITHDREW
MS NICHOLS:
The next witness, and the final witness for
today, is Ms Vrinda Edan. I call her to give evidence.
<VRINDA EDAN, affirmed and examined:

[3.38pm]

MS NICHOLS:
Q.
Ms Edan, are you the Acting Chief
Executive Officer of the Victorian Mental Health Awareness
Council?
A.
I am.
Q.
A.

Is that body also known as VMHAC?
Yes.

Q.
A.

Were you previously the Chair of VMHAC?
Yes, I was.

Q.
Among other things, have you had consumer roles
working in the mental health services area for over
20 years?
A.
Yes, I have.
Q.
Are you also a qualified nurse with a Masters Degree
in Nursing?
A.
Yes.
Q.
Can I ask you a number of questions about the consumer
and carer workforce in the mental health services area.
Can we first define how this concept should be understood.
Are there two principal roles in the lived experience work
force: firstly, the consultant workforce and the peer
support workforce?
A.
Yes, that would be correct.

.11/07/2019 (8)

801

V EDAN (Ms Nicols)

Transcript produced by Epiq

1021

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

Q.
Are each of them to be understood as comprising carers
and consumers in the sense that you have carer and consumer
consultants separately and carer and consumer peer support
workers?
A.
Yes.
Q.
Are those roles in Victoria all formally recognised
and do they include paid positions in Victoria?
A.
Yes, they're all formally recognised under the mental
health services award, the EBA, yes.
Q.
Can I ask you about the history of the development of
these roles. Has the role of consumer consultant existed
since 1996?
A.
Yes, that's correct.
Q.
Was there a seminal event in 1996 that led to the
development of the that role?
A.
Yes. Prior to 1996 there was a project undertaken at
the Royal Park Hospital called the Understanding and
Involvement, or more informally known as the U and I
project, and that was a participatory action research
program that looked at consumer evaluation of the service.
One of the recommendations that came out of that was the
employment of consumers in services, that led to a quality
project that employed consumers in all area mental health
services in 1996.
Q.
That was the first recommendation of its kind of any
significance as far as you're aware?
A.
As far as I'm aware, yes.
Q.
After that recommendation, did it become the case
that, in all area mental health services a consumer
consultant and a carer consultant is required to be
employed?
A.
So, after that recommendation in 1996 it was consumer
consultants; carer consultants were first employed in 2002
and funded by the department in 2009.
Q.
I see. Is it still the case that in each area mental
health service, one of each of those consultants must be
employed?
A.
In adult services, one of each. In child and
adolescent units a carer consultant, and in aged services a
carer consultant. But consumer consultants are only funded
in adult services.
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Q.
Going back to 1996, was the funding of consumer
consultants at the rate of two to three days a week?
A.
Roughly, yes, that's how much it was, yes.
Q.
To your knowledge, has it remained at that rate since
that time?
A.
Yes, it has.
Q.
The funding for those roles is part of the block
funding for area mental health services; is that right?
A.
Yes, that's my understanding.
Q.
One point you make in your statement is that over time
the significance of the role and the demands placed on the
person performing that role have grown considerably?
A.
Yes, that's right, both the complexity - the amount of
work and the complexity of the work has increased.
Q.
If we focus on consumer consultants, what kind of work
do they do within area mental health services?
A.
Most often they are involved in quality improvement
type projects, that was where the positions first sat in
services, was under quality improvement. But it's expanded
much beyond that to management, to influencing management
decision-making of the way that services actually run,
including education of services, input into complaints
processes, community awareness-type projects, so very, very
broad across most areas of what an area mental health
service delivers. The consumer consultant would be
required to give some sort of input.
Q.
Focusing now on carer consultants, has there been an
evolution from a focus on them performing peer support work
alone, moving into a more advocacy-focused role?
A.
Yes, that's correct, so they started peer support but
moved into advocacy.
Q.

You make the point in your statement that:
"Peer support work is increasingly
recognised as a discipline in its own
right."

Can you say something about the importance of it being
recognised as a discipline?
A.
Peer support work takes quite a different approach to
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working with someone who is in mental and emotional
distress. It sits in a space of mutuality and supporting
someone's human rights. That's a very different space than
most workers within a mental health service, and that makes
it unique and it means that it needs to sit apart from
those other professions.
Q.
You also make the point that there is very strong
evidence that peer support reduces re-hospitalisation
rates, reduces inpatient stays and lowers the overall cost
of services.
Now, I've rolled up three things together, and we
don't have time to discuss individual studies, but you've
given a reference in your statement to a collected set of
studies, it was published by Mental Health America; is that
right?
A.
That's right, yes.
Q.
What are some of the significant findings that you're
aware of just in headline form?
A.
Just in headline form, a number of the peer support
projects and services that are included in that study
include information that re-admission rates are reduced by
up to 40 per cent; that days between hospitals are
increased from about 120 days on average to over 270 days;
that there's reduction in the cost of community health
services by up to $2,500 per person per year, and in one
study there was a saving to hospitalisation costs of over
half a million dollars because of the reduction in rates
and the extension between hospital admissions.
Q.
Are those benefits seen across a range of different
services, meaning types of clinical services?
A.
Yes. They are across the entirety of the
United States. The study shows, across all of the states
where certified peer support workers work, they show very
similar results.
Q.
The studies that you refer to are American studies,
but is it your opinion that they're likely to apply and, in
the absence of data being available in Australia, that it's
useful to look to those studies?
A.
Absolutely. In Australia we don't have very many peer
delivered services of this nature, and so, we have to look
to overseas.
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Q.
Can I ask you about your evidence to the effect that
there was quite a significant workforce in the community
managed mental health support sector which has now
diminished with the advent of the NDIS?
A.
Yeah, so one of the areas that we saw peer support
work blossom was in the community-managed mental health
sector, and up until the advent of the NDIS there were we're not exactly sure how many, but there were many, many
peer support workers. And at VMHAC at our support days,
the majority for workers, the majority of workers would be
from that sector.
With NDIS and the genericisation, if you like, of that
workforce; that is, that now everybody is just a support
worker, peer support workers have been taken out of
dedicated peer support roles into generic support roles,
and in that way have been not able to use their skills and
expertise as a peer support worker and are actually leaving
the sector in considerable numbers because of that.
Q.
One initiative that you do say showed some promise was
the expanding Post Discharge Support Initiative. Before I
ask you about its limitations, can I ask you to say what it
is?
A.
So, the expanding Post Discharge Support Initiative is
an initiative funded by the department to put peer support
workers into area mental health services to support people
in the post discharge phase. The principal idea is that,
if people get more support in that 28 days post discharge,
they're less likely to be re-admitted, so the support is
concentrated in that time.
Q.
Acknowledging that goal, one of the things you say in
your evidence is that it had some implementation issues
which you attribute to failing to obtain any input from
consumers in the design of the program.
A.
Yes.
Q.
Were you asked to contribute to a guideline
subsequently prepared by the Department of Health and Human
Services to assist prudent and supportive peer workers to
perform that role?
A.
Yes, that's right. Once the consumer workforce became
aware of it, we were able to do some work.
Q.
Is that initiative the only funded peer support
service in Victoria?
A.
Yes.
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Q.
A.

You say it's run on a small budget?
Very small and very localised, yes.

Q.
You've mentioned that newer roles are emerging for
peer workers, consumer policy advisers in governance. What
are those roles?
A.
So, it's probably - now I'm thinking about it, it's
probably not right to say they're newer roles. Victoria
was the first jurisdiction to put in place a consumer in a
government position, a declared consumer position as a
senior policy adviser, and that role was around influencing
the department to undertake and improve the way that
services were managed by the department from that consumer
perspective.
Q.
Can I ask you, what is a declared consumer position?
A.
So, a declared consumer position is where only a
consumer can be in it.
Q.
Can you explain a little more about, when that role
existed, what it involved?
A.
So, it involved a lot of advice within the department.
So, it had a very high level role within the Department of
Health, but it also at the time enabled a process to be
developed which was called the consumer - so there was a
consumer and a carer partnership dialogue, and it actually
created a space where consumer workers, and for the carer
dialogue carer workers, got to speak directly with the
department, and that was the first opportunity that
consumer workers had really had in an ongoing and
systematic way to speak to the department.
Q.
Was it the direct relationship that was quite
important about that role?
A.
Absolutely, yes.
Q.
And so, it wasn't mediated through a service?
A.
No, it wasn't mediated, and the person in the role at
that time had direct experience as a consumer worker in
services, so knew the system very well.
Q.
Is it the case that Victoria no longer has that role
but other states do?
A.
Yes, so the position two to three years ago became a
non-declared position, so it moved from being a necessary
requirement of the position to a desired requirement of the
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position. So, the people occupying those positions now
have not worked as declared consumers in the past.
Q.
Is it right that you say it is preferable that it be a
declared position?
A.
Yes, absolutely.
Q.
You've made some observations about the need for
training the peer support workforce, including that that
seems to be done in a more fulsome way in Western
Australia. What do you say about the need for training to
be provided to the peer support workforce?
A.
So, like any workforce, we require training and
support. At the moment the training that's delivered for
peer support workers and other consumer workers is quite
ad hoc.
With the advent of the Centre For Mental Health
Learning, there is starting to be some coordination of
that, but services themselves still make a decision about
what sort of training someone will have. We don't have an
accredited system at the moment for training; that's quite
controversial. We require - it is our belief and what we
supported with the advent of the Post Discharge Service is
that peer support workers needed to be trained in
intentional peer support, a particular model of delivering
peer support.
We would also suggest that consumers require training
in what's called emotional CPR, which is about responding
to people in distress, but also consumer workers have put
forward a desire for training around, you know, thinking
strategically, working strategically within a department,
how to influence people in high places, in power, those
sorts of skills are also required.
Q.
You've made some observations that overseas studies
have established the effectiveness of stand-alone
peer-delivered services.
A.
Yes.
Q.
You've given a few examples in your statement but one
of them is one you have personally visited, and that's the
Piri Pono - I hope I have pronounced that correctly - in
Auckland.
A.
Yes.
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Q.
Can you say something about what you observed, and
firstly what the service is and why you say it is an
effective service?
A.
So Piri Pono is a five bed alternative to an inpatient
unit. So, when people present in the triage service
needing - requiring an admission, they get given the option
to, if that bed is available in Piri Pono, they get given
the option to go to Piri Pono rather than the inpatient
unit.
One of the things that struck me about the service was
the level of respect. So, all of the staff are peers,
including now the clinical staff, so all of the nurses have
a lived experience, and when I visited one of them had been
through Piri Pono as a patient.
But one of the really significant things for me was
the way in which the risk assessment was done for the
service, and that is, on admission the manager of the
service undertook the risk assessment with the consumer
being admitted, and that risk assessment was only shared
with other staff on the consent of the consumer. What that
means is that everybody is treated the same, nobody gets
viewed through the lens of someone else's decision that
you're high risk or medium risk. We know that risk
assessments actually do more harm than good in terms of
building relationships with people, and that really shone
through in this service to me.
Q.
Do you know how long it's been operating for?
A.
Well, I visited it three years ago and it had been in
operation then for about three years.
Q.
Okay, thank you. Can I ask you about the evidence you
give in your statement about the accounts you have heard or
VMHAC has heard from consumers speaking about the state and
Federal divide in terms of access to services causing quite
some difficulty?
A.
Yes, and I think again it's increasing since the
advent of NDIS.
Q.
Yes.
A.
But we hear a lot about, where services say, you know,
we're a Federal service or we're a state service and so we
don't do that bit of work. There's a lot of confusion
amongst consumers about what is Federally funded and what
is state funded. So, lots of people don't understand, for
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instance, that the Medicare rebate is a Federal
responsibility and not a state responsibility, so trying to
draw those bits together becomes very difficult for people.
It's particularly - the previous testimony that spoke
about the broken middle or the missing middle - that is
something that we would absolutely identify.
Q.
Have you also observed that people with borderline
personality disorder have particular trouble accessing
services?
A.
Yes. We do hear a lot from consumers with a diagnosis
of borderline personality disorder and it's a diagnosis
that, once you have it, it becomes very difficult to access
services; it's considered people with this diagnosis are
often considered by services to be very difficult to work
with, very challenging to work with, and so we get a lot of
need for advocacy for people with this diagnosis.
Q.
Can I just ask you about one of your recommendations
for improving the system, and you say:
"I believe services would be improved if
governance requirements of any publicly
funded mental health service required equal
governance by consumers."
Can you say why you think a governance role by
consumers in that sense is important?
A.
Yes. So, it is both governance and operational, to be
clear.
Q.
Yes.
A.
But I think that there are a couple of
examples of where consumers are involved in
level operational management, where there's
significant improvement in the service when

really good
quite high
been
that occurs.

I do believe that if - and again, not at this level,
but some examples close to it of: if a consumer was
employed at the same level as the Clinical Director, the
Operational Manager, then the level of oversight from the
consumer's experiences would be drastically improved and
many more decisions would be made - many more of the
decisions made would be influenced by that view.
If I can give a bit of an example from my own
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experience of working?
Q.
Sure.
A.
I worked in a service where I was in a senior
management position, Director of Consumer and Carer
Relations, where I had the same level of authority across
the service as the manager for the adult services, the
manager for CAMHS, the Financial Manager, the Director of
Nursing, and this meant that I was able to, with the
consumers of the service feeding through the workforce that
I managed, influence things like the design of the new
building, the new unit; quite significantly reduced the
number of seclusion rooms that were built in that facility;
we ensured that the seclusion rooms had ensuites; we were
able to make decisions about the design that had a strong
influence on safety for consumers.
We, as a team, were also able to influence some of the
community mental health service design and the way that the
services functioned, and that wouldn't have been possible
if I didn't have that level of authority.
Q.
Yes, and that reflects the principles of
co-production; is that right?
A.
Yes, that's right.
MS NICHOLS:
Thank you very much for your evidence,
Ms Edan. Do the Commissioners have any questions, Chair?
CHAIR:

Dr Cockram.

COMMISSIONER COCKRAM:
Q.
Ms Edan, we heard from you
about the importance of the peer support workforce and the
development of the model in Victoria. You mentioned that
it wasn't implemented well and guidelines needed to be
written retrospectively. What didn't they get right the
first time they tried to do it?
A.
Which do I pick? There was a number of things that
they got really wrong. One was that the first iteration of
it - and this has moved a bit - but the first iteration of
it was to use peer support - the idea was to use peer
support workers to ensure that people got to appointments
and picked up their medication and did that sort of thing,
and that's completely against the principles of peer
support; it's a psychiatric support officer-type role, not
really one of peer support and not using that expertise.
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The further issue that they got wrong is, they hadn't
envisaged the training that was required for workers, they
hadn't put any support processes in place for consumers
being employed into a clinical service; often a clinical
service that they have had personal experience with - this
is actually how it rolled out - without acknowledging the
trauma that those workers had experienced in that service
and addressing it in some way.
So what we've found and been reported to us is some
really quite disturbing discriminatory practices that are
occurring towards those workers, and that's being followed
in a study at the moment, so there's a research study
that's actually looking at the experience of those workers
in the service.
The other problem has been that all of the services,
bar one, employed clinicians to oversee the peer support
workers. The one that did employ a peer, that peer also
had a clinical background, so there was a dual background
there, and again, this meant that the peer support workers
didn't have the guidance around the specialty knowledge and
tasks that they needed to do with the consumers.
COMMISSIONER COCKRAM:
MS NICHOLS:
CHAIR:

Okay, thank you.

May I tender Ms Edan's statement?

Yes, thank you.

Q.
There's one other point I would like to follow up. I
was very pleased to hear that example of the facility you
visited in New Zealand. We've heard very positive feedback
through the course of this Royal Commission already of the
role and important function by peer supporters, consumers
with lived experience.
I'm wondering how, from those experiences, what you
think is important in providing support for those with
lived experience who are undertaking these very challenging
roles sometimes, very emotionally charged difficult roles,
what do you think is going to be important, if we build
this workforce, to make sure those lived experience workers
are supported in terms of their working environment?
A.
So, training, and training that's delivered by
consumers. Consumer perspective supervision. There's a
new framework that was released last year that talks about
.11/07/2019 (8)
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consumer perspective supervision and how to provide that
and what the principles around that are. So, every
consumer worker should be given the opportunity to have
independent consumer perspective supervision.
And, career structure. So, one of the things at the
moment is that there's no career structure for consumer
workers. So, you come into a role and that's it basically.
We need to be thinking about this as a discipline, we need
to be developing senior roles with appropriate remuneration
and developing them into leaders and managers of those
services.
CHAIR:

Thank you.

MS NICHOLS:

May Ms Edan be excused?

<THE WITNESS WITHDREW
CHAIR:

Yes, thank you very much for your evidence today.

MS NICHOLS:
That concludes the evidence today,
Commissioners.
THE CHAIR:

Thank you.

AT 4.05PM THE COMMISSION WAS ADJOURNED TO
FRIDAY, 12 JULY 2019 AT 10.00AM
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MS COGHLAN:
Good morning, Chair, and good morning
Commissioners. The topic for today is families and carers.
Across our state around 60,000 Victorians give their
love and support to caring for a family member or a friend
who is living with mental health issues. This has
incredible value. It would cost Australian governments
billions every year to replace the support that carers
provide.
On a societal level the contribution carers make is
something the entire Victorian community benefits from.
Whilst it is difficult to fully convey the value of carers,
Victoria's mental health system and the community more
broadly would struggle without their presence and
significant contribution.
These hearings provide an opportunity to listen and
learn about what matters to carers, to hear about their
different needs, and ultimately to assist you, the
Commissioners, to explore what more can be done to
acknowledge, recognise and support their contribution.
Planning for the future will need to be considered.
As our population grows and ages, so too does the
population age, as do carers. Their diminishing presence
in our lives and in our communities is a difficult question
for many to consider, and the role of young carers needs to
be addressed. How are they identified and best supported?
The impact of having a caring role at a young age can be
profound: they can miss school and they can fall behind,
they can lose hope for their own future.
Through community consultations and submissions some
key themes have emerged. Carers have spoken about the
rewards of their caring role, they've described a sense of
personal fulfilment that comes from supporting a loved one
and the benefits of sharing a deep personal bond. But
they've also spoken about how hard it can be, the
relentless and ongoing nature of it.
Many carers have spoken about the need to better
recognise, respect and support carers during the
assessment, treatment and recovery of their loved ones.
Many carers have questioned whether requirements under
legislation may be a barrier to sharing information.
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Carers have also spoken about the importance of
connected supports and services that respond to the breadth
of their loved one's needs. Carers have shared their
frustration about needing to repeat the same information to
multiple practitioners and professionals across a range of
different systems such as education, justice, housing and
health services.
Another issue that arose relates to access to supports
for carers to help them in their role as a carer. Others
have spoken about feelings of excessive expectations often
arising from a pressured system that discharges, in their
view, their loved one home too soon without the right
treatments and support.
Today there will be a number of witnesses called with
a range of different perspectives. First, you will hear
from a witness giving evidence in the name of Rebecca
Thomas. She will talk about caring within a family with
multi-generational mental health issues. She had a caring
role for her mother when she was young, aged between 5 and
10, into her teenage years and also into adulthood. She
later cared for her two brothers and, tragically, one
brother died by suicide earlier this year.
She doesn't consider the word "carer" appropriate for
her role. She was part of the support network for her
family and continues to be, along with many other people.
She will be giving evidence under a pseudonym, as I've
said, "Rebecca Thomas". Her evidence will also be the
subject of a restricted publication order which will
prohibit identifying information from being published.
Rose Cuff will give evidence. She is the Statewide
Coordinator of Families where a Parent has a Mental
Illness, or FaPMI. She will give evidence about how young
people come to be carers for their parents and the impact
on them of taking on that caring role and what initiatives
would best support young carers.
You will hear for Jesse Morgan and he's the carer for
his mum. He's now 25 but he's been caring for her since he
was about 14 in a single parent household. He will talk
about doing the cooking, the shopping, looking after his
younger brother, working part-time and going to school. He
didn't have any supports or help. He will talk about the
impact on his life, consequences with schooling and setting
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him back. But for him, although it has been to the
detriment of his own life and development, he'll say, his
caring role for his mum was always his priority. He will
also talk about his own mental health issues.
You will hear from Mary Pershall. She cared for her
daughter for a number of years. Her daughter, Anna,
experienced mental health issues in her teens through to
adulthood. They emerged when she was young. She also
experienced drug and alcohol issues. The family struggled
to get help for Anna and struggled to get the help that she
needed, and what ultimately provided her with the stable
treatment environment and confinement that she had so long
needed was imprisonment. She is currently serving a
17-year sentence for causing the death of an older
gentleman that she was living with.
You will also hear from Dr Margaret Leggatt. She is
the Founding Director of Wellways Australia, a founder and
patron of SANE Australia, and is on the board of Tandem.
She will give evidence about the caring roles that family
members have for people with schizophrenia and effective
care models, although these are difficult to implement.
She opines that the system is generally not meeting the
needs of families and carers, in particular the mental
health workforce is not sufficiently trained to involve
families and carers in treatment.
Finally, you will hear today from John Murray and Kate
Dillon, they're not their real names, and they're the
parents of a daughter who's experienced an eating disorder.
She was hospitalised many times. They speak of their joint
experiences as her parents seeking access to the system for
children and the transition into mental health services in
the adult regime. They will talk about the ongoing caring
role they've had.
As I've said, they're giving evidence using a
pseudonym. Their evidence will also be the subject of a
non-publication order which prohibits identifying
information from being published, but importantly their
evidence will be in a closed setting, only permitting
Commission staff, lawyers and other authorised people to be
present.
I propose to call Rebecca Thomas shortly. As I've
said, there is a restricted publication order in relation
.12/07/2019 (9)
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to her evidence.

CHAIR:
Yes, pursuant to the Inquiries Act 2014, the Royal
Commission has made an order prohibiting the publication of
any information that might identify the next witness. A
copy of that order has been placed next to the door of the
hearing room. The witness will be referred to as the
pseudonym "Rebecca Thomas" and her brothers as William and
Christopher. These are the pseudonyms that will be used
throughout the hearing today.
I would like to remind all persons present, including
the media, that any material which will enable the
identification of this witness or her brothers cannot be
published. The Commission has ordered that the hearing of
her oral evidence will be limited to those people attending
the hearing today. For those watching on the live stream
this portion of the hearings today will not be broadcasted.
I ask that the live stream now be cut.
(Live stream cut.)
MS COGHLAN:

I call Rebecca Thomas.

<REBECCA THOMAS, affirmed and examined:

[10.15am]

MS COGHLAN:
Q.
You've made a statement for the
Commission in the name of Rebecca Thomas?
A.
Yes.
Q.
I tender that statement. [WIT.0001.0024.0001]
Ms Thomas, can you tell us about your family and the family
members that over the years have been affected by mental
health issues?
A.
Sure. I was born into a family where already there
had been some existing mental health issues by both
grandparents on either side of my family, and an uncle.
And then, both of my parents suffered from mental illness
and both of my brothers suffered from mental illness.
Q.
A.

You have experience as a carer when you were a child?
Yes.

Q.
And you also continue to help care for one of your
brothers?
A.
For both of them at different times, yeah.
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Q.
The brother you're currently caring for, you also help
with the family?
A.
That's right, quite extensively, yeah.
Q.
We'll come back to that. Can I just ask you what
really led you to have such an interest in the Royal
Commission and its work at this point in time?
A.
When I heard there was going to be a Royal Commission
I immediately began to think of my family's experience and
my experience in relation to my family and felt that it was
really important that, if I could participate in some way,
that I would really like to, and so, began exploring ways
that I could do that. I think I registered for one of the
community consultations and then, not long after that, my
brother took his life and ...
Q.
Just take your time.
A.
It became even more important to me to participate and
potentially tell my family's story, because I felt that my
brother, even though he'd suffered from a mental illness
for a significant amount of time, should not have lost his
life in the way that he did, and I really wanted to be able
to talk about the experiences of my family in a way that
contributes to changing the way we deal with mental health,
particularly the mental health system, and I suppose try
and make it better if there's anything that I can say or my
experience can contribute in a way that provides the
Commissioners with information to help them understand the
difficulty that the system is currently in, and under, so
that what happened to my brother never happens again sorry.
Q.
That's okay. And I'll ask you about that in the
course of asking you questions. As a result of what
happened with your brother, William, your other brother
experienced a psychotic episode?
A.
That's right, yeah.
Q.
I'm going to take you back, first of all, to your
childhood and caring for your mother and just ask you then
about both of your brothers.
A.
Yeah.
Q.
You've said that you were a carer for your mother when
you were a child?
A.
Yes.
Q.
At that time in the household there was you and your
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father, and your mother, and your two brothers?
A.
That's right.
Q.
You remember your mother suffering from what you
thought was depression?
A.
As I look back, that's how I would describe it. I
think she probably had postnatal depression and, when I was
very young, sort of from the ages of about 5 to 10, I
remember taking a lot of responsibility in looking after
both of my brothers and supporting my mum when she was
unwell.
Q.
In terms of your father's condition, what was the
situation with him?
A.
So, he had suffered from depression. It was referred
to at that time as, he had a nervous breakdown. I don't
know how that would be - the terminology for that now.
That was the way we talked about it. He was hospitalised
for a period of time, I think I was in my teenage years,
and he actually left the hospital unauthorised, and I
remember there being a very intense conversation when he
arrived home unexpectedly, yeah.
Q.
In terms of the period of time you've talked about,
being aged 5 to 10, and also as a teenager and having
caring responsibilities, were there any supports available
for you?
A.
Not that I was aware of. Certainly, when I was in
that 5 to 10 year age group there was nothing happening. I
don't think anybody in my mum's family - we were living
where her family were living - that they were aware of what
was going on, and certainly I wasn't aware that there was
mental illness at that age; I just knew that my mum needed
my help and support and that's what I did.
Q.
And so, as a teenager you effectively ran the house?
A.
Yeah. My mum went out to work full-time. In order to
send us to a school that both my parents wanted us to go
to, and during that time I ran the house day-to-day. I
remember helping mum with her breakfast every morning. I
used to cook dinner most nights. I cleaned the house every
week. I was responsible for overseeing and keeping an eye
on my brothers in many different forms.
Q.
In your adult years, if I can ask you about 2003, you
say in your statement that your mum had another manic
episode, and so, can you just explain what happened for her
.12/07/2019 (9)
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after that time.
A.
Sure. So, she was interstate visiting family and we
got a phone call to say that she needed to come home
because she wasn't well. She was put on a plane, and I
think one of my brothers met her at the airport. I'm not
exactly sure the details of exactly what happened straight
after that, but I know she went into a mental health
facility, and at that time she was formally diagnosed with
bipolar.
Q.
A.

And, she was aged 65 years?
Yes.

Q.
Over the next 10 years your mother's mental health was
monitored by a GP?
A.
Yes, so she - yeah.
Q.
And your father by then had passed away in a car
accident?
A.
That's right.
Q.
While you were living in Newcastle, you were involved
in her care in Melbourne as much as you could be?
A.
Yeah, that's right, quite extensively really. Even
though I was living interstate, I was involved in
supporting her, we spoke on the phone often and we
generally talked about her mental health and how she was
going and things that she needed or just, I suppose,
encouragement and support. She relied on that. I think
there was a lot of reliance on the emotional support that I
was able to offer her, but I also was involved in
organising things and checking that things were happening
that needed to happen at times as well.
Q.
A.

Your mum passed away in 2013?
That's right.

Q.
A.

Can I ask you about your brother, Christopher?
Yeah.

Q.
A.

Your youngest brother?
Yeah.

Q.
Can you briefly just describe what was occurring for
him in 2008 and 2009?
A.
He was not overly connected to the family during that
time and was living in Melbourne but not having lots of
.12/07/2019 (9)
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contact with us. He was hospitalised three times during
that 12-month period with - I think they were manic
psychotic episodes, and he was diagnosed with bipolar in
that time.
The third time he was hospitalised he had a horrific
accident in the hospital which actually, if he hadn't been
in a hospital setting he would have died, so he was
attended to immediately and he went into ICU and was in a
coma for at least two weeks, may have been longer.
I came down immediately and spent - I'm not sure how
long I was in Melbourne for but it may have been around a
week, to support the rest of the family and to support him.
I sat by his bed many, many hours just letting him know
that I was there.
Q.
He had been doing relatively well health-wise up until
William passed away earlier this year?
A.
Yeah.
Q.
Can you talk about what happened three days after
William's funeral?
A.
So, he and his partner and two very young children
were staying at our house for the weekend. It became quite
evident that he was struggling just in general, and we all
were, but it seemed that he - I felt that there was
something not quite right with him, but felt that it was
more to do with the shock and the sadness of losing
William.
I helped him with the kids extensively, and he was
really struggling to just be present to them and sort of
know how to manage them. I helped him put them in the car
and he went to pick up his partner from work and they then
went home, which is about an hour and a half away from
where I live.
Then I got a phone call from his partner, maybe three
or four hours later; she was very distressed and she was on
the phone to me trying to tell me that he had fallen
backwards and wasn't moving, and she was also on the phone
to the emergency services to let them know what had
happened. I worked out that she needed me to be there and
so I jumped in the car and stayed on the phone with her the
whole way to their place.
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Q.
And that's a 70 kilometre drive?
A.
Yeah, it's about 70Ks away, to just calm her because
she was so distressed and she had the two little ones with
her and she was too frightened to go outside because she
didn't know what was happening.
I arrived and the police had got there, the ambulance
still hadn't arrived, I don't know how long ago that had
been, but it had been quite some time. He was on the
ground, disoriented, not really making sense, not able to
move, so I sat with him until the ambulance arrived. They
then made a decision that he needed to be taken to
hospital. I had to have a conversation with them that he
couldn't go to the hospital where he'd had his accident
because that was too traumatic for him, and by this stage
he had regained some sense of being able to talk and was
very adamant that he didn't want to go to that hospital, so
I had to talk to the ambulance about that.
Q.
A.

And, was he taken elsewhere?
He was taken elsewhere.

Q.
Did you come to understand later that he'd experienced
a psychotic episode?
A.
At that -Q.
A.

Later on did you come to understand what had happened?
Yes, yeah.

Q.
And he ended up being in Emergency at the hospital for
many hours?
A.
Yes. So, I then followed the ambulance to the
hospital and I stayed with him, so we arrived at around
10 o'clock in the evening. He didn't leave emergency until
about 6 o'clock the following night. He was seen by a
psychiatrist at approximately 10 o'clock the next morning
where I had to advocate very strongly that, once again, he
not be placed in the hospital where he had his accident.
They said that they would try but couldn't guarantee that.
Q.
And he ultimately did have a hospital stay in a mental
health unit for three weeks?
A.
That's right.
Q.
And again, was that a different hospital?
A.
It was. It wasn't in the hospital where he'd had his
accident, yeah.
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Q.
During the time that he spent those three weeks in
hospital, what was your main role in relation to other
family members?
A.
So, my main role was supporting his partner and two
young children, which at that stage I was - and supporting
him and liaising with the mental health system around what
was happening and what we all needed, what he needed;
making sure that his partner was getting the support that
she needed. There was a lot of organising and I was, you
know, trying to engage other supports within our community,
our social supports and family supports which was very
challenging because they live so far away.
Christopher's partner didn't drive and didn't live
anywhere near public transport, so there was a lot of
organising of her being able to spend time with him. She
also was very isolated with these two young children, so in
the end what I decided to do was, I would spend Thursday
night to Saturday with her and the children, just so make
sure she could go and do some shopping and the kids had
some time to do normal stuff, because they were pretty
traumatised.
And the youngest one would often, whenever he saw me,
he would just repeat what he saw happen to his dad in a
really concerned manner, and so I would have to just go
through it with him, and I was very calm with him, and I
would just let him know that, yes, those things had
happened but that his dad was okay now. But, whenever he
saw me, he would repeat that to me. He wouldn't do that
with anybody else, but whenever he saw me he did that.
Q.
Can I just take you to when Christopher's discharge
was being considered. One of the things you say in your
statement is that you had to push to be kept informed about
what was happening?
A.
Yeah, and it felt like up until his discharge I felt
like I had been quite kept in the loop, although I made a
very - I mean, I had enough experience with the mental
health system to know that you don't wait for phone calls,
you actually need to be very proactive to let them know
that you want to be informed and to remind them of who you
are in relation to the family and supporting the family.
So, towards the end when they were looking at
discharging it was a little bit unclear as to how that was
.12/07/2019 (9)
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all going to happen and when it was going to happen, and
what was going to happen next. And so, I remember having
conversations with his partner and she would often say to
me, "Can you please ring them, I don't quite understand X",
and so I would often do that.
And so, towards the end it felt like a little bit
like, the box had been ticked, he was ready to be
discharged and so we didn't need to be as informed, and
certainly it felt like they'd had that conversation with
her so they didn't necessarily need to have it with me, and
so, I felt like I really did have to say, "Hang on a
second, we need to understand this better, and I know you
guys feel that this is really clear but it's not for us."
Q.
One of the things you say in your statement is that
there seemed to be a lack of understanding about the
support that other family members provide and the
importance of sharing information with them, which is what
you've just described?
A.
That's right.
Q.
So, when Christopher was ultimately discharged and
went back home you stayed for the first few days with the
family?
A.
That's right, and on request of Christopher's partner,
she was very scared and worried, she'd never experienced
any mental health issues in her family or with anybody that
she knew, and she felt really unsure and was actually not
wanting him to come home unless he was going - she wanted
him to go into PARC before he came home but there wasn't a
bed available so he had to come home first and then he was
to go into PARC, which is why she wanted me to stay there
with them.
Q.
Did he end up going into PARC for a stay?
A.
The day kept moving when a bed availability changed.
It was meant to be Monday, and then it was Tuesday. By the
time he went there he'd had three or four days at home, and
he went, but he left the same day because he said he just
felt like he couldn't stay there because he'd already had
this time at home and felt it was too hard for him to be
away from the family. By that stage his partner had
experienced enough of him being at home and relatively well
that she felt okay for that to have occurred.
Q.

And so, after he returned home after that brief PARC
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visit, there was an arrangement where you would actually go
and stay with them and then they would come and stay with
you?
A.
Yep, which is still the way things are. So, they stay
with me every second weekend, where I mainly look after the
children on Sunday so that they can both do some work and
have some time away from the kids, and then the alternate
weekend I try and spend at least a day with them where they
live.
Q.
A.

Can I ask you some questions about William?
Yep.

Q.
He was married with two children and had a stable life
as far as everyone could tell?
A.
Yep.
Q.
A.

He was employed long-term with the same employer?
(Witness nods.)

Q.
A.

He had some problems with anxiety in his early 20s?
Yeah.

Q.
But he really didn't have any mental health issues as
far as anyone could tell for 25 years?
A.
That's right.
Q.
But, in November or December 2012, things changed for
him?
A.
Yep.
Q.
A.

Can you just describe what happened?
It's a little bit unclear.

Q.
Or at least the events that occurred?
A.
Sure, sorry. What I mean by "a little bit unclear",
as to why he went from being a fully functioning, really
hands-on loving father, and participated in the world in a
really normal way, to becoming extremely unwell, very
depressed. I wasn't aware or didn't see any of this, but I
think there was some potential manic moments in the early
stages of him becoming unwell, but certainly it was the
depression that became the most obvious in his experience.
He went on some medication and within a very short
period of time he tried to take an overdose, he was
hospitalised, and from that point on the next two to three
.12/07/2019 (9)
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years was just this horrific in and out of hospital,
suicide attempts, his whole life fell apart.
He tried really hard. He was able to - he had some
really, really difficult moments of being in hospital and
nothing worked. The only thing that the hospital could
suggest was ECT, which is what he had on more than one
occasion which completely wrecked his memory, which he
would comment on all the time. In the last few years of
his life he would comment that his brain just didn't work
any more and he was sure it was to do with that.
Q.
One of the things you say in your statement is that it
had a huge impact on his smaller family unit, so that being
his wife at the time and the children?
A.
Yeah.
Q.
And eventually they separated?
A.
They did, and it was a very painful experience for
both of them and there is no doubt that they both
absolutely still loved each other, yeah.
Q.
One, I guess, consequence of that, or an effect of
that was that you became the prime carer for him in around
2013?
A.
Yep. His ex-partner asked me, she sort of said, "I
can't do this any more, I need to focus on the children",
and she asked me to take over the looking after and care of
him.
Q.
You were living in Newcastle and you would come to
visit him in Melbourne?
A.
Yeah.
Q.
A.

Particularly when he was very unwell?
Yeah.

Q.
Those times you'd be trying to get a plan in place in
order to help him?
A.
Yeah.
Q.
What stands out to you in that time? Think about
those times you were coming to Melbourne trying to get the
plan in place, what stands out for you?
A.
I think the not knowing, the trying to get a clear
picture of what was happening for him, what the hospital
were saying, what the staff were saying; just, the flow of
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information, it was really hard to get information. It was
really hard to be a part of any planning, particularly
around discharge, and being part of - for me, it was about,
I wanted to understand his illness so that I could support
him the best I possibly could, and it was always really
hard to get a sense from staff, whether it be at the
hospital when he was in community mental health services
around participating and trying to get that information to
help me.
Q.
You talk about a time in 2014 where you describe
William's condition becoming very bad and ultimately you
made the decision with his partner to send him to a sort of
a therapeutic environment?
A.
Yeah.
Q.
A.

Which didn't work out for him?
Not at all, yeah.

Q.
A.

And so, he was admitted to an Emergency Department?
Yep.

Q.
And you had to make the arrangements for that to
occur?
A.
Yep, and I was interstate, I was recovering from a hip
replacement at the time. I remember calling all sorts of
people to try and get him out of where he was and
eventually a friend of mine agreed to drive the 120Ks to
pick him up and drive him back to the local Emergency
Department of where he normally lived in order to be
admitted into that mental health unit rather than being far
away from his usual supports.
It took quite some time to convince the Emergency
Department that he needed it. And I remember my friend
ringing me and having to talk to her about the sort of
language to use in order to get him admitted.
The next day he was admitted and the next day the
doctor almost - and it wasn't deliberate - but it felt
accusingly talking to me about how bad he was, and I just
said, you know - I remember just thinking, one part of that
system was like, he's not unwell enough and the other part
of the system almost saying, you know, you've caused this:
it was incredible, I remember that really clearly.
Q.

Over the next period of weeks, the next few weeks, he
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was given further ECT?
A.
Yeah.
Q.
And ultimately was considered well enough to be
discharged?
A.
Yeah.
Q.
During that time you were advocating for him not to
lose his job?
A.
Absolutely. So, I was talking to his workplace and
the union in order to make sure that he had a job to go
back to, because I was really concerned that, if he didn't
have that to go back to, that that would just make life so
much harder for him. The workplace really struggled to
begin with, but as soon as I brought the union in that
paved the way for it to work, basically, and I was really
thankful that happened.
Q.
A.

And he was able to keep his job at that time?
He was, yeah.

Q.
That was then followed by a period of time where he
appeared to be doing well, at least on the surface?
A.
Yeah.
Q.
And he'd found a share house to live in and was
working and apparently engaging in life?
A.
(Witness nods.)
Q.
Can you just describe what happened after the period
where he had officially divorced from his partner and then
bought his own apartment and that time?
A.
So, my partner and I had moved back to Melbourne by
that stage and became - William and I were always close but I think really during those last couple of years
particularly close because he seemed to feel comfortable
just being with me and not having to convince me that he
was okay.
We spent a lot of time together. He actually borrowed
some money from us in order to buy the house because the
settlement hadn't quite happened, and so, we just did that
for him. I remember feeling quite concerned that he was
going to be moving into a house on his own, but he was
really clear that he wanted a space that he could have so
that the children could spend as much time with him as
possible, and that was a real driver for him around having
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his own house, or it was an apartment.
He moved in and I think the loneliness really kicked
in really quickly and I could see that was going to be his
ongoing battle, and he really struggled with depression on
and off for those couple of two to three years.
He would take time off work in order to manage it. He
had a lot of leave up his sleeve so he was able to do that.
I think that the formal ending of the marriage was
something that really impacted on him, and his youngest
child really struggled to be comfortable with him. She
really wanted to and she never stopped loving him for a
moment, but I think she was trying to protect herself and
so she really didn't engage a whole lot with him, and so,
the apartment that he bought didn't really become the place
where his children spent a whole lot of time so he
definitely was on his own a lot.
Q.
A.

So, in March 2018, he quit his job?
Yeah.

Q.
And didn't inform anyone in the family that that was
going to happen?
A.
Yeah, so that was a really difficult experience for
all of us, we were really shocked, and he soon after
realised that he'd made a really bad decision and he did
try to actually see if he could get it back but he wasn't
able to, and from there things just spiralled completely
out of control for him.
Q.
And there was a point in June 2018 where he attempted
to end his life?
A.
That's right.
Q.
And ended up in a psychiatric ward but didn't want to
remain there?
A.
He ended up in a medical ward; they wanted to put him
into the psych ward after he was medically well enough, but
he and I negotiated that he not do that because he really
was adamant that he didn't want to go into the psych ward,
so he came to stay at our house.
Q.
The idea was that that was with support from the
outreach service by the CAT Team?
A.
Yeah.
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Q.
And you and your partner were able to be present at
home and manage your work hours to facilitate his care with
the CAT Team?
A.
That's right, yep.
Q.
A.

The arrangement did work well for some time?
Yeah, it worked really well.

Q.
And he ended up being connected to a community mental
health caseworker?
A.
That's right.
Q.
However, that was only for a limited time?
A.
A very short period of time, and this had happened on
more than one occasion where he'd be linked in to that type
of support for a very short period of time, and he always
travelled better when he was linked in to a service and he
was always much more vulnerable when he wasn't.
Q.
There was a point in time towards the end of 2018
where he found casual work?
A.
Yes.
Q.
A.

However, he was let go from that job in January 2019?
That's right.

Q.
A.

And things became worse for him after that?
They did, yeah.

Q.
Can you just detail the point in time when a friend of
his notified you that they were worried about him?
A.
So, a very good friend of his who was an incredible
support texted me to say he'd just spent some time with
William and was very concerned for him, in that, he had
said something like, you know, "There's nothing else for
me, you should just put me down" or "I should just shoot
myself", you know, he made that type of a comment.
So I rang him and spoke to him and encouraged him to
come and spend some time with us, which he said he would
do, and so he came the next day. It just so happened that
I had five days off work in a row and so I was able to
spend that time with him. It was probably the most intense
five days of my life, apart from the five days I spent with
my mum before she died, and it - I felt like I was on
suicide watch for most of that time.
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I spent every - apart from sleeping - I spent every
hour with him, and we just - I really wanted him to come to
a point where he could see that he needed help. I didn't
want to be the one that had to say, you need this or you
need that. And so, I would check in with him and he was
really unsure about what he wanted and what he needed.
Things had gotten a little bit tricky with his
ex-partner and kids around one of his kids not travelling
so well, and he was really anxious about that and I think
he felt to blame that that was occurring and that he
couldn't do anything about it.
It was coming to the end of the five days and I was
not confident that he should be on his own, so I'd arranged
with my other brother for him to go and spend the next
however long with him and his family, and William was fine
with that. However, I was really concerned about the state
of his mental health, and I remember getting up and getting
ready to go to work - I think it was a Tuesday or a
Wednesday - and he said to me, "I need help" and so that
was when I was able to - I asked him what sort of help and
we had a conversation, and I said, "I'll ring the mental
health triage" and they suggested that I bring him in.
They gave him a choice and he said, no, he will come in.
Q.
He then went into like an assessment-type unit for
three days?
A.
Yep, that's right.
Q.
And he was assessed in that time, and there was a plan
made for him to move to the psychiatric ward?
A.
That's right.
Q.
A.

Then progress to a PARC?
That's right.

Q.
And have some referral to long-term mental health
management?
A.
Yeah. It was really clear. It was probably the first
time I'd experienced such a clear plan coming from the
mental health service themselves, and they were really
clear with us what he needed and that he needed long-term
support. And I remember feeling so relieved that, finally
it felt like the system got it, and he was open to it, and
that maybe there was a way forward for him.
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Q.
Can I ask you about the last time you saw him when he
was in hospital.
A.
My partner and I had organised to bring his car,
because his car was at our place, back to his apartment, so
we did that and met back at the hospital to spend some time
with him. I remember the nurse, there was this fantastic
nurse who had been there when we first came into the unit,
and she was there the day that I visited and she was really
clear with me that - she said, "You know, he presents so
much better on the outside but on the inside he is really
bad, he's travelling really bad", and she said that day
that he had given himself a 1 out of 10 for how well he was
feeling.
So we spent time with him and the plan was, the plan
hadn't changed, she said, "The plan is, this is what we're
doing", but she said, "There is an issue with the beds in
the psych unit at the moment, so look, we're just hoping
that will change as soon as possible."
Q.
A.

You left the hospital then on the Sunday?
That's right.

Q.
A.

You texted him on the Monday?
Yep.

Q.
And by then he hadn't been moved to a psychiatric
ward?
A.
That's right.
Q.
A.

You texted again on the Tuesday?
Yep.

Q.
And what did he tell you?
A.
He said, "I have been discharged and I'm going to stay
at Christopher's."
Q.
And you immediately then contacted the hospital to
find out why that had happened?
A.
That's right.
Q.
And you were told that he'd been further assessed on
the Monday and that they had determined it was okay for him
to be discharged?
A.
That's right.
Q.

Were you told why you weren't included in any of that
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discussion?
A.
No.
Q.
A.

And so, he didn't end up going to a PARC?
No, he didn't.

Q.
And so, how were you feeling at that time with all of
this going on?
A.
I remember the panic that I felt when I found out that
he'd been discharged and I remember talking to the doctor.
By the end of the phone call I was hardly able to actually
say anything because I was almost in tears and then, as
soon as I hung up the phone I was - I was at work but I
just broke down and I remember saying to my boss - actually
I think I said it over the phone to the doctor, "This is
not going to end well." I actually couldn't believe what
had happened, that they had actually made a decision to
send him home.
Q.
A.

He ended up staying with Christopher for five days?
Yep, that's right.

Q.
A.

And then he moved back to his apartment on the Sunday?
Yeah.

Q.
You had some text conversation with him or some
exchange?
A.
Yeah.
Q.
And you felt relieved that you had that connection
with him?
A.
Yes, because things had been a little odd between us
and I had felt that there was something that wasn't - it
wasn't our usual conversation, and so, by the time I'd had
the last text with him it felt like it was a much lighter
conversation and that, I remember feeling extremely
relieved that that had occurred.
My plan was to ring him the next day to invite him to
come and spend the weekend with us, but I didn't want to
sort of put all that in that initial text because I didn't
want him to feel overwhelmed with whatever - I don't know,
I think sometimes you as a carer, you're always wanting to
support, but there's this balance between support and being
respectful and I always battled with that, so I didn't want
to overwhelm him with, he needed me, I just thought I'll
leave that invitation to the next day.
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Q.
But the next afternoon you'd found out that he'd died
by suicide the previous night?
A.
That's right.
Q.
Can I ask you about some of the fundamental changes
you'd like to see to assist, and you've had exposure to for
so long. One of the main things you identify in your
statement is that the mental health system suffers because
of patchy information sharing with families and carers.
So, could you just describe that a little bit?
A.
I think the thing that stands out to me is the lack of
time that clinicians have in talking to family. From my
experience, they're so time-poor. That, I know as a
family, we often requested meetings and more information,
and you could hear it in their voices, it was like they
were so annoyed that that's what we were asking for; or it
was just really hard to get them, or they would be saying,
"Yes, let's do that", but to try and get that to happen was
almost impossible.
Q.
And you talk about - I'll leave this to you, this is
in your statement, you say:
"It seems like the system uses the
confidentiality rights of the individuals
as an excuse to not share information with
carers. At the same time the mental health
system expects carers to provide ongoing
support for their family members once
they're discharged from hospital and other
mental health services."
A.

Absolutely.

Q.
Another key change that you raise is that the system,
the mental health system, should recognise the vital roles
that carers play in the care of their family members'
lives, and that's something you see as important?
A.
Very. I just, I really see that the only way forward
to support people with mental health issues is the idea
that there are these different components of the team that
are supporting that person, and that the mental health
system, the clinicians, the people with the mental health
expertise are part of that, but the friends and the family
are so much need to be seen as being a part of that as
well, particularly around ongoing support. Because, you
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just can't provide - the system can't do it, and yet they
expect us to do it, but they give us so little information
that we often feel like we're doing it really badly and we
wished if we only knew more, or if there was more of a
sense of team, then you're not feeling like you're doing it
on your own.
MS COGHLAN:
Thank you, Ms Thomas.
questions from the Commissioners?

CHAIR:
Q.
I just have one. Thank you very much for
being prepared to share those reflections with us today, it
was very powerful.
I noted you said that, at various points along the
journey, that your brother connected well with clinicians
post the discharge and how important I think you said him
being linked in to a service was but that it was usually
only for such a short period of time. How was that short
period of time explained to you? Why did people say they
could only provide that support and how did he respond when
the support came to an end?
A.
It's a really good question. I'm not sure why it was
deemed that he only required short-term. I think what
really stood out to me was the last time when they said he
needed long-term, it felt for the first time that they
actually got it in relation to what he needed, but it had
taken six and a half years: like, six and a half years of
being unwell means you need long-term; whereas actually
six months being unwell you potentially need long-term, but
you don't get it unless you've been unwell for long enough.
I don't know, that's my guess, yeah.
CHAIR:

Thank you very much.

MS COGHLAN:
CHAIR:

May the witness be excused?

Yes, thank you.

<THE WITNESS WITHDREW
MS COGHLAN:
stream.

I'm sorry, I'll just wait for the live

The next witness to be called is Rose Cuff and I call
her now.
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<ROSE CUFF, affirmed and examined:
MS COGHLAN:
Q.
Commission?
A.
Yes, I have.

[11.02am]

Ms Cuff, you've made a statement to the

Q.
I tender that statement. [WIT.0001.0026.0001] I'll
just ask you to sit forward, please, so that the
Commissioners can hear you. You are trained in
Occupational Therapy and Brief Family Therapy?
A.
Yes.
Q.
You've been working specifically in the area of
children and families where a parent has a mental illness
since 1995?
A.
That's right.
Q.
You've been involved in developing a range of programs
relating to children in families where a parent has a
mental illness?
A.
Yes.
Q.
In particular, you were part of the development of the
strategy for FaPMI, and FaPMI stands for Families where a
Parent has a Mental Illness?
A.
That's correct.
Q.
A.

And that occurred in 2007?
Yes.

Q.
You're presently the Statewide Coordinator of the
FaPMI program?
A.
Yes.
Q.
A.

You're based at the Bouverie Centre?
That's right.

Q.
That's an integrated practice research centre at
La Trobe University?
A.
Yes.
Q.
A.

It is the statewide coordination body for FaPMI?
Yes.

Q.
What is your role as the Statewide Coordinator?
A.
My role is to oversee with the Bouverie Centre the
implementation of the program across the various adult
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mental health services and network partners in Victoria to
ensure that there's some sort of coordination of those
activities.
Q.
I'll ask you a bit more about that later, but
separately you hold the voluntary role of Executive
Director and co-founder of Satellite Foundation?
A.
That's right.
Q.
And Satellite is a not-for-profit community-based
organisation that aims to provide a voice and creative
space for children and young people living in families
where a parent has mental health challenges?
A.
Yes.
Q.
Can I ask you about the FaPMI program. You've
explained a little bit about it existing in the area of
adult mental health. Can you explain more about it,
please?
A.
So, the FaPMI program is an endeavour supported by the
Victorian State Government to really more routinely
identify parents with mental illness as they enter the
service and as they go through the service, and this is
done by the employment of area mental health services of
senior clinicians in FaPMI coordinator roles to influence
and shape the way that those services are delivered to more
routinely identify parents, their children and family
members.
Q.
Okay. Sorry, go on.
A.
It really is, in summary, it's seen as a powerfully
preventative opportunity so that parents are identified and
their children are identified more routinely so they don't
get missed as they come into the service.
Q.
A.

So there's two aspects, there's the identification?
Yep.

Q.
And then there's how that family and those children
might be assisted?
A.
Yes, so it's identification and validation of role and
then having a much more comprehensive understanding of how
that family and those children are travelling in their
mental health and wellbeing.
Q.

One of the things you say in your statement is that:
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"The FaPMI program works with services to
utilise a strength-vulnerability framework
rather than a risk oriented one."
Could you just explain that please?
A.
I think - and I'm sure the Commission has heard about
the pressure that particularly adult mental health services
are under and the stretch that they are under to manage a
large number of people seeking service, and under those
circumstances when there's children, young children
particularly, involved there can be, I guess, a danger that
it becomes very risk - the lens is risk oriented, and there
can be concerns that children are necessarily at some sort
of risk or danger when a parent is experiencing episodes of
mental ill-health or mental illness.
And so, what we as a program are endeavouring to do is
to assist services, particularly clinical mental health
services, to understand a more balanced view looking at
both the strength and vulnerability, and trying to skill up
the workforce to engage in conversations - I won't call
them assessments - but more conversations that take more
time but that will engender a view from the parent or other
family members about what's going well and what's more of a
concern, and what the services, both within mental health
and outside mental health, can do to strengthen those
supports and those resources and attend to issues of
concern.
So it's more balanced, notwithstanding sometimes there
is risk and that needs to be responded to and the services
need to know how to do that.
Q.
I might come back to that. One of the things that the
local FaPMI coordinators also support are peer support
programs for young people?
A.
M'hmm.
Q.
So that there are specific programs that young people
can attend and participate in.
A.
That's right. We've been developing over a number
of years specific and targeted spaces, peer support
programs for primary school aged children, teenagers and
parents. Some of those programs bring children and parents
together that facilitate communication, open
communication/understanding about what's happening within
that family.
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If we accept that mental illness is still hard to talk
about within families, within community, but children in
particular can struggle to understand what's happening to
their mum or dad and in their family, so the peer support
connects them to other children and young people and
parents that may have similar experiences and then reach
out to - it makes it easier to reach out and connect with
community supports as well.
Q.
Can I ask you about what the potential impacts on
families living with a parent with a serious or recurring
mental illness might be, and I'm really talking about the
potential impacts on children.
A.
Sure. I think when we talk about impact, the first
thing I would like to say is that it's not a linear thing,
there's what we call a bidirectional impact. So, the
impact will vary according to the nature of the mental
illness, the episodic nature of the mental illness, and how
it moves and how it changes.
And also in these families the developmental ages and
stages of children. So, you know, children change and grow
and so they bounce off each other, and so I think impact
should be viewed in a sort of fairly systematic way and
sort of in a whole-of-family way.
Aside from that I think the impact is that it can be
extremely traumatic for families to experience mental
illness in a parent or family member, and particularly for
children it can result in family breakdown; there's high
rates of separation and divorce in families where there's
mental illness, and particularly if it's a later onset; if
it happens when the person's already a parent and there's
been no sort of formal understanding of that.
Children can struggle to understand, as I've said,
about what's happening to their family. Statistically, we
know that this group of children are more at risk of
developing their own significant mental health issues.
They're more than twice as likely to do that without early
intervention and support. We also know that we can reduce
that risk with early intervention and family-focused
interventions.
There's also the risk of children being exposed and
experiencing cumulative harm. Not always. When I say
.12/07/2019 (9)
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these things it's not an equal picture, it doesn't always
happen, but certainly when families are struggling to
manage day-to-day parenting and without adequate support
children can be exposed to harm, to trauma, to not getting
access to the things that all children and young people
need to develop, and they develop their own issues,
significant issues.
Q.
One of the things you touched upon was the idea of
effective early intervention. Can you just explain that
further in terms of the fact that there aren't easy to
access programs to assist?
A.
So, the system at the moment is such that, for
children and young people in particular, if they're living
in families where there's mental illness in the parent or
parents, and they're struggling with their own - the
children are struggling with issues themselves and they
don't qualify for, say, being seen by a CAMHS service, or
CYMHS or even Headspace, there's very little available,
affordable, accessible services for children on an ongoing
basis to seek support.
Schools, which are very well placed to understand and
provide support, have limited access to school counsellors,
at the moment anyway, and so they consistently fall through
the gaps, the children.
Particularly primary school aged children, which I
think is, when I talk about early intervention, I'm talking
about early, early primary school and young children, the
perinatal period. And, if parents aren't identified
routinely, if children aren't identified routinely, then
they won't be able to be offered anything. They
consistently fly under the radar and become invisible.
Q.

One of the things you say in your statement is that:
"Children who have a parent with a mental
illness can become carers for many
reasons."

Can I ask you to articulate those reasons, there are
three in particular that you refer to in your statement.
A.
Yes, children - and I refer to them taking on caring
roles and responsibilities. In my statement I talk about
the notion of young carers being a term that is used
extensively in our service system, and that many young
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people and young adults do refer to themselves as young
carers. But I think one of the issues is that many
children and young people don't see themselves as young
carers, they see themselves as "doing the work".
So, children can take on those roles; primarily, the
first reason is in the absence of any other adult. So, if
we take a family where there's a single parent and very
limited other adults in the family, that children, as we
know, will step up and take on those roles of cooking,
shopping, cleaning, looking after siblings, paying bills,
giving medication, because there's nobody else to do it.
The second reason why a child or young person might
take on those roles is because they've just always done it,
it becomes normal to their way of life. I mean, I've
talked to many children who will just say they're doing
extensive amounts of work, missing school for example and
staying home to look after their parent, but it's just what
they do and they don't see anything wrong with that.
They're sort of ordinary children doing extraordinary
things, really.
The third reason is really again an absence of any
other social support or networks. They remain invisible to
everybody in the community within family, and it's not easy
for them to talk about. I think it's not easy for
children. There can often be a bit of a code of silence
within families. Parents are very - mostly parents
particularly are fearful of reaching out for support for
fear of being judged, for fear of children potentially
being removed from their care, and it's the biggest barrier
to help-seeking, is this fear of being judged as being a
poor parent or a bad parent.
Q.
Does that exist for children as well in the sense that
they might fear being taken away?
A.
Absolutely, yes. They work out ways to, sometimes to
convince people that everything's fine: things like, you
know, doing shopping and putting empty cans of food in
cupboards with the label around the right way so it looks
like, if anyone comes, there's food in the cupboard; those
kinds of things that children may do to protect, they want
to protect their parent and family. So, won't speak up,
will be reluctant to speak up in places like schools and
with friends.
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Q.
What about cultural background of families and the
impact that might have on a child being part of a caring
role?
A.
So there's two parts to that: I think there's the
culture within families or family culture and cultural
norms that is around how caring is perceived within
families, whether it's caring for or caring about, and
they're very different things I think.
And so, if it's in families where you step up and you
do things as part of - it's just done, I think that's seen
as sort of again normal. I think cultural background is
enormously significant in how we talk about mental illness,
caring, caring roles, that to some families of different
cultural backgrounds - even the language we use around
mental illness is not something they would use readily or
easily.
So, we have to really sit in a listening and time-rich
space which is not readily available for the system as we
know it now, to understand deeply how mental illness as we
describe it is understood and experienced by different
families of different back grounds.
Q.
Just picking up on that point.
say:

In your statement you

"Mental illness is not a term always used
by families."
Can you provide a specific example of that?
A.
So, I think that Aboriginal and Torres Strait Islander
families would - I've never known them use the word "mental
illness", they use their own language or other
terminologies to describe that: emotional wellbeing might
be one of them, but I think we can't assume ever that when
we talk about mental illness that it's got the same
understanding to the family or the young person in front of
us, so we have to find out what language is used and check
out - we need to check out all the time that we're saying
things and talking about what's happening in this family
that resonates for them, not just for us.
Q.
In the example you've just given, it might be that
there's not even considered to be a caring role, but
rather, it's a family and a community working together to
support?
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A.
Yes, and again, I don't think we should assume that's
not okay. I think we should again take time to listen and
find out how that system of support is operating for that
particular family and whether they want or need support
from their community and what that might look like.
Q.
I just want to ask you about the main challenges that
young carers may face in their caring role. You've already
touched on one in terms of struggling to go to school.
What about access to school and support services?
A.
So, one of the things I feel very strongly about is
access to services for all families, but particularly for
young children in particular. Many families where the
parent's got mental health issues or mental illness are
struggling with multiple challenges: difficulty in driving,
running a car, using public transport, interacting with
other parents at school, getting out and doing things that
require them to get from A to B.
If we accept that children and young people benefit
from social interaction and doing things, like going to
basketball or whatever, those can be mentally challenging
for parents and so what happens ultimately is that children
and young people don't get to those things, they don't
actually get to those very important social places that we
know provide protective factors for them.
So access, whether it's through paid for transport or
community support, there's very little possibility for
children to get from A to B. They can't even go on
volunteer transport because that's not legal for children
to travel by themselves.
Q.
Sorry, just to move on to the challenge of struggling
to keep up with the requirements for school.
A.
So, I've already mentioned that it's not unusual for
children to stay home from school to keep an eye on their
parent, particularly if there's no other adult in the
house. That can mean that they miss out on, not just
education and doing their educational work, but also their
friendships, their social connections.
They're more at risk of being bullied for not getting
to school enough, not doing the things that they think
other children do. There's even examples of children being
ostracised by their peers because they may have seen one of
the parents being at school and perhaps looking different.
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So, there's many stories of children finding school very
lonely and challenging places, particularly if the school
isn't able to provide support.
Children in caring roles also can experience a really
wide range of emotions. All children do, we all do, but
they can range from feeling extremely worried and concerned
and anxious about their parent or parents and family, and
overwhelmed and overburdened, to then feeling very
resentful and angry about the work that they're doing and
the sense of losing out on what - of being different and
looking at other friends and peers to be doing stuff they
never get to do. I think that's very challenging when they
have nowhere to take those - where do they take those
feelings?
I think the other one is that children, if a parent's
perhaps - if you think, if you accept that they can take on
these significant roles and responsibilities within the
home at various times, and that's part of their identity,
and they feel valued in that role: if a parent is perhaps
receiving treatment in an inpatient facility or a PARC and
then comes back and wants to understandably resume that
role, that can create conflict within a family. And, when
there's no way of that being communicated, or there is a
service that can facilitate some conversations around the
roles, parenting roles, children's roles, family roles,
that can very quickly spiral into conflict for a child or a
young person and the parent.
Q.
In your statement you say this, in summary really,
about all of those challenges:
"They can contribute to a young person who
has that caring responsibility not having
hopes and dreams for the future."
Could you just explain that?
A.
I think that comes from one of the other challenges I
omitted to say before and I've mentioned already, is
isolation. We've heard a bit about that this morning
already, that very quickly families can become isolated and
managing things on their own. For children and young
people, if they are feeling a sense of isolation and that
their future, their trajectory, is one of their parent
perhaps not recovering - the whole notion of recovery I
think is incredibly important to keep in mind here and how
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we discuss with children and young people, and families,
the recovery-oriented approach; that children can very
easily wear this sense of hopelessness and the revolving
door in and out of hospital and not having the possibility
of them going on to finish school or to have a career or to
make friends or to achieve in their own right, and that's
something that we hear, that's a very common expression
from children and young people in these families, is that
they worry that also they are going to become - they will
end up being like their parent, to be frank; that they
worry that they will also inherit bipolar or schizophrenia
or depression, that's a very common fear for children, so
that contributes to the sense of really uncertainty about
their future.
Q.
I've already asked you about FaPMI, but in the context
of seeking to reduce the impacts you've talked about
earlier, can you just briefly talk about FaPMI and then
also about Satellite?
A.
So, the FaPMI program, as I said, is really working to
improve the way that mental health services can work and
respond to, in particular, parents in the adult system. A
large part of that is really working to equip services and
clinicians to have these, what I'll call conversations in
which they engage with the whole family ideally, but in
particular the parent as they come into the service so that
the parent's fear of being judged and discriminated is
reduced and they can actually set up mechanisms for support
early on.
So, really, that's done through consultation,
workforce training, but also sometimes role modelling those
kinds of conversation that can occur between a clinician
and a parent or a family, and sometimes a child as well.
Q.
Then what about the programs developed by Satellite?
A.
So, the programs developed by Satellite really aim to
fill a gap that, really around harnessing the potential and
strengths and resources of children and young people,
recognising that for them to individuate in a sense and
realise their hopes and dreams and do the things that all
children and young people need to do, that we create spaces
where they can come and meet others, but also use art and
creativity as a way of tapping in - to give them a voice.
I think that's one of the key things about the
programs, is children's voices get lost in this narrative.
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It's very hard for them to be heard, they become invisible.
In those spaces, in the same way as the other peer support
programs, they actually get heard, they get seen and they
get listened to.
Q.
Can I just ask you about those peer support programs,
there are a number of programs that currently operate. Can
you just describe what they aim to achieve?
A.
Yes. So, I should add that the programs that I'm
describing aren't routinely available across the whole
state. We're developing them and they are under the - some
of them under the banner of the FaPMI program, but they are
not implemented statewide as yet.
Q.
Sorry, just before you move on then, can you just name
those programs, please?
A.
Yeah, so the CHAMPS program was initially developed by
me many, many years ago and is a program for primary school
aged children, so around 8-12, who have a parent or parents
with a mental illness, and the key component of that really
is providing a peer support space, facilitated space where
children can come together. It's a psycho-education
component, so they get to understand what different mental
illnesses are. They learn about self-care and
self-compassion, and meet others, share stories and also
have fun, which is pretty important.
The program's been recently reviewed to include a
parent component. So, in that model, that CHAMPS model,
the children come at the same time as their parent or
carers, or sometimes grandparents or aunts or uncles, and
they spend some time together. Then they separate off and
look at a particular topic and then they come together
again, and that facilitates much more open communication
once they go home, which is where most of the conversations
occur, around how they talk about mental illness, how they
communicate with each, so it promotes much more open
communication within the family.
Q.
What about Space4Us?
A.
Space4Us is a program for 13-18-year-olds that has a
similar core aim, which is to provide a space where
teenagers can meet other teenagers. Both the programs,
CHAMPS and Space4Us, have a peer leader component or a peer
facilitator, so a young person with lived experience who
comes to co-lead the program and talk a bit about their
story and what was helpful for them.
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Both those programs can be run as holiday programs.
They've been adapted so they can be run also as a camp and
also as after school programs over about eight weeks.
Q.
Then, what about SKIPS and Mi.Spot?
A.
So, SKIPS stands for - all these acronyms - SKIPS
stands for Supporting Kids in Primary Schools. That's not
a direct program, it's a mental health promotion program in
primary schools. It has been running for a number
of years, it's not currently running because of funding
limitations, but it goes into primary schools in Grades 5
and 6 and works with students, with teachers and with
parents and includes a person living with a mental illness
and a young person who's, I guess, a young carer, and talks
about the spectrum of mental health and wellbeing, talks
about what mental illness is and what it isn't and how
people might experience a mental illness and the kinds of
things children might notice. It's a really wonderful way
to equip teachers in primary schools to be more attuned to
a student who might be in a family where this is happening.
One of the outcomes of that program was that children
felt more able to approach their teachers, to say, "That's
my family, that's what's happening in my family; that's my
mum or that's my dad."
Q.
What about Mi.Spot?
A.
Mi.Spot is a fairly new online intervention, it's
still in its proof of concept stage, which is an
online six-week program for young adults aged 18-25 who
have a parent or family member with a mental illness. It's
all online and it has different topics that goes through
week-by-week, it has a chat facility as well.
Q.
And what's its purpose?
A.
Its purpose is to both connect, via online, connect
people into seeing they're not alone. All of these
programs have a very similar core thing: you're not alone,
you're not responsible for your parent's mental illness,
there are other people like you, it's important to look
after yourself, there's information you can get about
what's happening to both you and your family, so there's
some very core key messages in all these programs.
Q.
Can I move on to ask you about ways in which the
mental health system could better support young carers and
.12/07/2019 (9)
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families. You've obviously given some examples of programs
that might not be running at present, but other key aspects
which has arisen in your evidence, the idea of the routine
identification of children of parents with mental illness?
A.
That would be my key message, I think, and what the
FaPMI program is endeavouring to do, its system change
takes time, but routine identification and engagement
with - it's not enough to identify, we need to take time as
a service system, both within mental health and all the
services that wrap-around the service system in the mental
health system.
So, GPs is a good example and primary health services,
to be on the lookout to understand that vulnerable parents
take time, and that if we take the time to identify,
acknowledge and engage with vulnerable parents and their
children in the long-term we're going to be able to put
supports in place for those children and potentially break
that cycle of intergenerational trauma and vulnerability.
Q.
What about the idea of planned respite?
A.
So, planned respite used to be readily available, it's
very hard to do now. I think that's part of this idea of,
the other key thing is care planning. We plan for
bushfires, our families are encouraged to do bushfire plans
in high fire prone areas, but the idea of family care
planning for a time when a parent becomes unwell is
critical and that everyone contributes to that care plan.
And so, children are part of that: children know what to do
if their mum or dad becomes unwell.
They know very well what to do, often they're very
attuned to the warning signs, and there's a plan put in
place and that might be going to stay with a family member,
it might be a case manager, it might be someone calling a
family meeting. But we want to make it less reactive and
less crisis-driven. I'm sure the Commission's heard a lot
about the system being stretched and being quite reactive
at times. I think for children we need to take a step back
and think, we need to act early, we need to plan and we
need to have things in place. I think that's another core
way the system could be changed.
Respite's a good example, I think there's a lot of
stigma around this notion of respite, that somehow the
parent has failed. It should be seen as a strength, it
should be seen as a parent making really good decisions to
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put things in place when they need to be put in place.
Q.
You've already talked about targeted online supports
for young people, so I won't ask you to elaborate on that,
but the next area that you see as a potential area for
change is clear access to services?
A.
Yes, and I've talked a bit about that but I think that
when we talk about services I think it's the something in
between, there's spaces and places in between that are not
available for children and young people and their families
in the community, which is sort of that, it takes a village
mentality, that where do young people and children go when
they've got concerns about their family, where they want to
share their stories and their experiences and this plethora
of emotions that kind of eats away? Where do they go to
get information about what's happening with their parent or
family? How do they get just practical support? You know,
if they're already doing shopping and cleaning, where do
they go to get support to do that.
There needs to be more use of, not just online
supports - I think online for young people is good, but we
also need to think about younger children having a voice
here and their parents and family. So, I think there's
potential for some sort of targeted online supports being
enhanced. Like, Kids helpline is a good example, that's a
great resource, but I'm not sure that Kids helpline is
targeted enough for this group of children. I encourage
children to ring Kids helpline, but their knowledge and
understanding of this particular issue is perhaps limited
and could be enhanced.
Q.
Just finally, and this has come up in the course of
your evidence, the idea that there need to be universal
messages of recovery and possibility for children?
A.
Yes, I think that there is real scope for us as a
community and as services to be more - I haven't talked
much about the fragmentation of the system, but I think
there's evidence in earlier witness statements - but I
certainly feel strongly that the service system is
fragmented and hard to access.
But that, if we have messages in community, public
health messages almost, within schools and places where
families go routinely about that, as community and as
services we are up for those conversations, that we are
prepared to talk with children, with families, about mental
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health and wellbeing right from very early on when people
might have concerns that something's not quite right,
through to where there's a serious and recurring mental
illness, and that there's so many elephants in the room at
those times that we need to use public places and social
media to get messages to young people that it's okay to
talk about this and, wherever you go, you can talk about
it. I think it's far too separated.
MS COGHLAN:
Thank you, Ms Cuff.
Commissioners have any questions?

Chair, do the

CHAIR: Q.
I just have one, please. Thank you very much
for your evidence. We have heard throughout the course of
this Royal Commission some very powerful recollections from
children and younger people about navigating the mental
health system alongside their parents and the challenges
that poses very often.
So, we've heard, despite their resilience and great
determination and love, how hard it might be when someone's
in crisis to get the support, so how to navigate the triage
systems that are mental health and other things. I think
we heard very powerfully this morning of even adults having
to coach others on how to use the right language.
In the models that you've anticipated for the future,
what role of advocacy is there for young people who are in
caring roles to navigate this complex mental health system
that we're thinking of? Is that something that the FaPMI
in the area mental health services should be taking on when
they identify and engage with young people or where would
you think that might come from?
A.
I think it should be part of the work that's
undertaken at every level of work, in the planning and care
of a person with a mental illness if they're a parent or
any family member, that the children and young people who
are in those families and, with the consent of the parent,
should be supported to have those skills, to be able to
navigate systems, to know how to seek help, to know who to
ring at any time of the day or night, about how to talk,
how to get the right language to get the right help, about
how to access the independent mental health advocacy
support services.
So I think it's actually, it's almost like coaching
not to be afraid to help young people to take on those
.12/07/2019 (9)
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skills and to support them in building those skills, and
it's certainly part of the Mental Health Act that children
should be supported in their caring roles and that's part
of that, is equipping them with the confidence and not to
feel scared to do that.
I think sometimes the mental health service can be
quite confronting when it's a young person who is
advocating on behalf of their family or their parent or
their loved one and maybe feel that they're too young to be
doing that. With the right support I think sometimes it's
the only way and it gives the young person some agency as
well. So, I see that very much as part of what the FaPMI
program can do, is to advocate for that kind of support.
Q.
I presume also, if there's a greater take up of
advance statements, that also might become part of that
process as well?
A.
Yes, that would be very good. I think the uptake of
advanced statements has - I'm not sure exactly how it
stands, but I think if it was routinely - certainly in the
training that was provided around advance statements and
nominated persons, the issue of young people, young carers
was part of that and that they should be included where
they've asked to be in with - you know, where it's
appropriate they should be included.
CHAIR:

Thank you.

MS COGHLAN:
CHAIR:

Thank you.

May Ms Cuff be excused?

Yes, thank you.

<THE WITNESS WITHDREW
MS COGHLAN:
break?
CHAIR:

Chair, is now a convenient time for a morning

Yes, thank you very much.

SHORT ADJOURNMENT
MS COGHLAN:
The next witness to be called is Jesse
Morgan, and I call him now.
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<JESSE MORGAN, sworn and examined:

[12.04pm]

MS COGHLAN:
Q.
Jesse, you've made a statement with the
assistance of lawyers for the Royal Commission?
A.
Yep.
Q.
I tender that statement. [WIT.0001.0029.0001] You've
been a carer for your mum since you were a teenager?
A.
In an unofficial role and in an official role, yes.
Q.
A.

When did you commence an official role?
In about 2015.

Q.
A.

You are now 25 years of age?
Correct.

Q.
Can I just ask you about your experience of being a
carer, that unofficial role that you mentioned and growing
up. First of all, who was in the home when you were
growing up as a teenager?
A.
As a teenager, it was myself, my mum and my brother.
And in the unofficial role as a carer I was - my mum had
significant mental and physical health issues that meant
that she - including agoraphobia, which meant that she
stayed in the house and would stay in her room, and it just
meant that, yeah, I kind of had to step up into - and be
more mature than I was and, like, do a whole bunch of stuff
around the house, go shopping, provide -Q.
Can I just interrupt. You were around 14 years of age
at the time that you're describing?
A.
Correct, yeah.
Q.
A.

And your brother then was about 8 years-old?
Correct.

Q.
Sorry, I interrupted you, you were talking about the
things you had to do?
A.
Yeah, so at that time I had a job which, at different
points, I was working six days a week to earn money to help
provide for the family, while going to school and doing
extracurricular activities, yeah, as well as trying to be
at home and trying to be responsible for myself and mum and
my brother.
Q.
You said you did cooking as well and that one of the
things you say in your statement is that you ate a lot of
.12/07/2019 (9)

852

J MORGAN (Ms Coghlan)

Transcript produced by Epiq

1109

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

pesto pasta?
A.
Yeah, I wasn't a great cook, so we had the same
rotation going through tuna - pasta is banned in our
household now.
Q.
Never to be eaten again?
A.
Yeah. I kind of didn't really know much about cooking
or anything so I just stuck to what I was okay at cooking
and easy things that didn't really need much, and they were
cheap, 'cos we didn't have a lot of money.
Q.
What supports were around for you?
A.
I didn't really have much support. That was a
combination of - yeah, mum had her case managers and people
that she kind of would interact with, but myself and my
brother didn't interact with supports. There was a couple
of reasons for that, the first being I didn't like talking
to people. I had a bad experience with a counsellor when I
was younger and, yeah, I didn't really like sharing
emotions. I didn't know how to deal with them and, yeah,
wasn't great at it so I just decided not to.
The other reason for that being, we kind of lived in a
constant fear of being separated from each other. The
Department of Human Services kind of hung over our heads as
a threat of, if they came and knew the extent of how we
were living and the issues that were going on in the
household, then my brother and myself and my mum would all
be separated and taken into different foster care
situations. How true that was, I don't know, but we always
felt like engaging - or at least I felt like engaging in
help and telling people the extent of what was going on,
that threat would be realised.
Q.
You talked earlier about the things you were doing
around the house, I guess in terms of practical things.
Another aspect of you caring for your mum was that you had
to take turns to leave the house, you and your brother,
that you'd rotate that role, someone had to be home with
her?
A.
Yeah. I guess that mainly started when I was outside
of school, outside of high school. I would stay home
during the day and help around the house with mum and make
sure that she was going okay, and then when my brother got
home from school he would take over and, like, often times
we would end up fighting about who had to stay home just
because we both had plans on a Friday night or whatever it
.12/07/2019 (9)
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was. Yeah, we agreed that one of us needed to be home in
case mum needed something.
Q.
A.

Can I ask you about 2015?
Yep.

Q.
And just about your mum's condition then. What
happened for her at that time?
A.
In 2015 towards - well, it started about halfway
through the year but it came to a head towards the end of
the year, my mum had poisoning, she was being poisoned by
the medication that she was on, and to the extent that she
was having hallucinations, both audio and visual. She
could feel things in her skin, on her skin, that weren't
there. She had voices telling her things, she had - like,
yeah, we've got a lot of stories about different things
that happened.
It came to a point where, as a carer, I was helping
her in the bathroom, going to the toilet, showering, just
helping her to get up from chairs; like, we pretty much had
to be in the same room as her just to make sure that she
wasn't falling over or something.
Then, towards the end of the year she came home from
something and she had fallen over in the front yard, and I
remember being asleep and I could hear screaming. I got
woken up to screaming and I ran outside and mum was on the
ground and she was telling me that someone - or she was on
fire, she felt like she was on fire.
I remember being like, I need to call an ambulance but
having a real conversation in my head as to whether I
should call an ambulance because my mum had specifically
told me that she doesn't want me to call an ambulance
because she'll get taken to the psych ward. So, it was,
yeah, a real kind of battle in my head of whether I, in my
mind, betray my mum's trust or call an ambulance to get her
the help that she needs.
Q.
Ultimately, you did call the ambulance?
A.
Yeah, I called an ambulance and she got admitted to
hospital, firstly to Box Hill, and then she was put on an
involuntary order - I'm not sure the name of it.
Q.
A.

Yes.
But where she got admitted to the psych ward where
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they tried to wean her off her medication, and like, yeah,
she was put onto medication. I remember on Christmas Day
in 2015 we went to go and see my mum at Maroondah, and we
had to travel by public transport, and the round trip was
about five hours on public transport to go and see my mum,
and we got there and my brother didn't want to go in the
room because he didn't want to see mum in that state.
And I went in there and mum was drooling, she couldn't
control what she was doing, she didn't recognise that I was
there. She, like, had no idea we were there. I stayed
for, like, five minutes just being in the room and we left
back home to, I think, have a frozen meal for Christmas.
Like, yeah, it was pretty hard.
Q.
And she spent three months there?
A.
Yeah. She spent three months from admission to
getting checked out, and it was a pretty tough
three months. I kind of had to, like, look after my
brother. He was almost an adult at that time so didn't
need much looking after, but kind of we were in it together
and he was - yeah, we were trying our best.
Mum came out of hospital and was off the majority of
her medication, but she was treated in a way that was
inhumane and, like, she was almost comatose by medication
to a point where we didn't recognise who she was and she
was just - yeah, she wasn't our mother. But she came out
of it and was determined not to go back, not to get into a
position where that could happen again.
Since then she's empowered herself and done a really
amazing job at creating and maintaining a support network
for herself that, yeah, allows her to get better and
better, but it was self-driven.
Q.
You say in your statement that she now only needs
assistance for a few things such as going to the shops or
lifting heavy objects and things like that?
A.
Yep.
Q.
And that essentially it's easier to be her carer now
as compared to other points previously?
A.
Yeah, I feel like my role as a carer now is less
around physical help and more around emotional support and
championing, and just kind of, yeah, trying to keep her
going and telling her she's doing a good job; whereas it
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used to be much more physical and, like, laborious.
Q.
You mentioned earlier about being an official carer
and so what you mean by that is you actually receive a
carer's allowance for your role?
A.
Yep.
Q.
You first started receiving that in around 2015 or
2016?
A.
M'hmm.
Q.
But before that you didn't know you could get it?
A.
No. I was on a youth allowance which meant that I
was - at times I was on youth allowance and having to look
for a job that, I knew that I wasn't going to take the job
because I was caring, so I had to just look and not care
about the result of it. But, yeah, I got on to the carer's
allowance after I think it was one of mum's social workers
or something was, like, "Why aren't you on the carer's
allowance? Like, that's what you're doing."
Q.
Can I ask you about your own experiences with mental
health issues?
A.
Yeah. So, when I was - from 0-6 we were with my
father and my father was an abusive person: physically,
emotionally, sexually. He had significant impacts on all
three of us, which have led to different mental illnesses
for all of us.
I was, as a result of him and his impact on our
family, for a significant portion of my life, up until I
was about 20, I was an angry person. I was physically
violent, I was verbally abusive because that was the
example that I got shown of how you are meant to, yeah,
deal with your emotions, that's what I knew.
So, that was part of it, and then as I got into my
teens I started dealing with undiagnosed, what I think is
depression. I've never got a formal diagnosis of it, but
like, having been around depression, done my own research
into it, I feel that's what I had. It often times would
rear its head when I had a lot on my plate.
I dropped out of Year 12 as a result of it. It was at
a point when caring was really hard, Year 12 is extremely
difficult, and it just got to a point where I felt like,
instead of going to school and dealing with that, I would
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just not do it and focus on one thing that was stressful
enough. And, I've had several points since then where I've
almost become a recluse and wanted to just stay in my room
because, yeah, I didn't want to deal with anything.
Q.
Can I ask you about what you see needs to change with
the system?
A.
Yeah. So, there's probably two aspects that I feel
like I can speak into in that. Firstly, in terms of
caring, as a young carer I was listening to Rose and what
she was saying and, yeah, I'd like to echo a lot of what
she was saying in terms of, yeah, everything was hard.
Like, as a young carer I didn't know what I was doing. I
was, like, I don't how to deal with my own emotions let
alone help and support my mum who's going through a really
difficult time, and then be a crutch for my brother who is
dealing with his own stuff as well.
I didn't want to engage with help because of the
threat of being separated from my family and that hanging
over us, so I feel like, if one thing can change, yeah,
really looking into that and trying to set up supports that
aren't threatening. Like, the peer-based supports that she
was talking about sound great. Mum was telling me that I
could have engaged with those but I didn't because I was
scared. So, yeah, finding ways to make them less scary.
As well as, my mum had a case manager and people that
she was working with to help get her supported, and I
didn't have that. Like, if I had someone who was telling
me what was going on, like how I could be doing things
better, or someone to interact with if I didn't know what
to do; like, having my own case manager probably would have
helped.
Then in terms of my experience with mental health and
young men's mental health, like, the statistics into young
men's mental health are atrocious. Men are three times
more likely to commit suicide than women and it's the
leading cause of death in young men - more than the road
toll, more than anything. So, yeah, young men don't know
how to share, and I know that's a generalisation, but like,
I have experience myself, with my brother, like groups that
I'm a part of where it's just really hard for young men to
tell people, like, life sucks sometimes.
So, early intervention into that, telling guys what it
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means to be masculine isn't - like, being tough and
suppressing your emotions. It's, like, having the ability
to say that I'm not okay and getting around each other,
that's 100 times better.
I know there's a few organisations out there, but
organisations like The Man Cave, getting supported. An
organisation that go into schools and talk about
masculinity and talk about emotions and do it in a way
that's purely for guys to recognise how to do things
better, yeah
MS COGHLAN:
Thank you, Jesse. Chair, do the
Commissioners have any questions?
CHAIR:
No. Thank you very much, Jesse, for your very
powerful statement and time with us here this morning.
Thank you.
MS COGHLAN:
CHAIR:

May he be excused?

Thank you.

<THE WITNESS WITHDREW
MS COGHLAN:

I call Mary Pershall.

<MARY KATHERINE PERSHALL, sworn:

[12.25pm]

MS COGHLAN:
Q.
Mrs Pershall, you've made a statement to
the Royal Commission?
A.
Correct.
Q.
I tender that statement. [WIT.0001.0039.0001] What
you talk about in your statement is your exposure to the
mental health system in Victoria which has arisen through
your daughter, Anna?
A.
Correct.
Q.
I'll just ask you to sit forward a little bit, please,
so the Commissioners can hear you.
A.
Okay. Is that better?
Q.
That's better, thank you. How old is Anna now?
A.
She's great, she's got a really good relationship with
the family and she's doing some very positive work.
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Q.
A.

And, how old is she?
She's 30.

Q.
And, where is she living now?
A.
At the Dame Phyllis Frost Centre which is Victoria's
Maximum Security Prison for Women.
Q.
A.

What led her to be there?
She killed someone.

Q.
I want to ask you about some of Anna's early years and
perhaps signs that you could see in early childhood for her
that she might be suffering from mental health issues, and
really asking about those younger years and primary
school years.
A.
Yeah, before she went to school she was a delightful
little happy child. She looked like a little fairy and we
used to say that she was "off with the fairies" because she
seemed to spend more of her time in her imagination than in
reality. And she never asked us - or she never begged for
toys like children do when they see ads on TV. The only
thing I remember her asking for is, we used to watch reruns
of The Addams Family as a family, and she wanted one of
those hands that comes out of the table and gets things for
you.
Q.
Did she get one ?
A.
I was pretty surprised when she asked for that for
Christmas. When she went to school, she hated school from
the very beginning. She'd been so bubbly and happy before
that, just never - you know, always happy. And after that
she would cry when she woke up in the mornings and say, "Is
it a school day?" And that was really sad. I think it was
partly because she didn't - she loved being out in our
backyard playing for hours or imagining things with her
Duplo characters and she didn't like being told by the
teacher what to do, she didn't like that structured
environment.
But the worse thing was that other children didn't
like her. They didn't appreciate her fantasies about
little spiders that she would find in the school yard and
prattle on about, and so she became isolated. She was
ostracised by the other children. She wasn't physically
bullied as far as we knew, so I don't think we took it
seriously enough. I mean, we felt so sorry for her, that
she was so sad about being isolated, but I don't think we
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treated it as seriously as we should have; that being
isolated was just so hard on her developing brain, being
shut off from the group.
Q.
What about early high school?
A.
Well, that was really hard for Anna because it's so
important to fit in at that stage. She was very unhappy,
and we tried a lot to keep her happy at home. People used
to say later, people would say, "You spoil her, you need to
set boundaries", but we just wanted her to smile and be
happy at home.
Q.
There was a point when she was around 14 years of age
where she began to restrict her intake of food?
A.
That's right. At first we didn't take too much notice
of it because she said it was because she didn't want to
get pimples. She was very - she'd always - well, she still
has beautiful skin and she didn't want to have acne. And
she'd always been skinny, a thin child, so we didn't
connect that - we thought anorexia was around body image
and she'd never been concerned about that at all.
We didn't realise what was going on really until we
realised that she was hardly eating anything, just
basically watermelon and Diet Pepsi, and that was causing a
lot of stress within the family trying to convince her to
eat. But, you know, how do you make a person eat?
So she finally agreed to go to the doctor, our local
paediatrician, and she was admitted almost immediately to
the Children's Hospital. We were shocked at how
compromised her condition was, that she needed to be on a
heart monitor at night to make sure that her breathing
didn't stop. So, that was a shock.
Q.
She ended up being treated as an outpatient until she
was aged 18?
A.
That's right.
Q.
You say in your statement that she received excellent
care during that time, "And I was so grateful to our public
health system"?
A.
Yeah, she was seen once a week by a doctor that we are
still in contact with regularly. We call her "Dr D" in the
statement. She saw her once a week for an hour each time,
and she didn't want to talk to me about what they talked
about, she was very protective of that relationship, she
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valued it highly, and she also saw a counsellor once a week
through the Children's Hospital during that time.
Q.
One of the things you say in your statement is that,
"That's not to say that Anna's teens were trouble-free."
A.
That's right, she finally found a friend and she was
so attached to that friend, she would do anything to keep
the friend on side if she saw her drifting away a bit, or
she didn't even want her to have other friends, she just
wanted them to be together.
One particular day she and the friend were walking
down the street when some boys got interested in them and
the friend was talking to them, and this enraged Anna so
much that her friend was paying attention to someone else
that she - this was in our major shopping centre in our
suburb - she turned to an estate agent and managed to kick
in the window of this thick plate glass window. So, she
was brought home in the police divi van.
Q.
There was also another time where the police called
you to inform you that she'd been train surfing?
A.
Yes, and that was also to impress this friend.
Q.
You talked earlier about this idea of being told to
set boundaries. As a result of all those things going on,
that was a message that was communicated to you, you need
to set boundaries?
A.
That's right, especially her counsellor, who was a
great support to John and me during that time because we
could ask her advice. And she said, especially after the
train surfing incident, you know, Anna's putting her life
at risk, you really need to set boundaries. She said, one
thing is, you know, you've told me she stays up most of the
night, you should give her an early bedtime.
She was 16 by this time, it was the summer before she
went into Year 11, and so we said, alright, you have to go
to bed at 9.30 or 10. So, I was really surprised when she
agreed to it, but I was worried, I was just uneasy about
something, so I went into her bedroom to check on her at
about 11 o'clock and there was just a roll of bedding in
the middle of the bed to look like a body and the window
was open and she was gone.
We had no idea where she was for a couple of days. We
called the police but they said we don't look for teenage
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runaways, she'll come back. We found out that she and her
friend had gone to live with the friend's dad on the other
side of the river, so they stayed there for a few weeks.
Q.
You ultimately convinced her to return in time to
begin Year 11?
A.
That's right.
Q.
And, drawing on what you've said in your statement,
you talk about those years commencing from when she was in
Year 11 to the first couple of years of Uni as her
best years?
A.
Yeah, they were the best years of her life. She went
to a senior secondary college and she finally made the
friends that we'd been hoping all along that would happen,
that she would find some people who really appreciated her
individuality and her intelligence and her quirky sense of
humour, so she really enjoyed having those friends.
And then she went to university to study psychology,
and she met a wonderful young man who was so devoted to
her. I think they were always - I think they still love
each other really to this day, but she just became so sick
that it didn't work out. But during those years when she
was with him it was, you know, it was - we had hope that
all along through her childhood and teenage years when she
was in so much pain at school and with her peers, we always
thought as she matured it would get easier for her and that
eventually life would work out for her.
Q.
By the time it got to her third year of university,
looking back you could see that things were starting to
unravel or fray around the edges, as you say?
A.
Yes, because she started saying people didn't like her
at university any more and it was getting too hard, but
John, her father, convinced her to stay. He said, if you
just get your degree it would so important to your life and
then I won't nag you to do anything else. She did manage
to get her degree in psychology.
Q.
She was then expected by, probably her family and
others, to get a job or to continue her studies?
A.
That's right. We thought she'd get a job or do
postgraduate study, but looking back, she just didn't know
how to be an adult, and we just kept thinking - well, I
thought, you know, why isn't she doing something towards
getting an adult life? But John had promised her we
.12/07/2019 (9)

862

M K PERSHALL (Ms Coghlan)

Transcript produced by Epiq

1119

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

wouldn't nag her, which she kept reminding me of, so we
waited and hoped that she would come good.
She was living full-time at that stage with her
boyfriend and his mother, and then the boyfriend got a good
job and bought a house and they both moved in to that
together.
Q.
But she later stopped living with him?
A.
Yes, during that year the relationship disintegrated.
He still adored her but, like us, he couldn't do anything
with her. He was suggesting different paths that she could
take, because she's such an intelligent - you know, a girl
with such a good vocabulary. People can't, including us,
couldn't understand why. If we like convinced her hard
enough, our tools were words, like do this, do that, try
this. But she couldn't and we didn't realise during
that year that she was deteriorating as much as she was.
Q.
And she was using alcohol and drugs?
A.
That's right. She moved back with us when she was 24,
and it was only then that I realised the extent of her
drinking and drug problem, because she'd never had it as a
child or even when she was in university. She didn't even
have a glass of wine with us at night, so it was a shock
for me to see that she was. At that stage it was mostly
synthetic cannabis that she was using. She'd just sit out
in our backyard and smoke bong after bong.
Q.
You've talked about her moving home and it was really
for a year that she would be living that kind of life?
A.
That's right, and I think that, looking back, she had
quite a few markers as a child. I believe she had auditory
and visual hallucinations even as a little kid, but we
thought she'd outgrow it, you know, it was childhood
fantasies. But I believe her mental health was always
fragile and, with constant use of synthetic marijuana,
synthetic cannabinoids, cannabis, was really very harmful
to her brain.
Q.
You talk in your statement about an activity that Anna
did engage in, which was getting dressed up and going out
on the train?
A.
Yeah, that was - we couldn't get her to do anything
else, but that was one activity she really enjoyed. She's
a beautiful young woman, she always looked a lot younger
than she was. She'd go to Kmart and buy these little
.12/07/2019 (9)

1120

863

M K PERSHALL (Ms Coghlan)

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

2019 public hearings

dresses from the children's section so that, you know, she
could wear like a size 14 child's dress. So, she'd put
that on, do her hair and put on a lot of make up, she'd go
out looking like a - you know, very attractive, and her
method was to just chat with guys on the train. Just go up
to random guys and start a conversation with them and they
would be interested and take her home and give her drugs.
That was her method of getting her drugs supply
mainly, and attention, she loved the attention she got from
the guys. But we wouldn't know where she was, so as this
pattern continued we would be frantic with worry about
where she was and what was going to happen to her.
Q.
A.

And sometimes she would be gone for days?
That's right.

Q.
Towards the end of 2013, a man that she met on a train
gave her ice?
A.
That's right, that was a terrible period of our lives
because, as usual, she went off on the train and she came
back a few days later in a very fearful state: shaking and
saying, look what this guy's done to me and she had
cigarette burns on her arms. But then when she sobered up
she realised she really - well, I think now and Katie
thinks too, that she decided that she really liked ice, so
she went back to this guy for a few days. Then she rang me
again in a really distressed state saying, "He's holding me
captive but I've managed to run over to a neighbour's house
and get away from him." I said just get in a taxi and come
home. That cost $95, so that was how far away she was.
But again, a few days later she wanted to go back to him.
We were beside ourselves as a family, we thought he was
going to kill her, so we begged her to stay. I even rang
the police and said, can we physically restrain our
daughter? And of course we couldn't, so we just had to let
her go.
Q.
A.

You've talked about Katie, and that's Anna's sister?
(Witness nods.)

Q.
So, you've described calling the police, but at that
time as well you were trying to get help for Anna through
the mental health system?
A.
That's right.
Q.

But you couldn't get it?
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A.
Well, it took us a long time to actually attach the
words "mental illness" to Anna, because we'd always just
done the best we could for her to try and alleviate her
pain. It was only when she was so - just, it seemed like
she was just slipping further and further away from us and
we couldn't see any way of helping her any more, we finally
realised that she did need help beyond what we could give.
So first I reached out to Dr D and she tried to hook
us in with systems, and I tried by trawling the internet,
ringing up places. I didn't know where to start because I
had no connection with the mental health system before, but
it was very difficult to find help.
Q.
There was a nightmare Christmas where, finally, Anna
agreed to go to a rehab the next day?
A.
That's right. That was one night when we just begged
her not to go back to this guy who gave her ice and hurt
her, and I think that's the night when I rang the police
and asked if we could keep her, restrain her and they said
no, so I was like crying. And I think that finally got to
her, when I was just begging her to stay. Because she was
saying, "Well, this guy loves me" and I actually talked to
the guy on the phone and he said, "I think I should marry
your daughter because you're not talking very good care of
her."
So, I begged her to stay, saying this guy's known you
for a few weeks and we've taken care of you for 25 years.
So, she agreed to go to rehab the next day. That's how
naive we were, we didn't realise that you had to go to
detox first.
So we went to Dr D's office and spent hours there with
not only Dr D but other doctors trying to find a place for
Anna. They finally said, we've got a date for an
assessment in 10 days' time, which was useless, ridiculous,
because we had barely been able to keep her for 24 hours,
and to think that she would go to an assessment in 10 days'
time, that wasn't going to happen.
Q.
When that appointment rolled round, you had no idea
where she was?
A.
No. We often didn't know where she was in those days.
Q.
You talk about, in your statement, the next few months
being "a blur of pain as our beloved girl slipped further
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and further away from us". You talk about trying to get
help, trawling the internet as you've described, trying to
find programs for help. You say that:
"By the beginning of 2014 any semblance of
structure had vanished from her life."
A.
That's right. She didn't have a pattern of, you know,
day/night. She would just put herself into a coma with
synthetic weed, alcohol, Seroquel. She seemed to be able
to get endless scripts for Seroquel and she would just take
so much of that that she was literally comatose, we
couldn't wake her up. There were times when John had to
rescue her from various places, and just pick her up and
literally carry her, because she was unconscious.
So, that's the way she would "sleep": she would put
herself into unconsciousness and be like that for a couple
of days. Then she would be up for two or three days. She
didn't shower, she wore the same clothes for day after day.
She wouldn't eat until she was just ravenous, and then she
would want us to go and buy her KFC, or if she had some
Centrelink money left she might order food in. So, her
life was chaotic.
Q.

In relation to 2014, you say in your statement that:
"One of the terrible things we dreaded did
happen to Anna around the middle of
that year."

A.
Yes, she was in Brunswick at a party and she got angry
at the people she was with, got separated. Again, she went
up to some random guy which was her usual method of
operation, and this guy took advantage of her: he took her
into a dark alley and sexually assaulted her. After that
she was very - that was a downward spiral, still another
downward spiral with her mental health. Before then we
hadn't known where she was, but after that she was afraid
to leave the house without one of her family or a close
friend.
So, in a way it was a relief because we knew where she
was, but in another way it was a huge burden, because by
that stage she was suicidal a lot and we just were
basically on suicide watch looking after her 24/7,
literally. It was like having a baby again as far as sleep
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deprivation went.
Q.
You talk in your statement about an occasion you
describe as one of the most awful days of your life in
relation to Anna grabbing a knife in the kitchen?
A.
That's right. One morning I got up and she was, as
usual, hadn't been to bed, she was in the kitchen reading a
book and drinking a beer. And John got up and he'd been
endlessly patient with her, but that morning you know it
was too much, he said, "Put the alcohol away and go to
bed", and she reacted by jumping up quickly and grabbing a
cook's knife and thrusting it towards her chest, and John
was able to grab it.
Q.
As a result of that, you called the crisis team?
A.
Yeah. We had been in touch with various crisis teams,
and I called the number but I was put on hold, and so I
called Dr D and she said, "You'll have to call the police."
Q.
And so, you did call the police and they came?
A.
Yeah, I was afraid to call them because of all the
stories you hear about people being hurt by the police, but
in fact they were wonderful. They were so understanding,
especially the - I can't remember her name but the woman.
She sat - sorry. Sorry.
Q.
Okay, Mary, would you like to have a break?
A.
I think I'm okay. We had some hope that day because
the police said that they would take Anna to the hospital
and she would get some real help, but at the end of the day
she was just - we were just told to take her home.
Q.
So, the police ended up taking her to the Emergency
Department, and you were told she wasn't going to be
admitted?
A.
(Witness shakes head.)
Q.
And she was sent home?
A.
Correct. And that was just so hard, because we
thought she was gonna die, and to be told that she's not
sick enough to be admitted was terrible.
Q.
The arrangement was made that the CAT Team would come
the next day?
A.
Yeah.
Q.

And days after that?
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A.
She'd already had involvement with the CAT Team by
that stage, and before she became agoraphobic, when they
came she wouldn't be there. There would be an appointment
made but Anna wouldn't honour it, you know, she would be
gone. After that incident at the hospital, when the CAT
Team came she would be unconscious, so I think after three
failed visits - what's called a "failed visit" - they don't
come back, so that was not really helpful for us, the CAT
Team.
Q.
There was a time after that where, on two separate
occasions, Anna was admitted to 10-day detox programs?
A.
Yeah, that was one of the positive parts of the mental
health system, that she was given detox. It didn't really
work for her because, like a couple of days afterwards
she'd be back drinking and doing drugs, but it was such a
relief for John, me and Katie, just to know that she was
somewhere safe because it was a constant worry that we were
going to find that - well, she said she wanted to die and
it looked like she did.
As Justice Jane Dixon said at her sentencing, you have
zero level of self-care. We felt like we were keeping her
alive. And she'd find ways to hurt herself. Even though
after the knife incident John went to Bunnings and got a
huge steel box to put all the knives in and everything we
could think of that she could hurt herself with, we'd still
get up in the night - or we'd hear things in the night like
bump, bump, bump and she would be hitting her head against
the wall.
One time I got up and she was hitting her head with a
can of corn, you know the sharp edge, and it was bleeding.
It was a constant strain.
Q.
There was a point in time in December of 2014 where
she was using ice again?
A.
That's right.
Q.
Ultimately there was a decision made that she couldn't
live in the home any longer?
A.
Yeah, we got a call - well, she was scheduled to go to
detox for the third time and she'd learned by this time
that if she got totally blotto before she went in she'd get
the maximum amount of Valium, so she had a guy come over she used to hook up with people on the internet. After she
couldn't leave our place any more, that's how she would do
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it. She would go on dating sites and get people to come
and see her, so she did that, and we didn't like that
because a lot of them were drug addicts and we were scared
of them.
We were also afraid of that guy that gave her ice
because we didn't know when he was going to come back and
it was scary to be afraid in your own home. And also, we
began to be really apprehensive of her, because she was
calling Katie and telling Katie that we had been - even
though we still looked like her parents - that we had been
replaced by imposters and that she'd say, "Katie, you've
got to realise, it's not mum and dad any more, it's like
these evil incarnations of them." So that was pretty
scary.
So she was heading off to detox, but instead she went
off with a guy for the weekend and got - again, she was
like smoking a lot of ice we found out later. Someone rang
me and accused John and me of a lot of horrible things that
we'd done to our daughter, and by that time we'd just had
it, you know, we were exhausted, we were scared and we just
said, you know, we can't have her living with us any more,
so that's the last time she was in our house.
Q.
There was an incident that led to her actually being
admitted to a locked psychiatric ward?
A.
Yes, we had so hoped that she would be taken into a
secure psychiatric ward because she couldn't control
herself, and we couldn't. But three days after we said she
couldn't come home I got a call from a hospital saying that
Anna was in the emergency ward, and she wanted to see me.
So I went over there and I was told that she'd been
picked up naked in a service station in Footscray and I
later found out, because Katie and I actually tracked down
this service station that she had been in, and the nice
young man there who had actually been on duty that day said
that she walked into the service station and asked politely
if she could use the rest room, and he said yes, and when
she came out she was totally naked and stood by the door so
that she would be seen by people coming in.
So, he naturally called the police, and that's when
she was taken to the psych ward. She later told - she told
both Katie and me that she was afraid to call the police
because she thought that the gangs that were after her
.12/07/2019 (9)
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would kill her if she contacted the police, but yet she
wanted to be taken in, she wanted to be protected so that's
the way she figured out how to do it.
Q.
And so, she remained in the secure ward for
approximately one week?
A.
That's right.
Q.
She was transferred later to an involuntary ward?
A.
Well, that's - we were so relieved that they had a
plan at that psych ward. They were going to put her in an
involuntary part for a while and then go to PARC. But as
soon as she got in the involuntary part - well, she
wanted - she was picked up by a man who she knew, an older
man, and taken away and we had no say about that. We were
absolutely horrified, it was just such a disappointment
that there was finally a plan for her.
We were desperately wondering why we weren't involved
in that decision because, even though she was an adult, she
wasn't capable of making a rational decision at that point,
she was still really delusional, she still thought gangs
were after her, that's why she wanted this guy to come and
take her because she thought, he was a security guard, he
could protect her, and he was a person that we had known
through our carer's group. We were allowed some hours of
respite and he was the person that was sent to us to give
John and me some respite so that we could have a few hours
on our own, and we were fine with the work that he did, but
he wanted to pursue a romantic relationship with her so he
picked her up from the psych ward and took her home with
him.
Q.
A.

And she ended up staying with him for a little while?
Yeah, a few - couple of months from my recollection.

Q.
Can I take you then to a Saturday night in the middle
of winter?
A.
Yeah, she was very angry at me, about not being able
to go home, and so she didn't speak to me for quite a few
weeks and neither did the person we called Jim. But then
one night I got a call saying - another hospital calling
and saying, your daughter's in the emergency ward, she
really wants to see you, we're admitting her into a
psychiatric unit under the Mental Health Act, but the psych
unit was at another hospital and they were going to send
her there by ambulance. And they said, if you meet her
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there, you'll be able to see her. So I went over there and
I was really excited because I was going to at last see
Anna again.
But when I got there the security guard said, you
know, "Obviously it's not visiting hours, what are you
doing here?" And I was like, "But I was told by this other
hospital that I could see her", and he just was very
adamant, "No, you have to go away." So, you know, there
was nothing I could do, but that was just one more
disappointment.
Q.
If you could then flash forward a few days after that,
when you went to the psychiatric ward during visiting
hours, what happened there?
A.
Well, it was interesting because I'd already been a
few times by then. I went to visit her every day I think
while she was at that psych ward, and a nurse that I had
gotten to know a little bit happened to be going off shift
when I was coming in and she said, "I've got to know Anna a
bit, I really think she needs to be in secure psychiatric
care for a long time and I'm going to do everything I can
to make sure that happens."
So I went in and Anna was really distressed, crying,
and by this time she'd realised what a predicament she was
in. She knew she couldn't look after herself, she knew
that we couldn't look after her, and she said, "I really
need to stay here", she goes, "I need the help that they're
giving", and she said but the person in charge had said,
"You can't have a bed here just because you want it."
She'd already had experiences at boarding houses by
this time, she was really scared to go back to a boarding
house. And he said, you know, "You either go to a boarding
house or you'll go back to Jim's place." She had felt
unsafe at boarding houses, they'd stolen - she'd had things
stolen.
And I begged the - that person wasn't there who'd made
that decision, but I begged the person in charge on that
night, I said, "Please, can't you keep her? She's sick,
she really needs help", and she said, "Well, if you care so
much about your daughter, why don't you take her home?"
And, it was impossible. I mean, I might have done it, but
I had other people to consider as well, so she ended up
back at Jim's briefly, but then he had to kick her out
.12/07/2019 (9)

1128

871

M K PERSHALL (Ms Coghlan)

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

2019 public hearings

because she was violent with him.
Q.
Can I ask you just to briefly describe then the time
that Anna went to live at the older gentleman's house, the
man who ended up being killed.
A.
Yes, she always seemed to have an endless supply of
guys that she knew. One of the guys that she met at
detox - of course, they're not supposed to exchange phone
numbers, but they do - he knew about a place in the outer
suburbs where an older man rented out his rooms, sublet his
rooms, so that's where Anna ended up.
It was actually a really interesting place because,
even though the house was in a lot of disarray physically,
there was quite a vibrant community gathered around her
victim, who I came to know quite well, because I often
visited her there, and he was very - well, he was a
gentleman, and he had a lot of very close friends who spent
a lot of time there in his kitchen drinking sweet white
wine from morning till night and watching SBS and yelling
at the television in various languages. But they were
happy and he was very fond of Anna, very supportive of her,
and me.
Q.

One of the things you mention in your statement is:
"I'm not sure how many times the guys
[those guys that she was living with]
called the police to stop her attacking
them, but I know it was at least twice and
I think it was more times."

A.
That's right. Yes, we were grateful in a way that
they called the police rather than retaliating themselves.
She'd already shown - looking back, she'd shown that she
could be so strong and violent. Like, when she kicked in
that plate glass window when she was an anorexic teenager,
and we also saw at times when she was just - she seemed to
have this powerful anger that would just erupt, and that
was coming out more and more often, because she wanted this
house which was quite stable when she went in there as far
as I could see, she wanted the guys to clean it and she'd
get these ideas and then, when they wouldn't do it, she
would get violent, and yeah, and then they'd have to call
the police to calm her down.
I got to know one of the other guys in there quite
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well and he said at one stage, "I had to call the police
because she attacked me but when they got here I said this
girl doesn't need to be arrested, she's sick and she needs
to go to a hospital."
Q.
A.

Yet she didn't receive any treatment?
No.

Q.
And Anna herself spoke to you about being afraid of
her own violent outbursts?
A.
Yes. One time when she actually attacked her ultimate
victim, she called me, she was in hysterics, she said, "I
can't believe it mum, I hit" - I'm not supposed to say his
name, am I? But she said his name and she said, "What am I
gonna do?" And I couldn't believe it either, you know,
that she would do that. She knew that she was not in
control of herself, and she wanted help at that stage, but
we couldn't get it for her and she couldn't get it.
Q.
Can I ask you about 22 November 2015. This is a time
when Anna was pregnant.
A.
Yeah, she was four months pregnant and she had really
tried to do the right thing, she desperately wanted this
baby. She wanted him to be healthy. So, she tried not to
drink or do drugs, but up until then she'd been more or
less medicating herself, you know, dealing with all the
pain.
She had a lot of voices in her head by this stage
which I think were brought on by the synthetic marijuana
but they never went away, so they were just telling her
terrible things. She used weed and marijuana and alcohol
and also prescription medication to keep all those voices
at bay. But she was trying so hard not to use those
substances while she was pregnant. She was smoking weed,
but then they ran out of weed and they ran out of
cigarettes, and she couldn't get herself together enough to
get her prescriptions filled, which Katie and I used to do
for her, but - yeah, I won't go into that story, but she
didn't even have her prescription medication. She never
used to use it as she should anyway, but she used to just
take it to sleep. All of that was gone and I think her
brain just imploded.
Q.
Then, on 22 November, you got a call from the police?
A.
That's right, and for so long we'd expected a call to
say that she was dead, but then we got a call instead to
.12/07/2019 (9)
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say that she'd killed someone else.
Q.
A.

And so, from that time on, she's been in custody?
That's right.

Q.
A.

And she's serving 17 years?
That's right, 13-year non-parole sentence.

Q.

As you say in your statement, this:
"As it's turned out prison life for Anna is
better than I hoped."

A.
Yeah, her mental health is better than it's been since
she started school at the age of 5. Partly because she's
got a structure imposed on her day. She has to get up at a
certain time, she gets her medication monitored, she's on
quite a high dose of antipsychotic and lithium and
antidepressants, and she's also got good nutrition, she's
got sleep and she's got a community around her which is so
important to her. She says for the first time in her life
she is actually learning how to have relationships, because
she doesn't have to worry about the adult things.
Nobody asks her why she doesn't have a driver's
licence, because she could never learned to drive. She
doesn't have to worry about getting a job. She does jobs
at the prison, she's had a job ever since she's been there,
and she can work on how to get along with other people,
which she's doing really well.
Q.
You mentioned earlier that the relationship you all
have is great now?
A.
Yeah. Katie says it's the first time she's really
felt that she can relate to Anna as her sister, rather than
another carer for Anna. It's amazing to have a
conversation with her now. We realise now that she could
never really have a conversation before, it was just her
talking about things that she was interested in. But now
she makes an effort to ask questions, you can see that
she's learnt it but she's doing it really well. Like, she
asks the other person a question, she might say something
and then she waits for them to answer and tries to bring
them out.
And the other girls really appreciate her at the
prison, she's very well-liked and they go to her for help
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with various English assignments and other things.
Q.
Just finally, can I ask you about, given the
experience you've had over the years with Anna in the
mental health system, the changes that you see are
necessary?
A.
Well, first of all I'd like us all to think about
children and the idea that they can actually have a mental
illness, which didn't occur to us at the time, and I think
we should watch out for those quiet children who don't
demand attention. And, when they get to the stage where
it's a crisis like Anna did, I think it would be great if
there could be a team approach, that families could be
listened to.
We felt that we were never listened to or consulted,
and if we were listened to, it was as if we were looked at
as if we were drama queens, or exaggerating the extent of
Anna's problems. We really wished that families could sit
down with a team of professionals and discuss what might be
best for that person, and beyond that, we really as a
family think that there should be much better accommodation
at all stages, more crisis accommodation, and longer, for
people in a secure environment that they can't get out of
to go off with strange people and get drugs.
And, once they're stabilised and able to make rational
decisions, we think they should be able to be in supported
accommodation, I think that's really important.
I believe that Anna will always need some sort of
support if she's going to be an active contributing member
of our society. I think she can be, but she'll need help
with practical aspects of life, and I believe that she
should have that support and other people in her position.
And, of course, it's going to cost a lot of money, but it
costs so much money to keep people in prison, and there's
more than just Anna who are in prison because of similar
issues
MS COGHLAN:
Thank you, Ms Pershall.
Commissioners have any questions?

CHAIR:
No, thank you very much for coming in today and
sharing those reflections with us. I think there was just
one issue I wanted to touch on. In your statement you talk
about the fact that there's a vital issue in the dilemma of
.12/07/2019 (9)
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dual diagnosis and the divide between mental illness and
addiction. When you're thinking about what would improve
in the scenarios that you've talked about, what would have
been helpful from your point of view?
A.
I understand that that's slowly being addressed, but
three years ago when we were trying to get help for Anna we
found it extremely frustrating that we actually tried so
hard to get her into one of the residential places for
people with addictions, and found that she was turned away
because her mental health problems were too difficult. But
then, she was actually found a place at PARC, and she
actually turned up there on the first day - we were so
relieved and happy that she could get a few residential
weeks of mental health care, but she decided that they
might not let her have enough Seroquel so at the last
minute, as she said, "I didn't really think this through",
she stuffed a bunch of Seroquel into her underpants so that
when she walked into her room that she was going to have,
the Seroquel fell out and they said, well, that's against
the rules so you can't be here.
So, she was turned away from the mental institution
because she abused drugs and she was turned away from drug
rehabilitation because she was mentally ill, so there was
that real split between the two.
CHAIR:

Thank you.

MS COGHLAN:
CHAIR:

Yes.

Thank you very much.

Thank you.

May the witness be excused?

Thank you very much, Ms Pershall.

<THE WITNESS WITHDREW
MS COGHLAN:
CHAIR:

Is now a convenient time to break for lunch?

Yes, thank you very much, we're adjourned.

LUNCHEON ADJOURNMENT
UPON RESUMING AFTER LUNCH:
CHAIR: Before the proceedings resume, I will take a moment
to acknowledge the courage of all those who have shared
their stories with us. Today, and indeed right throughout
these hearings, we have heard some incredibly powerful
stories, whether that be from people experiencing
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challenges to their mental health, family members, carers
and those working in the sector.
We have all been deeply affected by people's
willingness to share their experiences. Your strength in
sharing often painful stories so that others might avoid
treading a similar path is incredibly generous.
I also take this opportunity to encourage people to
ask for help. For those that are with us at the Town Hall,
there are counsellors here if you need support.
For those joining us via the live stream, there are
services available. If you or a loved one requires support
you can contact lifeline on 131114 or Beyond Blue on
1300 224636.
Once again, I and my fellow Commissioners, extend our
gratitude and admiration to all those who are contributing
to the Commission's work. Thank you.
MS NICHOLS:
Chair, the next witness is Dr Margaret
Leggatt and I call her now to give evidence.
<MARGARET STEWART LEGGATT, affirmed and examined:

MS NICHOLS:
Q.
Dr Leggatt, were you the Founding
Director of the Schizophrenia Fellowship in Victoria?
A.
Yes, I was. We founded the Schizophrenia Fellowship
in Victoria in 1979 and it was an organisation that was
started by a psychiatrist, a social worker, myself and
several families.
Q.
Are you also on the board of Tandem presently, which
is the peak body for mental health carer organisations
across Victoria?
A.
Yes, I am on the board of Tandem.
Q.
For your work with families with those suffering
schizophrenia, were you awarded a Member of the Order of
Australia in 1987?
A.
Yes, I was.
Q.
Can you tell the Commissioners briefly about your area
of research in connection with families and carers of those
suffering from schizophrenia?
A.
Yes, I can. I originally trained as an occupational
.12/07/2019 (9)
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therapist and worked in psychiatric hospitals here and
overseas. I came back and wanted to go back to university,
did an Arts Degree in Sociology and then wanted to go on.
I was working at the time as an occupational therapist
and I became very aware of the fact that families were not
being helped at all. It was at the time when the very big
hospitals, the big mental institutions, were being closed
down, and there was this talk of people not having to spend
their lives in hospital but being cared for in the
community, and I rather felt that care in the community had
really become family care.
It was a huge burden given to families, so I really
wanted to find out what it was like for them, so I spent
the next four years researching a group of families and
documenting everything that happened in their lives. And,
I have to say, after two years of doing that, I was so
distressed by the stories I was hearing - and remember,
this is way back in 1979 - that that really led to the
beginning of the Schizophrenia Fellowship.
Q.
What was behind the choice of the name for the
Schizophrenia Fellowship?
A.
Well, because most of the people that we were working
with at the clinic where I was an occupational therapist
had a diagnosis of schizophrenia.
Q.
Was there a piece of advocacy about the choice of
name, to be very clear that "schizophrenia" was something
that should be recognised?
A.
Oh, yes, absolutely. I have to say that, when I
advertised the name "The Schizophrenia Fellowship of
Victoria", I was rung up by some mental health clinicians
who said, "What the on earth do you think you're doing,
woman? You can't bring that name out into the open." And
I said, "Yes, we can, and we're going to talk about it."
I think a lot of the work of the Schizophrenia
Fellowship in the very early days was going after the media
to get this very frightening word understood ever so much
better than it was at the time.
Q.
Since that time, have you spent quite a considerable
period of time with people who are caring for their loved
ones, and their friends, with various forms of mental
illness?
.12/07/2019 (9)
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A.
Yes, I have. The work of the Schizophrenia Fellowship
was very much about finding ways to help and support the
families. The organisation developed something like 33
family support groups throughout Victoria. We had an
extensive helpline so that families could call us and get
the sort of help and information that they needed.
So, yes, I've spent many, many years working for
people for whom I have the most profound respect. I think
carers of people with mental illness, I don't think the
community, and I'm quite sure very many mental health
professionals, really do not understand what they cope
with.
Q.
Thank you, Dr Leggatt. Can I ask you about your
observations about the different kinds of roles that carers
and families perform when caring for those with
schizophrenia in particular.
A.
Right. Well, I was here this morning and we heard
some incredible stories about caring, but I guess I can put
that into four categories.
I think the caring role starts with the very, very
difficult, frustrating business of seeking help, and in so
many instances that takes such an incredible amount of
time. The person that they're trying to get help for
deteriorates while there is this extraordinary delay in
getting help, and often help doesn't come until the
condition is totally out of control and the police have to
be called, with all the terrible horribleness that goes
with having to call police and having your son or daughter
dragged away in a divi van.
Q.
While we're on help-seeking, what challenges do you
think families and carers face in seeking help,
particularly early on?
A.
Well, particularly early on: let's take the situation
where somebody who is developing schizophrenia is not aware
that they're becoming unwell. So they say, "I'm not sick,
I do not need help." The families know that they certainly
are unwell and they need help.
But the family will go to the GP, and the GP will say,
"Well, I can't do anything, I've got to see the person who
is sick", but the person says they're not sick so they're
not going to the GP. So, stalemate, nothing really
happens.
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These days there is some chance maybe of getting a CAT
Team, a Crisis Assessment and Treatment Team, but we've
recently heard that those teams are very under-resourced
and not able to do all the work that they should do, and
are now known as the "Can't come today team", or the, "Call
again tomorrow team", which isn't really very helpful,
because again that's delay in getting the help that people
need.
Q.
Can I ask you about the observations you've made about
families and carers being the landlords, as well as the
primary carers, as well as the social support. What are
your observations about the combination of those things?
A.
Yes. The caring role in mental health is absolutely
enormous and all-consuming. It is the process of getting
help that is difficult. Families then become the primary
carers, often there's a need to monitor medication regimes
because a lot of people hate the medication they're on and
don't want to take it. And, if they're saying they're not
sick, they don't need help, well, they're not going to take
medication. That creates enormous tension in families.
There are other forms of primary care, psychological
help, trying to get your family member to not give up their
lives, not lose their friends, but they do. So, the family
then becomes the support network, the person with mental
illness becomes very isolated. But in the process of doing
that, so do the families; I mean, the families have to give
up their own lives in order to care.
Q.
Just on that subject, you cited in the statement you
provided to the Commission a study carried out by Orygen
Youth Health that:
"56 per cent of family care is experiencing
a first episode of psychosis in a son or
daughter suffered a level of anxiety and/or
depression that fitted the criteria for a
psychiatric illness."
Can you say a little bit more about that?
Well, I'm not surprised at all because I think the
A.
incredible worry, the incredible frustration, the feeling
that something's going wrong with my son or daughter, I
don't know what it is, they're not the person they are or
whatever; the tension and the anxiety of not being able to
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do anything just gets more and more, and worse and worse.
When that study was done, that was what they found,
that 56 per cent had anxiety or depression to the level of
a psychiatric illness.
Q.
Is there a persistent problem of stigma that families
faced when trying to engage in finding help for their loved
ones?
A.
Sorry, the question?
Q.
A.

Stigma.
Stigma?

Q.
Yes.
A.
Well, I think families suffer stigma in an incredible
way. First of all, if the diagnosis is schizophrenia: the
most recent example that I've had is a mother who rang me
and said, "Yes, my son's been diagnosed with schizophrenia,
but we're not saying that. We're saying that he's been
diagnosed with the early symptoms of dementia." So, you're
labelling a 25-year-old child with dementia. So, that's
part of the stigma.
But I think the stigma also makes families very
reluctant to go and seek help, seeking help for a mental
illness, or perhaps it might just go away, so then again
there's further delay.
The difficulties of telling your friends about what's
happening in your family is awful, so you stop seeing your
friends. So, all of this is stigma of mental illness for
families, which hasn't been researched at all.
Q.
A.

Hasn't been researched?
No.

Q.
So, your observations are from your anecdotal evidence
over the years?
A.
Evidence, yes. I think what I could also say about
stigma for families is that, when we did set up these
family support groups and families were able to talk with
each other about their situation, and to share experiences
and very much to learn from each other about how to manage
certain situations, that I think the stigma started to that released the stigma a bit, they became not so ashamed
or feeling blamed or guilty about what was happening.
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Q.
Can I ask you now about what research tells us about
the benefits of including family and carers in the
treatment of people with schizophrenia, and although it
might seem an obvious proposition, there is research about
this question, is there not?
A.
This is one of the things that makes me scream with
range, quite frankly; there has been so much research done
on involving families in treatment and care; research
studies going back 35 years at least. And a lot of these
research studies have actually found that, by involving
families, there has been a huge reduction, up to
20-25 per cent of people having to go back into hospital.
So, involving families cuts down the
re-hospitalisation rate, it has shown that people with I'll say schizophrenia because that's my area of greatest
knowledge - become much more compliant with their
medication and they therefore suffer fewer psychiatric
symptoms.
Those research results are on a thing called the
Cochrane database which runs out of the UK. There have
been other studies done that haven't quite met what's known
as the gold standard for research, the randomised
controlled trial, and it falls under the bracket of
"psychosocial research" which has shown other very, very
interesting phenomena, that people become more engaged with
their communities, there's been an increase in getting some
people back into employment. One of the other major
findings has been very much less burden or trauma for
families.
There have been some studies done, and one of them was
actually done in Australia, that showed that, once you
involve families, this became very much more
cost-effective. Well, obviously, if you're going to cut
down on acute hospitalisations, you're going to save an
awful lot of money.
Q.
I might take you back through some of those points,
Dr Leggatt, if I may. You say that, of the findings of the
research, there is a finding that there is a reduction in
relapse rates of up to 20 per cent, including a reduced
number of hospital admissions and that that's established
by randomised controlled trials conducted in the UK?
A.
Well, not only in the UK, also in - because I went to
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visit where
Portland in
New Zealand
lot of this
so yes.

Q.
And so, does the fact that they were randomised
controlled trials mean that people without support, their
relapse rates were compared with people who did have family
involvement in their care?
A.
Sorry, I didn't quite get the question.
Q.
I'm interested in the basis on which it was
established that there was a significant reduction in
hospital re-admission rates.
A.
Well, the research documented hospitalisations before
they involved the families, and then after they involved
the families and worked with the families the
hospitalisation rates reduced by 20-25 per cent.
Q.
And that has a number of flow-on effects, including
cost?
A.
Oh, including, yes. Yes. As I said, the study that's
being done in Australia on cost actually shows that too.
Only, don't ask me the details at the moment.
Q.
I won't. From a more human perspective, what are the
essential reasons why involving families and carers in the
treatment, or the care rather, has those sorts of effects:
relapse rates improve, better adherence to medication and
so on. What is it about the involvement of the family that
has those effects?
A.
Well, the nature of the research projects that have
been carried out, where clinicians work with families over
a period of time, a year or 18 months, where the clinician,
the consumer and the family all work together: one of the
first things they really work on is improving communication
between the person who has become unwell and the family
members.
I remember one mother saying to me once that, "When
mental illness comes in the front door, communication goes
out the windows." So, the nature of mental illness is such
that communication breaks down, so the first step really is
to develop communication patterns where the family and the
consumer and the clinician all work out the best way to
communicate with each other and that's incredibly
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important.
Part of all that is lowering what has become known as
expressed emotion. We know that atmospheres where there is
hostility, tension, anxiety, frustration, anger, is the
sort of environment that will increase the person's
symptoms, and those symptoms as they increase, that of
course leads to relapse. So, a lot of the work is based on
developing much better communication patterns between
family members.
The next part of the research has been on solving
problems, so it isn't just a clinician saying to a family
carer, you should do this, or saying to the consumer, the
person with the mental illness, you should be doing this,
it's a process of negotiation between everybody to work out
what is a way to solve a problem that is amenable to
everybody, that everybody agrees on. It's been those two
main factors in the research that has really led to the
results that we've just talked about.
Q.
Has it been shown that there are models and strategies
that can be adopted that will increase the involvement of
families and carers with the kind of results that you've
spoken about.
A.
Sorry, have there been?
Q.
Models with the involvement of families and carers.
A.
Right, you did ask me about models from overseas and
I've told you about the one that's called the Multiple
Family Groups, which we have tried to get implemented here.
I'm glad to say that there is - there are two places in
Victoria; I only knew of one but I learned of another one
this morning - that are working this program called
Multiple Family Groups.
Q.
Can I just ask you what Multiple Family Groups is and,
before I ask that question, can I ask this: is it the case
that there are some well implemented models that are
implemented in certain places but they're not widely
implemented, certainly not in Australia?
A.
Yes, there are very, very good models and they are
certainly not widely implemented at all. I mean, I had
hoped by this stage - because I started looking at this
research something like 25 years ago. And now, 25,
30 years later we've got two places in Victoria that are
trying to do this. The first model that you are aware of
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is called Multiple Family Groups and it was developed in
Maine in the United States?
A.
Yes.
Q.
What's the essence of that?
A.
The essence of that is that two clinicians meet with
five or six families and the families includes the person
who is unwell. They meet fortnightly and they go through
that process of developing better communication patterns
and, as a group, looking at problems and solving those
problems. Then they go away for a couple of weeks and they
practice the agreed upon solution to the problem to see how
they go with it. That's very basic.
Q.
That's been shown where it has been implemented to be
effective in the way that you were talking about earlier?
A.
Yes.
Q.
Reducing relapse rates and rates of hospital
re-admission and so?
A.
Yes. In fact one of those Multiple Family Groups in
the States turned into a group of families who were trying
to get their sons and daughters back into employment, so it
was a group purely about how do we get them back into
employment or back to study, and that was also very, very
successful.
Q.
As far as you're aware, that's really only been
implemented in one place in Australia?
A.
Well, as I said, I found another one this morning.
Q.
Sorry, there's two?
A.
One in Waratah out in our Inner West, and they are
still using Multiple Family Groups, and another one now in
Geelong, I believe.
Q.
There's another model called Behavioural Family
Therapy. What is that?
A.
I went over to Birmingham where that particular model
of Behavioural Family Therapy was developed and a clinician
would go into a family home, usually in the evening,
because again, you know, family - mothers and fathers are
working and not available during the day, so it was an
after-hours program, and would work with that family with
the same sort of principles that I've been talking about:
developing very much better, more compatible communication
techniques with the people and also going through a process
.12/07/2019 (9)
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of problem solving.
Q.
Has that been implemented much, if at all, in
Australia?
A.
No, it was started here but for all sorts of reasons
has not been able to be continued. I mean, there is still
this awful business for me really that family work is a
sort of an add-on, everything else seems to take precedence
and, if you've got time to see the family perhaps. And I'm
not criticising our clinicians for that, it's just the fact
that they're not trained in how to work with families, the
training is always on the sort of clinician-patient
relationship rather than the relationship between the
clinician, the patient and his or her social network.
Q.
You started discussing just then the implementation
barriers to these models which you say have been shown to
be quite effective. One of the problems you discuss in
your evidence is research results not being widely known.
What do you mean by that?
A.
Well, what I mean by that, if there is a breakthrough
in pharmacology. You've got the big pharmaceutical
companies that will push their new medication and that
becomes all important. In fact, if you talk to many
consumers as I am still doing, they are sick to death of
what they call the medical model. It's just, okay, you've
got hallucinations, delusions, we'll stuff you with
medication and that's it, you know, you'll get better.
Now, medication is incredibly important - I'm sorry
I'm being a bit naughty in saying it like that, but there
has become an over-emphasis on medication, or medication is
the only thing that will help people. It is the, well,
what we call the negative symptoms of schizophrenia, the
behavioural problems, the issues with lack of capacity to
pay attention, the loss of motivation, all of those
problems that have somebody - as a mother said to me the
other day, my son stays at home in his bedroom smoking
himself to death because he's got no initiative, he's lost
all his friends and he doesn't know what to do.
So, it's these sorts of issues that I think need a lot
of attention and they're not getting the attention, it is
the medication that gets the attention, not all the other
needs, yes.
Q.

Is your point really that there are very good ways of
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incorporating families in care but they don't receive
sufficient attention, it is not prioritised?
A.
No. In fact, the sort of research results that I've
talked about when I was first very interested in all of
this, I'd say we've got these magnificent research results
and nobody knew about them. It just wasn't seen as
important, I think.
Q.
Is one of the other barriers for implementing these
approaches to care that involve families, difficulties in
relationship between families and the person suffering with
the illness?
A.
Oh, yes. I mean, the relationships become very, very
fraught, but that's what I'm saying, when you include
everybody you can reduce those very, very difficult
inter-family interactions.
Q.
You mentioned earlier lack of training of professional
staff?
A.
Oh, yes. I think this is where we in mental health
really need a total paradigm shift. I think the idea of
treating a patient with a mental illness is not nearly
adequate. You have to treat and care the person within
their social context or with their social context, which
initially is families.
So, I want to get away from that idea of what they're
calling an individualistic model of care. For mental
health, I do not believe that works. Not in all cases; I
mean, in a lot of cases you do need what I would call a
social model of care.
Q.
Is it your opinion that, in order to introduce that
model, you need people working in the clinical and
non-clinical spheres to be specifically trained?
A.
Yes. I think training for all people who are going to
go into mental health has to radically, radically change.
Q.
You discuss what you call the economic context, which
is that there isn't specific funding to facilitate that
sort of training, and staff not having the time off to do
that kind of training, and also people having very high
caseloads in the community.
A.
Yes. I think what I'm suggesting at the moment, given
the parlous state of our mental health services, what I'm
suggesting is a pipe dream. I mean, this is why I'm so
pleased about the Royal Commission, I just hope that
.12/07/2019 (9)
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somehow or other these suggestions can be really reinforced
or taken up because I really very sincerely believe that it
is one of the most important ways forward.
Q.
Are you saying that there needs to be very specific
allowance in the structural sense by having funding
available for training in these approaches to care?
A.
Yes.
Q.
And time made available for people who work in the
sector to engage in them?
A.
Yes.
Q.
You've said quite specifically in your statement that
each community mental health service should have a Family
and Friends Work Implementation or Steering Group. Can you
say a little bit more about what you mean by that?
A.
What I mean by that?
Q.
Yes.
A.
Yes. I think every, particularly community mental
health service, should have a specific group that I have
called a Family Work Implementation Group. I would also
like to see in services somebody called the Director of
Family Work, so that there is a designated group of people
who look at, what should we be doing for families, how are
we going to do it, how are we going to sustain it, all of
those sorts of - because one of the things that also
happens is that, some very good programs start and then for
all sorts of reasons they're not continued. Staff who are
interested maybe in family work leave a hospital and maybe
go and work somewhere else and then nobody takes over, so
very good things that get started are not sustained.
So I think also, if you have a group like that within
a mental health service, that would help with the
sustainability of good family work.
Q.
And so, are you really suggesting that there needs to
be a structural way of prioritising this work and keeping
it sustained?
A.
Yes, very strongly.
Q.
Is it the case that it's been reported that the mental
health workforce is assisted by having families and carers
involved because the environment in which work is done
therefore becomes a happier one where people are feeling
.12/07/2019 (9)
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more satisfied?
A.
Yes. There's not sort of research evidence of this,
but it's anecdotal evidence that - and again this is mainly
from the work that I was doing in England. Staff found
that they enjoyed their work very much more. In a way
having the family on board gave them some extra - what's
the word - extra help really, they could understand very
much better what was happening in the family home.
I think they could shift a degree of the - I don't
want to use the word "burden", I can't think of another one
at the moment. They could share the caring responsibility.
And, of course, that's what families wanted as well, but
they learnt to understand very much more about the
illnesses, I think, by listening to the stories that the
families were able to tell them, so that helped them very
much in their own work.
Q.
Can I ask you about the relationship between the
Mental Health Act which deals specifically with the
involvement of families and carers, and what you say are
the more practical needs for families and carers to become
involved in the care of their loved ones.
A.
Well, getting back to the 2014 Mental Health Act,
there are provisions in that Act for nominated persons and
carers to be given information if it is going to affect the
caring role, which was a great advancement, I think, except
that it just simply is not really happening.
And, in many ways I think it is not happening because
the mental health workforce, for all the reasons we've
talked about, overload of work and caseloads are too huge,
etc., etc., and also that families are still not considered
absolutely essential in treatment and care.
So, a clause in one of the - which one is it - s.11
where it says information must be given to family carers
and nominated persons whenever it is possible. And I think
what really is happening is that most clinicians for all
sorts of reasons are saying, well, it just simply wasn't
possible.
Q.
So, in your observation, is that objective, which is
expressed in the Mental Health Act, struggling to be
implemented?
A.
Oh, I think so, yes. I mean, going back to my work on
the Mental Health Tribunal, we still, you know, we tried to
.12/07/2019 (9)
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encourage family carers to come and be there for the
hearing, but that's incredibly difficult for families,
incredibly difficult.
It's unfair to ask them to talk about their person
with a mental illness in front of them. It has dire
consequences quite often. I've had terrible situations. I
know when consumers have understood that their families
have talked about them in front of them and then they've
gone home and the situation at home has become absolutely
diabolical. It's not a good situation. Sorry, I don't
know that I made that terribly clear.
Q.
I think you did. I was going to ask you on a related
matter: you say that there's a real conflict between the
objectives of privacy legislation that requires information
to be protected and the desire and need of families to be
involved in the care of their loved ones. How do you see
that playing out in practice?
A.
Well, playing out in practice it just simply means
that carers who have a vast amount of information are often
not able to give it, because the person with the mental
illness says, "I don't want my family involved", so then
clinicians say, "Well, alright, we have to observe their
privacy and confidentiality, therefore we can't do anything
about it, we can't talk to the family carers." That, in
this country, is an absolutely huge, huge problem, and
quite frankly, it leads to some very, very nasty, dangerous
situations.
Now, if I can get back to the Multiple Family Groups
for a moment. When I asked Professor McFarlane, who
started the Multiple Family Groups, "How do you handle the
issue of confidentiality?" He said to me, "What do you
mean?" I said, "Well, the patient's rights to privacy and
all that." He said, "Well, we don't have that as a problem
because when you involve the family right from the very
beginning and you open communication between the family and
the consumer, the issue of confidentiality tends to
dissipate and disappear."
Q.
From what you
are the aspects of
model that lead to
problem?
A.
Well, because
are discussing all
.12/07/2019 (9)
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everything that anybody else says. And because you are
encouraging people in a communication skill that is not
going to aggravate the situation, you don't have the
enormous flare-up of tensions and hostility and all the
rest of it.
Q.
In terms of going forward with this quite vexed
problem, is it your opinion that more investment and more
priority being given to advancing those models of care will
tend to assist the resolution of that problem?
A.
Yes. Yes, I most certainly do, and we've got the
evidence to show that it has and does.
Q.
You have said that, in your opinion, it should be
mandatory by law that mental health services have
structures and programs that involve the person's social
network in their treatment and care.
A.
Yes.
Q.
And so, why do you think that should be mandatory?
A.
Well, because I just don't think that will happen
unless it is. I think people are going to have to be
forced into it, can I put it that way? I just don't think
it will really happen. Well, I got that feeling from, I
can't remember what country I was in, where somebody
actually said that: that unless this is mandatory, it is
unlikely to happen.
Q.
We've asked you a question about the very difficult
situation that families and carers find themselves in when
they wonder what will happen to their loved one when
they're no longer able to care for them. What do you have
to say about that problem?
A.
I think it must be recognised as an underlying cause
of anxiety and concern for a vast number of families all
the time that they're coping with the day-to-day situations
of mental illness anyway. There is this feeling, well,
when I'm not around to care, what is going to happen to him
or her?
I was talking with a 94-year-old mother yesterday
whose son is 65, and she said, "I'll die soon and I'm going
to die in a state of terrible, terrible anxiety because I
don't know what's going to happen to my son."
One of the things that we did in the Fellowship, we
set up four or five models of supported housing where we
.12/07/2019 (9)
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were able to transfer the person with mental illness into
supported accommodation, and that was a way of helping the
adult child leave home, learn to become independent and
relieve the anxiety that families feel about, you know,
what on earth does the future hold, and so I think I would
say that one of the huge needs for mental health services
is the provision of supported accommodation.
Just one factor about one of the places that we set
up, we did have it evaluated and, in terms of
cost-effectiveness, we found that the 19 people that we put
into this facility, we compared their rates of
hospitalisation before they went into this facility and
their rates of hospitalisation over 19 months in the
facility, and the reduction was absolutely huge. So, in
many ways very good supported community accommodation can
be cost-effective.
Q.
Are there many examples of supported accommodation in
Australia that you know of?
A.
No. It's a desperate, desperate need, and that's the
reason why we have so many homeless mentally ill on our
streets and in gaol.
Q.
Is it your opinion that the strengthening of the
non-government sector is important in this respect?
A.
Oh, yes. Oh, yes, I certainly do, because it was the
non-government sector that was used a lot for getting
people into supported accommodation, and the non-government
sector also is setting up programs to help people get back
into work. So, yes, I think the non-government
psychiatric - well, we used to call them psychiatric
disability - PDRSS, what was it - support, thank you, yes.
But they have recently been very severely cut back and that
is disgraceful.
Q.
Dr Leggatt, if you had to identify the most important
priority for change in this respect in this area of
families and carers being better supported in the mental
health system, what would you identify? What do you think
should be the real priority?
A.
Well, the real priority is including families and
carers from the very beginning of first contact with mental
health services, absolutely number one, and continue it
too.
MS NICHOLS:
.12/07/2019 (9)
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questions for Dr Leggatt?
CHAIR:
I don't think so. Thank you very much,
Dr Leggatt, for not only your very long-standing commitment
to this but also your very helpful statement and evidence
you've given us here today.
MS NICHOLS:
I tender Dr Leggatt's statement.
[WIT.0001.0047.0001] May Dr Leggatt be excused, please?
CHAIR:

Yes.

<THE WITNESS WITHDREW
MS COGHLAN:
The next witnesses to be called are John
Murray and Kate Dillon, they are giving evidence jointly.
Their evidence is the subject of a restricted publication
order and an exclusion order. Chair, will those orders be
made now?
CHAIR:
Yes, they are. The Royal Commission has made two
orders in relation to the next witnesses. Pursuant to the
Inquiries Act 2014, the orders:
1. Prohibit the publication of any information that
might identify the next witnesses, who will be referred to
as the pseudonyms, John Murray and Kate Dillon;
2. Prohibit their evidence from being broadcast on
the live stream; and
3. Excludes members of the public and the media from
the hearing rooms while Mr Murray and Ms Dillon provide
their evidence to the Commission.
Those persons able to stay in the room include Royal
Commission staff, counsel and solicitors assisting the
Royal Commission, any persons who are here to support or
represent Mr Murray and Ms Dillon, and any parties with
leave to appear and their legal representatives.
Copies of these orders have been placed next to the
door of the hearing room and I now ask that the live stream
be cut. If you are attending the hearings today and are
not able to remain in the room, please feel free to join
our staff in the room across the hallway.
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I note that, following hearing from the next
witnesses, the Commission's proceedings will conclude for
the day. Thank you.
MS COGHLAN:
Thank you, Chair. Perhaps we could take a
five-minute break to facilitate that.
SHORT ADJOURNMENT
(CONFIDENTIAL SESSION FOLLOWS)
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<THE WITNESSES WITHDREW
MS COGHLAN:
CHAIR:

Yes, thank you, adjourn.

AT 3.58PM THE COMMISSION WAS ADJOURNED TO
MONDAY, 15 JULY 2019 AT 10.00AM
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ROYAL COMMISSION INTO VICTORIA’S MENTAL HEALTH SYSTEM

Maryborough Community Hub,
48 Burns Street, Maryborough,
Victoria

On Monday, 15 July 2019 at 10.00am
(Day 10)

Before:

Ms Penny Armytage (Chair)
Professor Allan Fels AO
Dr Alex Cockram
Professor Bernadette McSherry

Counsel Assisting:
Ms Lisa Nichols QC
Ms Georgina Coghlan
Ms Fiona Batten
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CHAIR:
Thank you for joining us in Maryborough for the
10th day of our public hearings. 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, Alex Cockram and Professor Bernadette McSherry.
On behalf of the Commission, I acknowledge the
traditional owners of the land on which we meet, the
Dja Dja Wurrung people. I also pay respect to their Elders
past, present and emerging, and I also extend my welcome to
those Elders joining us here today.
We are delighted to be back in rural Victoria and
before proceedings resume I want to speak briefly about
what we have heard and our aspirations. By the end of
this year around 20 per cent of Victorians, more than
1.2 million people, will have experienced a mental health
problem. Indeed, nearly half of us will have experienced a
mental health challenge in our lifetime. Think for a
moment what those numbers actually mean.
When it comes to our loved ones, this is a 50/50
chance they will have a mental health problem of some kind
during their life, and nearly half of the people living in
towns just like this one will experience difficulties with
their mental health.
We know that there is enormous variation in people's
experiences of mental health, the causes of mental health
problems, the cultures of communities and the delivery of
services and support. Nevertheless we are all entitled to
live fulfilling lives, contributing in our communities and
having access to the support services we want and need.
No matter who you are and where you live, this
aspiration is something my fellow Commissioners and I hold
a deep commitment to achieving for all Victorians.
Listening to people in rural communities is central to
this vision. Rural Victorians are a significant part of
our state's identity and contribute to who we are and our
way of life. One in four Victorians live in rural and
regional Victoria, on farms and in small towns and big
cities. Each of these communities have their own identity,
their own view about what's important, what challenges they
face and their own aspirations for the future.
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A commonality that we do see running through rural
towns is a commitment to community participation and
leadership. Whether it's volunteering through Rotary
clubs, the SES, or CFA, assisting people to join in
community events or participating in community groups,
community spirit continues to be a hallmark of rural
Victoria.
We have seen the formidable power of rural communities
to effect change and withstand hardship through local ideas
and actions. Participation in community groups has been
shown to be a key factor in establishing and maintaining
healthy and resilient communities.
To provide just one important example, in the
aftermath of Black Saturday bushfires, research suggests
that close friends and family, social networks and
community groups were important influences on resilience
and recovery.
We have all a lot to learn from the strength and
generosity displayed by rural communities in times of
crisis but also over generations as communities connect and
demonstrate resilience.
During our work for this Royal Commission we have been
told of some truly inspiring examples of community
connectedness. We have heard from farmers that use phone
trees and regular catch-ups to check in on each other - how
something as simple as a phone call is providing much
needed support and how, as one person put it, "The grape
vine works in wonderful ways."
We have also heard how volunteers in remote parts of
the state have established local support groups to help
each other through difficult times, giving people a sense
of hope and reassurance about the future.
Yesterday here in Maryborough at the local health
service we heard how the community comes together to drive
local solutions for people living with mental health
conditions by pulling together, be it at the school, the
police, the council, rotary, the health service, there is
an acknowledgment that individuals and communities will
always do better when we work together.
And, despite the immediacy of some of the challenges
.15/07/2019 (10)
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and the joint focus required to support people in a crisis,
this is a town that has created the space to reach out to
the Royal Commission with its vision for a better mental
health system.
It has been our privilege to meet with people from
this community and to be welcomed in many other areas
across the state. So far, we have spoken with more than
1,600 people in 21 locations, the majority of those in
Rural and Regional Victoria.
We have heard from 45 out of our 90 witnesses at our
public hearings, many of whom travelled to be there. We
have received thousands of informal comments and
submissions from every corner of the state.
The community's interest in the Royal Commission is
extraordinary. The level of public discourse about mental
health issues in recent weeks is indicative of the palpable
desire our community has for change. We are hopeful that
this interest will continue to gain momentum in recognition
that a collective effort involving every Victorian will be
required to address stigma and champion reform.
In our interactions with the community, the
Commissioners and I have been deeply affected by people's
courage and their willingness to share their experiences.
We have seen their strength as they've shared often painful
stories so that others might avoid treading a similar path.
We have also witnessed the selflessness of families
and carers and the passion of the workers doing their best
in an overwhelmed system.
But on numerous occasions people have described tragic
and difficult events that bring along what many people
referred to as "a broken mental health system".
When it comes to rural areas in particular, people
have spoken about the tyranny of distance and the myriad
inequities they face when trying to gain access to mental
health services.
One person characterised the disparities in access as
"a lottery of rural communities", others spoke of different
realities. To name a few, we heard last week at our
hearings of a mother's desperate desperation to receive
.15/07/2019 (10)
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care for her daughter. She packed up half her home, quit
her job and moved to Melbourne for an extended period in an
attempt to receive care.
The impacts of having to travel great distances to
receive care and the isolation that comes from being away
from family, friends and support networks. The high cost
of waiting for care, waiting to be transferred to another
health service and how this exacerbates a crisis.
About the vastly different experiences people have had
in the public and private systems and how access to a range
of services was possible, if you could afford it, or if you
could afford to travel to Melbourne.
How natural disasters in the farming environment can
take their toll and how services and supports are often out
of reach because farmers can't be away from their land.
The challenges people in the border towns face falling
in between three different service areas: the difficulties
Aboriginal Victorians living in rural communities
experience when seeking inclusive and culturally safe
services; far too many people taking their lives often
after unsuccessful attempts to gain help. These are the
realities that we must confront.
Although the evidence suggests that the prevalence of
mental health conditions is much the same in urban and
rural Victoria, the same can not be said of the prevalence
of suicide. Australia-wide the suicide rates in rural
areas is almost twice that in metropolitan areas. Too
often it is farmers, young men, older people and Aboriginal
and Torres Strait Islander people who are taking their
lives, and they make up a high proportion of our rural
populations.
Every suicide is devastating and impactful, however,
the fact that people living in rural areas are experiencing
such distress that it is culminating in suicide, is
something we have to grapple with.
We are acutely aware that some people experience
mental health problems in overwhelming isolation, feeling
ashamed and helpless. Many have told stories of their
reluctance to seek help stems from their embarrassment or
fear of judgment. Farmers spoke about the impact of
.15/07/2019 (10)
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outdated and misplaced expectations of culture.
One farmer put it eloquently: "Farmers are good at
helping each other but we're not good at asking for help."
Too often we hear of mental health problems being
associated with weakness. It is the kind of rhetoric that
is detrimental to the wellbeing and mental health of our
community. It contributes to a wall of stigma that stops
many people asking for help.
We have also been told that what is described as the
"tough it out" attitude amongst some rural people
contributes to many staying quiet. While the culture of
small towns, often built on self-sufficiency and
self-reliance is a great asset, at times it can restrict
frank and open discussion about mental health.
Looking forward, we must work together to harness the
strength of close-knit communities and create places where
people feel safe and where asking for help is common
course, not an admission of failure. We need to explore
what lies at the heart of individual experience and work
out what can be done to bring about change.
Today the Commission has another opportunity to listen
to people who have lived experience of mental health
problems and to hear from those who work with them and
offer support. It is a chance to reflect on new and
innovative approaches and think ambitiously about our
future.
We must seize the opportunity afforded by this Royal
Commission. It is a once in a lifetime chance to reform
mental health services and to realise the hopes of so many.
We are fortunate to have so many
community participating in our work.
your goodwill and grateful to all who
stories and contributed so generously
far.

We are thankful to all those people who have travelled
to Melbourne to be part of our work and those that have
travelled to be here today. In particular, on behalf of
the Commission, I extend my gratitude and admiration to
those who are appearing today as witnesses. It is a
.15/07/2019 (10)
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privilege to have the opportunity to hear about your
experience and ideas for the future. I'm so pleased that
you are all with us today.
With those brief remarks, I now ask Senior Counsel
Assisting, Ms Lisa Nichols, to say more about the structure
and content of today's hearings.
MS NICHOLS:
Thank you, Chair. Today we'll be hearing
from six witnesses, three of whom are community witnesses.
Maryborough has and is well served by the Maryborough
District Health Service, and so our first witness will be
the CEO of that service, Mr Terry Welch. He will discuss,
among other things, the factors that are challenging in
relation to mental well-being and mental ill-health in this
community, the multi-faceted services that are delivered
through the Maryborough District Health Service, and the
challenge of caring for mentally unwell patients,
particularly those with serious mental illness.
The second witness will be Mr Alastair Gabb.
Mr Gabb's a farmer, and he will tell the Commission of the
difficulties that he faced in trying to get help. He will
also speak about the particular strength of rural
communities.
The Commission will next hear from Trevor and
Christine Thomas. Tragically, there have been a number of
deaths by suicide in Trevor's Family. Mr Thomas himself
has battled against suicide and will speak of his
experience with the mental health system.
Mrs Thomas cares for Trevor and she will explain the
difficulties of managing the system from a carer's
perspective.
Dr Ravi Bhat is the Clinical Director of the Goulburn
Valley Area Mental Health Service. He will speak about the
services provided in that service, the capacity building
that has happened over recent years, the complexity of
meeting mental health needs in rural communities, an
historical perspective on the mental health system, and
what is needed to change and how we can make lasting change
that responds to evolving needs.
Dr Alison Kennedy is a researcher at Deakin University
and also at the National Centre For Farmer Health. She's
.15/07/2019 (10)
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been involved in a number of projects which are intended to
understand and reduce stigma, particularly as it is
associated with suicide. The projects include The Ripple
Effect, and Look Over the Farm Gate.
Dr Kennedy will explain current learnings on suicide
prevention strategies.
Finally, the Commission will hear from Dr Gerard
Ingham, who has been practising as a rural GP for about
30 years. He will explain his experience of caring for
people with mental health issues and the role of a GP in
the mental health system in a rural context.
We'll ask a number of questions today through
witnesses and we're seeking to explore some of the
following themes: what's the prevalence of mental illness
in rural communities? Is the risk of mental illness higher
in rural communities and, if so, why is that? What are the
challenges of delivering high quality mental health care in
rural areas? What can be done to better meet the needs of
people in relation to mental health care in rural
communities? And, in that context, what particular
strength of rural communities ought to be paid attention to
and incorporated into the systems so that the whole system
can be strengthened?
Of course, there are many issues that won't be covered
in this session but will feed into later themes in the
Commission's work, which include workforce and comorbidity
of drug and alcohol issues.
With that, may I call the first witness, Mr Terry
Welch.
<TERRY MICHAEL WELCH, sworn:

MS NICHOLS:
Q.
Mr Welch, are you the Chief Executive
Officer at the Maryborough District Health Service?
A.
I am.
Q.
In that role, do you have responsibility for managing
the equivalent of 256 equivalent full-time staff?
A.
I do.
Q.
A.

And a budget of $42.5 million per annum?
Rounded up, yes.

.15/07/2019 (10)

1184

[10.15am]

925

T M WELCH

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

2019 public hearings

Q.
The role encompasses all operational and strategic
management including of a 128 bed facility which includes a
Community Health Centre?
A.
That's right, yes.
Q.
Can I ask you to describe briefly the kinds of
services that the Maryborough District Health Service
provides?
A.
Sure. So, we're, if you like, a traditional health
service from acute perspective, so we have a medical ward,
we have a surgical component to that, we have operating
theatres, renal dialysis; the broad spectrum of acute-based
services. We have a very large aged care service across
three campuses, so we have the Avoca campus, the Dunolly
campus, and the main Maryborough campus, and then we have a
breadth of services within our Community Health Centre as
well, including allied health, including social support
programs, including District Nursing, so some traditional
and non-traditional community health programs running out
of there.
Q.
In relation to your dealings with patients requiring
help with mental illness, do you have about 15 patients
every month presenting to your urgent care centre?
A.
We have, on average, 15 patients who present with a
presenting symptom of mental health.
Q.
Of those, are quite a number of them requiring urgent
care?
A.
Yes.
Q.
kind
A.
yes,

And so, there are about 6,000 presentations of that
every year?
There's 6,000 presentations to our urgent care centre,
absolutely.

Q.
Can I ask you about how it is that urgent
presentations are dealt with. Can we start by describing
what your Urgent Care Centre is and how it works?
A.
Sure, the Urgent Care Centre, if you like, is an
extension of a private practice, that we provide resources
for the medical offices in town to be able to provide
emergency care and support, so it's not a traditional
funded Emergency Department such as a regional or
metropolitan centre has.
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We are funded to provide nurses and resources and then
the facility is covered by an on-call roster of either our
general practitioners in town with the support of nurse
practitioners.
Q.
A.

That's a staffed 24 hours a day, 7 days a week?
With nursing staff, yes.

Q.
When patients present, that is, patients regardless of
what their presenting issue is, are they first triaged?
A.
Yes. Every patient who presents is triaged in
accordance with the Australasian triage scale which is used
universally.
Q.
Do you find that the vast majority of needs can be
dealt with at the clinic?
A.
So, in the Urgent Care Centre we can certainly provide
primary care level support. We can do intermediate
emergency care, if you like, but anything of high
complexity, certainly we need to refer out, yes.
Q.
When it comes to people presenting with mental health
issues, particularly the more severe presentations, what
happens?
A.
So, just as every other patient, they are triaged and
assessed by one of our registered nurses and, dependent on
the triage level, obviously that then instigates a level of
response in accordance with their needs.
Q.
Those that your staff deem need further assistance,
who provides that?
A.
So, the nursing staff will and then obviously we can
call in the support of our general practitioners should we
need. Again, it's dependent on their presentation and
their requirements, or the nurse practitioners can manage
the lower end presentations, but anything of high
complexity, we are then very reliant on our outreach
program through Bendigo.
Q.
What's the outreach program provided by Bendigo, and
is it Bendigo Health?
A.
Bendigo Health, yes.
Q.
What do they provide?
A.
So, they are our immediate service provider for mental
health services, we don't provide any specialist mental
health services. So, we contact them with any mental
.15/07/2019 (10)
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health condition where we need that additional support or
advice, be it, it may be a high level immediate need or it
might be some advice for some ongoing care as an
outpatient.
Q.
Do they perform triage by video?
A.
They perform triage by a number of means and it may be
via video or it may be through the consultation with the
practitioner who's talking to them in the assessment. They
may know the patient as well, so it's all dependent on the
presentation.
Q.
Can you tell the Commissioners what are the challenges
that you face in the Urgent Care Centre where you have
someone who is in acute need and they can't be seen
immediately, including being triaged immediately by someone
from Bendigo?
A.
Sure. So, the challenge comes for us in our Urgent
Care Centre as we were able to display yesterday, is that
we have no ability to securely care for someone with mental
health illness. So, if they are exhibiting behaviours
which are disruptive, they are disruptive within the entire
unit and they can move around. Obviously, if they are
disruptive to the point of concern, we call the police. We
don't have on site security, so we will often need police
support to manage the behaviours for the safety of the
patient themselves and the staff up until the point of
triage assessment and often referral.
The triage process can delay the ability for us to, I
think, efficiently manage patients who are suffering severe
mental health. The triage basis from how the mental health
system works is very different to everything else that we
work with.
Q.
Can you explain how it works for mental health
patients who are in acute need?
A.
So, again, our clinicians will contact the Bendigo
Health in this instance, but any gazetted provider, and
they provide clearly the examination and their thoughts and
primary diagnosis in terms of the patient's presenting
complaint and behaviours and so forth. At which point then
Bendigo Health will provide the triage and assessment and
it's that triage and assessment which determines the
ongoing management of the patient.
That may mean that the patient can wait with us
.15/07/2019 (10)
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overnight until the Bendigo Health team is with us the next
day. We're very fortunate to have the Bendigo Health team
on site with us with their community outreach program. But
it can mean that a patient - and we've got some examples,
that if someone is seen at 10 o'clock at night, triaged and
we're able to maintain them safely, they won't be assessed
and seen again until the morning, or they're assessed by us
and cared for by us, but from a mental health perspective,
it's the morning when they are able to be seen by the
community health team.
In extreme instances obviously patients may be
transferred to Bendigo Health and then there's
consideration about how we safely do that, do they need to
go via police or do they need to go via ambulance with
appropriate sedation and support, and again that's always a
difficult discussion and a very individual discussion based
on the presentation.
Q.
What are the options for transferring someone to
Bendigo who is in acute need?
A.
Well, the options are really that: that, if someone is
exhibiting behaviours which are extremely dangerous, the
clinicians will work with the police to assist
transportation and that may be the police go in the
ambulance or it may be that the patient is okay to go by
ambulance, or I think in the worst case scenario, the
patient will go in a police vehicle in a way which can be
safely done.
Q.
How do the options for transferring quite mentally
unwell patients compare with what's available for generally
medically unwell patients?
A.
I think the system over the years has done a terrific
job in making sure we get the right care at the right time
at the right place for medical patients. So, what that
means is, if we have a complex medical patient right now at
Maryborough, we have the ability to ring one number, called
Adult Retrieval Victoria, and they will support and
facilitate the overarching care, transportation and
location of that patient moving forward.
Because the difficulty with the mental health process,
is we have no oversight of bed capacity, bed availability,
and I'm sure Bendigo Health are under extreme pressure and
then we're contacting them escalating that pressure even
further.
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With the medical process, with Adult Retrieval
Victoria, they have oversight over the system: they know
bed capacity, they know resource availability, so they
support our clinicians with the care, at the same time
arranging transportation and the location for where the
patient will go. It's a very efficient process, it's a
very safe process, it supports our clinicians.
If you think overnight we have two nurses on and we
might have one general practitioner within our Urgent Care
Centre, so that support provided by the Adult Retrieval
process is very good. It's the same with obstetrics, it's
the same with paediatrics and neonatal, we call one number
and everything is facilitated.
Q.
How do the wait times, if you like, for mentally
unwell patients at your Urgent Care Centre compare with the
wait times for people who have general health issues?
A.
I'll just talk on the average, if you like, because
there are outliers always.
Q.
On average, of course.
A.
But certainly the clinicians would indicate to me that
we have much longer wait for mental health patients than we
do for medically unwell patients.
Q.
In relation to patients whose behaviour becomes
uncontained, what sort of safety issues does that present
to your staff at the centre?
A.
It's an enormous challenge because overnight - if I
can use the overnight example?
Q.
Yes.
A.
We have two nursing staff on, we have an after hours
coordinator who's supernumerary, who will move through and
manage the facility on our behalf after hours, but that is
the resource capacity. So, there are no security staff to
help placate an issue.
So often, if the scenario escalates, and that often is
an escalation before we will call police, for example.
And, if you think about that scenario, a mental health
patient overnight who has these challenging behaviours and
needs all the support, the nursing staff will have a GP
available with them and the only road crew in town from the
police in our Urgent Care Centre.
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The issue with that is, as I mentioned before, we have
no way to seclude the patients, so they are free to move
around the unit and they do. As we saw yesterday, our room
is set up as well as it can be; it is literally a bland
white wall room with no risks in it. By that there's no
sink, there's no hanging points, we've done the full safety
assessment of it, but there are doors that the person can
walk out. There's no outside access to fresh air without
going back through the department, so the design of the
unit is inhibitive but also the resource availability
overnight is certainly a concern.
Q.
Can I get you to explain what you've been discussing
by reference to one of the diagrams you've prepared. Can
we have the Current State Real Life diagram, please.
Excuse me, Commissioners.
Beg your pardon, Commissioners, I misunderstood the
logistics of the room. I thought it would be displayed
where everybody could see it.
COMMISSIONER COCKRAM:

MS NICHOLS:
Yes, but you can't, unfortunately.
copies for you, I'm sorry about that.

We have

Q.
A.

Most importantly, Mr Welch, do you have a copy of it?
I do.

Q.
A.

Apologies for that?
Yes.

Q.
Do we have the diagram entitled, Current State Real
Life Experience?
CHAIR:

Yes.

MS NICHOLS:
Excellent. Mr Welch, can I get you to
explain what's illustrated in the two tracks on that
document?
A.
Sure. Please be clear that this is an example
provided to me by clinicians. So, the psychiatric patient
who presents to our Urgent Care Centre in this instance
presented following an overdose, came in at 2200 hours, so
10 o'clock at night. Not an uncommon time for a
presentation, was rightly assessed as a triage category 2,
.15/07/2019 (10)
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meaning needs to be seen within 10 minutes and some prompt
attention.
So there was some care provided there and you'll see
the team contacted the Bendigo Health psychiatric triage
and at that point you'll see the plan was made for
monitoring overnight for the overdose and for care the next
day. For some reason, I don't have the details obviously,
but the patient was reviewed by the GP at 3 in the morning.
At 9 in the morning the patient was then allocated to
the community-based team I mentioned to come and commence
the assessment from a mental health perspective. At
11 o'clock that team attended our site, but the patient was
still drowsy so had to return. At 3 o'clock the patient
was assessed again and deemed to need admission and they
were transferred at 1800 hours to Bendigo.
Q.
From your assessment, based on the information you've
received from the clinicians, do you regard that as a
significantly delayed period of time over which the patient
was dealt with?
A.
I would suggest there are examples of this quite
common.
Q.
And that compares to the journey on the right-hand
side which is more straightforward?
A.
Yes. It's just an example again of a medical patient
and, as I mentioned before, the streamlined response,
particularly the support of Adult Retrieval Victoria, or
the like agency, to be able to facilitate a very prompt
transfer.
Q.
Thank you very much. I'm finished with that diagram
now, thank you. Can I ask you about the factors in this
community and the surrounding areas that are likely to
contribute to difficulties accessing help for mental health
issues?
A.
Sure. There's a number of challenges for the
community, and I think, as I've written in my statement,
the community here faces a whole range of challenges to do
with socio-demographic matters. So, the ability to afford
transportation to access services is an inhibitor. The
ability to -Q.
Can I stop you there. Can you say a little bit more
about the transport problem, what's involved in it and how
.15/07/2019 (10)
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inhibiting is it?
A.
So if I can give you an example of not a mental health
patient, but recently we have heard that people have, for
reasons of not being able to afford transport to a facility
like Bendigo or Ballarat, have not had chemotherapy. So,
the reality of the barriers of transport and cost are very
significant to the community, and people are having to opt
out of their care because they simply can't afford it.
The other challenge is health literacy, that is,
knowing how to navigate the system, and I am in the system
and sometimes I find it confusing to navigate. So, a
consumer who has the stress of a mental health issue,
having to try and navigate the system is extremely
difficult and extremely difficult for this community.
There's well-known challenges of high unemployment,
some really generational issues that we're trying to
tackle.
Q.
One of the things you draw attention to in your
statement is the lack of a centralised intake and referral
service.
A.
Yes.
Q.
I would like to have displayed, if I can, the current
State Primary Care document. [MDH.0018.0001.0009]
Commissioners, I hope you have that document. Do you have
that one, Mr Welch?
A.
Yes, I do.
Q.
Great. We'll just wait till it comes up on the
display. Mr Welch, can you take us through what you're
depicting there in that description of pathways for a
mental health presentation?
A.
Sure. We were able to have some detailed discussions
with our general practitioners in town to really try and
get some real life learnings about the process. What this
outlines for you is, once the assessment is done and there
is identification that there is services and support and
specialist support needed, there are multiple potential
referral points, and clearly we've just demonstrated some
for an example, but there are up to a dozen or more
potential options for a general practitioner or a clinician
to decide where they may send someone.
What happens in that scenario is, the general
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practitioner, who is often the primary caregiver in a
community like ours, will refer the person to where they
think is the best option. That's a challenge in itself and
I'm sure you'll hear later from your witness about that.
The person then goes into a system where there is no
identification or wait list, so the general practitioner
may be referring someone who needs some psychiatric support
to a psychiatrist with no understanding of the length of
the wait or their wait times or their availability. The
issue then of course is the GP in this scenario loses sight
of that patient. So, they've done the referral, they're
assuming there's an appointment happening and the process
is working.
And, if it's not the appropriate referral point, so
they may go and see someone and the patient may be told,
"No, you need to see someone else", which happens. The
patient has to go back to the general practitioner, wait to
see the general practitioner, then have another referral,
so the GP has to do another referral to a different
specialist again. So, if you like, the patient can be
bouncing backwards and forwards during lengthy waits, all
reliant on the referral program without knowledge of wait
lists and availability.
Q.
Is that what you mean when you say "patients become
lost in the system"?
A.
Absolutely. Yep, absolutely.
Q.
Is one of the features, lack of visibility for the
general practitioner to know what is available and when?
A.
I think that, if you think of the social state, we
need to be able to almost hand-hold patients through this
journey. The stress alone is so difficult for patients and
families, yet alone being given a referral to try and
navigate to somewhere, and they are definitely getting
lost. If you think of that urgent care presentation, that
is the cycle.
Q.
I see, thank you. You said in your statement, which I
will tender in due course, that:
"The Maryborough region leads every social
indicator at the wrong end and the
community is institutionalised in the sense
that it does not know what good looks like
.15/07/2019 (10)
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in the health context."
Can you say a little bit more about that?
A.
So three years ago, or approximately three years ago,
we did our service plan and there was a whole raft of
detailed review of the community and its perception of
health. It was recognised that the health status of this
community is poor. The community said they were happy with
that. So, there's no understanding about what good health
looks like for a lot of people because it's
institutionalised, it's multi-generational as I mentioned
before.
So, unless we're able to support and show people what
good health looks like, and in this case mental health,
well, they are living in the unknown and I think there is a
lot of people that we are not touching simply because of
the unknown.
Q.
Is social isolation a barrier to help-seeking?
A.
I think, again, you're hearing from people who are
isolated. We see in particular in our smaller communities,
like Dunolly, that we have in the aged demographic often
women who become isolated because their spouse passes away.
There is no housing availability for them, there is no
social network for them, and they often end up in aged care
far too early or they end up at home in a depressive state
and in a condition which, if they were in an optimised
social support network, would be far enhanced.
Q.
Once they end up in aged care, are there further
challenges in treating people with mental health
difficulties?
A.
There is, and I haven't touched on that too much
because of the Royal Commission into aged care obviously,
but certainly the challenges that we describe in terms of
accessing specialist support is again challenging, although
there are some modalities which are improving in that
space.
Q.
What about the stigma that is associated both with
mental ill-health and with help-seeking for mental
ill-health?
A.
It's an interesting discussion because recently we've
done a massive body of work around women's health and we
utilised the expertise of the Health Issues Centre to
conduct a survey of women in our community to understand
.15/07/2019 (10)
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their health. Over 500 people responded to a survey, which
is an amazing return for a community of this size, and
stigma to their health and privacy of their health were two
of the very big concerns that they raised.
Because small communities, clearly everyone can know
and see each other, so it is a challenge and that certainly
prohibits people from accessing timely and effective care.
Q.
A.

Did this relate to women in particular?
Well, that did, yes.

Q.
Have you advocated the use of what's called, the
Orange Door Model to help overcome this issue?
A.
Well, I've written it in there, yes.
Q.
You need to explain to us what it is.
A.
Well, it's still in development but it is the program
being developed to support people within family violence
and domestic violence. So, the rationale is, the Orange
Door is a one entry point and you enter through the Orange
Door and you are then receiving of a wrap-around service.
So it's still being developed, Maryborough needs one
because of the issues that we have. But if you think about
the stigma and the concerns of the community, the ability
to walk through one door which is, you could be going there
for anything, but the reality is you walk in and the
service will wrap-around, in this case the women, but of
course it needs to be a fully holistic model, The Orange
Door.
Q.
So you need both holistic and interconnected service
delivery and you need a presentation which doesn't say
mental health?
A.
Correct.
Q.
Rather, it says health more generally?
A.
Correct. And our thoughts are, we need a wellness
centre model which is all encompassing whereby you could be
entering there for some allied health support or you're
entering there for very detailed counselling and support
for a significant issue and no-one will know.
Q.
Can I ask you about stigma and young people. Do you
have a nurse practitioner and a doctor at the public
secondary school each week?
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A.

Yes, we do, at the Maryborough Education Centre.

Q.
Do they particularly attend to mental health issues or
are they more general?
A.
The feedback has been that it's becoming more and more
utilised for traditional teenage issues, but also certainly
mental health is becoming more apparent. Yesterday at our
roundtable the principal from MEC was able to describe how
children will go the first time for a cut toe, the second
time for something else, and the third time they'll really
open up about their issues and a lot of underlying issues
are associated with mental health. So, yeah, it's taken
time.
It's heavily under-resourced, I would say, for a
community like ours. There's no drop-in clinic in
Maryborough for a teenage student to go to. So, we had to
lobby very hard to get the Doctors in School Program. The
nurse practitioner as well has been a great support, but it
is underwhelmingly resourced for the need.
Q.
How is it funded?
A.
It's funded through the Department of Education and we
had to lobby through various channels to be able to utilise
that. We are the fundholder; they pay us and then we pay
the program. That works fine now, there's no problems with
that process.
To be honest, we don't care where the money comes
from, we just want to have services on the ground and one
day a week's a start, but it is underwhelming.
Q.
When you say it's underwhelming, if you had further
funding, what sorts of services would actually meet the
need that's being seen in that clinic?
A.
I would say to you it's not only that clinic, there
are other schools in this community right now with zero
service provision for a doctor and a nurse practitioner.
So, I think we need to consider how we encapsulate other
schools and support those children just like we're doing at
MEC.
Then of course there's the social support requirements
and the need for accessible support services within the
community. Because, again, it's all very well to have a
nurse practitioner and doctor there who identifies a mental
health concern. That referral then needs that student,
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plus or minus their parents if they know in some instances,
to be able to get to an appointment or to find access to
the ability to get to an appointment which again will often
mean no appointment attended.
Q.
We've asked you about how things can be done better, I
think you've alluded to some of those things already. Can
we have a look at your preferred model of primary care.
Can we have the Preferred Primary Care Model slide
displayed, please. [MDH.0018.0001.0012] Commissioners, do
you have this document?
A.

Mr Welch, do you have the document?
I do.

Q.
Excellent. Can you please talk us through how your
preferred model for primary care works?
A.
Sure. I just want to put a clause on this that none
of us consider ourselves scholars in developing a system
and a model. This was a roundtable discussion with our
clinicians at the health service about what may or may not
work for us. So, what we are saying here is that, we need
the ability to be able to refer to one central point. So
in this case in a primary care scenario the GP is able to
do one referral which then enters a mental health intake
service, that is, the referral goes to an expert group or
an expert body who then determines the care requirements
for that person through additional triage, through an
additional assessment, a holistic assessment, and then they
can allocate accordingly the care requirements. So, rather
than a scenario of the general practitioner right now
trying to determine where to send somebody without any
knowledge of the wait list, or is that specialist
appropriate, this expert group would be able to do a
holistic review and be able to refer appropriately.
The other key thing here is, it would take into
account care for the carers and the families which we hear
often is missed, and it would also make sure that the GP,
who is the primary caregiver is, if you like, kept in the
loop, there's feedback back. This is the journey that
their patient's on, this is the step they're at, so at all
times we would have knowledge and some lens of the patient
who, without such a model, developed however it would be,
is currently lost.
Q.

Is visibility across the whole spectrum of care and
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coordination, are they two of the features of your model?
A.
Absolutely. Coordination to us is paramount. I
mentioned before and I don't say it flippantly, that hand
holding, to be able to help patients or their families and
their carers and the patients navigate the system is
critically important.
Q.
In this context, what would you say about
transportation arrangements and how they should change?
A.
The eutopic world would be services in Maryborough, so
that would be a very selfish approach, to say everything
should be here at our fingertips. But there's a reality.
I think there are two answers to that: priority must be
given to rural areas that have evidence of high stress and
high need, and we're clearly one of those, so there's my
lobby. The second point is that transportation could be
facilitated by a number of means, and also the fact that we
are completely under-utilising telehealth. We are
under-utilising telehealth still and I think the fact that
it is always often in the car to somewhere for an
appointment, when there must be in 2019 some really good
models available to reduce the barrier and the stress on
the families and the patients from travel.
Q.
Can you elaborate, please, on the under-utilisation of
telehealth: firstly, what potential does telehealth hold we'll get to the barriers shortly - but what potential do
you think it holds for this community?
A.
My belief is that it brings services that currently
are not available and in reality will never be available.
Because recruitment of specialists to smaller communities,
as we know, is very difficult, but access to specialists is
very easy via telehealth.
It's been discussed for decades, telehealth, but a
system that was well coordinated and set up and structured
could easily bring services and system response locally
that currently we don't have and some I don't think we'll
ever have.
Q.
What would be the practical measures you would need to
implement to have telehealth well set up, observing at the
moment that you use a video which you wheel into a room at
the Urgent Care Centre for triage?
A.
So, some of it is appropriate equipment in an
inappropriate setting. For example, I firmly believe that
the rooms that we have available for the care of the
.15/07/2019 (10)
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mentally unwell in our Urgent Care Centres should be
equipped with fixed cameras and fixed telehealth equipment,
safely away, that can assist with a really prompt triage
and response from our - whichever service we're accessing.
The current scenario, we have to wheel a cart into a
sometimes hostile environment if we can - has all the
barriers that you can appreciate. So, some of this is
simple equipment and set up, and then of course the biggest
challenge with telehealth is that co-ordination and
administration, to make sure that there is someone on the
other end, that it works properly, and all those
challenges. But I don't see one barrier that can't be
overcome with telehealth.
Q.
That's very encouraging, I should say. You've also
talked about the importance of a lack of accessible social
housing. Can you say a little bit more about that?
A.
Yeah, I can, and I'm going to use the Dunolly example
if I may. We've been working very closely with the
hospital axillary out at Dunolly, and they've done an
enormous report into the community and the state of the
community from a housing point of view, and the reality is
that smaller communities - there is no equity. To buy into
something is very difficult because equity in housing's
very low. The fact that there is none is an issue.
The housing scenario out at Dunolly, as I mentioned
before, you may be in your unit, you may be on a farm, you
may be at risk, there is no public housing available or, if
there is, it is oversubscribed in communities like ours.
So, I think social housing and supported arrangements that
are available in some of the bigger regional centres and
they are absolutely brilliant facilities; in smaller
communities, clearly in smaller models will bring that
social connectedness, will bring that social support, and
relevant care that's needed for those people, and it will
certainly stop the deterioration of health which I believe
occurs.
Q.

Thank you.

Finally, in your statement you have said:

"We don't need our own mental health
service workers. What we need is access to
a system as efficient and as effective as
the system described for medical and other
patients."
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You've addressed that at some length. Is there
anything else you'd like to say about that?
A.
What I would say is, I think the system has done a
terrific job for medical patients, for surgical patients,
overall, for medical patients, surgical patients, obstetric
emergencies, paediatric neonatal emergencies, and I think
it's time for us to really be able to drill into the
challenges, and I'm not the person to be able to explain
all the challenges of the mental health system, but we must
be able to set up a way whereby the fail-safe is not
someone sitting in our Urgent Care Centre. The fail-safe
must be, there is no wrong door.
So, we can send someone to Ballarat today with a
medical issue and they may have nothing wrong with them.
So, we might send them across concerned they've got chest
pain and we're thinking there's something really wrong with
this person. Naturally they go across, they have all their
assessment. If there's nothing wrong with them they come
home, and there's no criticism of that system; that is
fail-safe.
The current mental health model of people sitting in
our Urgent Care Centres is just exposing such great risk,
and I would hate to be a family member or a patient in the
scenario which we have here of the room with white walls.
So, I think we need to be able to work through a system
that responds quicker and accept that some people will be
transferred who didn't need to be transferred, but it's
safer and it's a better outcome. We do it with all other
elements of health and I think it's time to do it for
mental health.
MS NICHOLS:
Thank you, Mr Welch.
Commissioners have any questions?
CHAIR:

Professor Fels.

COMMISSIONER FELS:
Q.
I would be interested to see the
housing study that you mentioned, if you are able to get
that to us?
A.
I can get you a copy, yes.
CHAIR:
I've got one other thing, Mr Welch. You talked
about the fact of that delay in having people in your
emergency centre and awaiting transfer. I guess I'm trying
.15/07/2019 (10)
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to understand, how much of their presenting issues are
exacerbated by that? You did talk about the need to call
in police which you've said is not the option you prefer in
the instance.
Is the length of time that's waiting, and I think you
describe many hours that people will wait in acute mental
health crisis before being transferred, increased the
issues and risks that you've identified?
A.
I have absolutely no doubt it does. There is no
question, if you look at the environment that people are
placed in, if you look at the - and I'm sure patients will
describe the sense of what is happening in an Urgent Care
Centre - they can be a very busy facility and someone's in
there with a mental health concern who needs care and
attention and we have two nursing staff on, no security
available to sit with them and support them, often leads to
escalation and often frustration for those patients and
families.
Q.
Do you have
transferred when
alternatively in
that occurs?
A.
No, I don't
Q.
A.

any sense of how often people are then
they need a transfer by ambulance or
a divi van, the percentage of the times
know.

There might be some data that would be helpful?
Certainly, I agree and I can provide that.

MS NICHOLS:
CHAIR:
today.

May Mr Welch be excused.

Thank you very much, Mr Welch, for your evidence

MS NICHOLS:

The next witness is Mr Al Gabb.

<ALASTAIR GABB, affirmed and examined:

[10.54am]

MS BATTEN:
Q.
Al, we'll just get you to sit so the
microphone's alright and you can speak into the microphone.
A.
Is that good?
Q.
Thank you very much. Have you, with the assistance of
the Royal Commission team, made a statement to the Royal
Commission, a witness statement?
A.
Yes, I have.
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Q.
I tender that statement. [WIT.0001.0001.0001] Al, you
grew up in country Victoria in Skipton?
A.
That's correct.
Q.
A.

Which is about 45 minutes west of Ballarat?
That's correct, an hour south of here.

Q.
A.

During school you experienced some bullying?
Yes, through both my primary and secondary.

Q.
You feel that had a lasting influence on you as a
person?
A.
I have no doubt that has had an influence on my life
today.
Q.
If we move to your 20s and early 30s, can you describe
how your life was during that period.
A.
So, my 20s and early 30s, I spent much of my 20s
working in the ski industry as well as getting a trade and
some university in there. I travelled the world, life was
pretty good, living the dream so to speak. Saw lots of
Australia and lots of different countries around the world,
and I didn't have too many worries, so I thought. Now I'm
a little lost.
Q.
So you were overseas at that time and then it got to a
point where you decided you needed to come home and so six
or seven years ago you decided you needed to move back to
the country farm?
A.
Yeah, that's correct. In my late 20s I decided to
study some agribusiness degree, and then in my early 30s,
six or seven years ago, I came home to the family farm
which I'm fifth generation on through my mother's side, and
decided to make a go of farming and reinstate the business
that had been leased out for a number of years.
Q.
And you said that that's when your problems first
started. So about that time, six or seven years ago, can
you tell us some of the factors that were happening in your
life that contributed to the problems?
A.
When I came home I decided there was a farm down the
road that was for sale and I decided it would be a good
idea to purchase that farm. And, unbeknownst to me, I
allegedly sprayed out some native grasses and received
quite a threatening letter in the mail from one of the
Federal Departments under the EPBC Act, and combining that
with a relationship breakdown at the time, it sort of
.15/07/2019 (10)
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unravelled me as a person, the stressors of allegations
against me. My life I guess wasn't coming together like I
thought and it unravelled a lot of issues that I hadn't
tackled as a person early on in my life and probably needed
to have.
Q.
You said that you had some behavioural issues and also
you became a bit of a recluse from your family and friends;
is that right?
A.
That's correct.
Q.
So, being a farmer, living alone on the farm in one of
the houses, and it would be not uncommon for me to not see
anybody for weeks and sometimes more than that at a time,
other than going to the supermarket and doing daily chores,
you know, the likes thereof. So, I started to recluse as a
person. Naturally, I sit somewhere between an extrovert
and an introvert so depending on which day of the week it
is.
I did become reclusive, I stopped talking to my
friends, stopped talking to my family who - mum and dad
only live literally 100 metres away and would shut
everybody out and that really made me spiral downhill as a
person. It made my existence - the walls started to cave
in around me and I was making it worse for myself with my
behavioural patterns, and that was a result of obviously a
mental health condition which I refused to acknowledge at
the time.
Q.
A.

But you did go and see a GP?
That is correct, yes.

Q.
Did the GP help you?
A.
The GP did help me. This is sort of a very long story
of GPs, psychologists, psychiatrists, mental health care
plans through the public system, seeing private
psychologists.
Q.
We will come to those parts of the story, but with the
GP, the GP put you on some medication and you said it took
four to six weeks to have any effect and that was a long
period for you?
A.
That is right. So, from my understanding most
psychological medications are sort of a four to six week
introduction to your body. So, by the time you're at
week 6 it's meant to be there and, if it doesn't work,
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well, you've got that time, that lagging time, then you've
got to get off it and try the next thing.
I've been on a few medications, all of which except
for one was a failure for myself but I have and still do
every day take a drug called lithium.
Q.
The GP put you on a mental health plan and that
allowed you to have 10 sessions with a psychologist. In
your view was that enough, the 10 sessions?
A.
So, the time I was put on that mental health care plan
I was in crisis. I had had attempts at my own life, three
of which, and that extended pre and post seeing this GP
over a period of time. Sorry, can you repeat the question?
Q.
We were talking about whether the 10 sessions with the
psychologist was enough and you're saying you're in crisis,
so is 10 sessions enough for someone who's in crisis?
A.
So, for me it was not enough. I used up those 10
sessions rapidly, it may have been 10 weeks, it may have
been shorter, it may have been longer, I cannot give you a
hard timeframe.
When you're in crisis as a person and your life is in
the balance, 10 sessions does not fix everything, it
doesn't seven start to fix. It gets the ball rolling, yes.
I rapidly adapted to the fact that I had some mental health
issues and acknowledged it really quickly but, had I not
acknowledged it, those 10 sessions would be just lost time,
you know, a bit of a lost target, I guess.
I am of the belief, and I do stand to be corrected if
somebody else in the room knows better, but I think once
you've used those 10 sessions, you have to wait maybe
another 12 months or until the 12 months rolls. I do stand
to be corrected on that; that is my belief.
Q.
That's my understanding as well, that it's the next 12
months.
A.
So, 12 months is a long time when it comes to
anything, especially your mental health, someone's mental
health.
Q.
You've said that you went and saw the psychologist but
then you were able to access a private psychiatrist in
Melbourne. Can you tell us about, first, the experience
with the private psychiatrist?
.15/07/2019 (10)
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A.
That's correct. So, my father, he knew of a guy in
Melbourne who had helped other family members, and dad
recommended I go down and see this guy. He was great, you
know, he called a spade a spade and he really helped me.
The problem was, he was in Chapel Street and I was in
Skipton, and by the time I got down to Chapel Street and go
and see him for an hour, and then get all the way back to
the farm, that's a day gone for me.
Q.
Why did it take a day? How did it take a day?
A.
Well, I'm two hours drive from Melbourne, and then
it's - driving in Melbourne can be tricky, as I suggest a
few people are aware, so I chose to take the train and the
train station I get off at is South Yarra and it's spot on
right there. By the time I see him it was the best day of
a day gone, a day out of my work week, and a day out of
running the farm, and I have responsibilities at the farm
for animals and the likes thereof. So, it made it tricky
as well as economically tough.
He didn't come cheaply and I have no issues with that,
but I'm very lucky that I had the financial capacity myself
and through help from my family to use external help
outside of the public system, and I'm very fortunate for
that and I'm very aware that a lot of people don't have
that ability and that would be something that's quite dear
to me, is to try. Everybody should have access to the best
help.
Q.
Even with that access and the financial means, is it
correct that you stopped going to him because it just
wasn't practical with your commitments on the farm and the
travel time.
A.
That is correct.
Q.
So you didn't continue seeing the private
psychiatrist?
A.
No. The time out of my week - weeks - was starting to
add up to too much for me.
Q.
A.

So you stopped seeing him?
That is correct, yes.

Q.
You touched on this before, but in your statement you
said:
"I was living by myself and could sometimes
.15/07/2019 (10)
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go a month without speaking to someone
other than my parents or the person at the
checkout at the supermarket. In my
experience farmers work too hard and can be
socially isolated because of the demanding
nature of the work."
Can you just expand on that and just tell us a bit
more about the nature of the work and the social isolation,
please?
A.
So, as a farmer, where I farm in Skipton, which is
45 minutes west of Ballarat, I would not consider it
isolated in the scheme of Victoria or Australia as a whole,
but compared to people that have access to cities, whether
it be Ballarat, Bendigo, Melbourne, it is.
So, as a farmer, and a young farmer, the demands of
running a farm are significant: you are responsible for
livestock, you're responsible for your business, you're
responsible for - you know, you're the accountant, you're
everything. So, the hours worked can really quite stretch
right out, and especially in seasonal times.
At harvest time it is not uncommon to be living on
three, four hours a night's sleep and for days if not weeks
on end just to get the job done because we have that
window; and, most farmers acknowledge that and most farmers
have those windows in their businesses.
But it's when you start to get reclusive as I was and
not be social with my friends and family is when it
started, this is one of the issues I see.
Q.
A.

You referred before about attempts on your life.
Yes.

Q.
Without detailing what you did, can you tell us about
that experience and particularly the paramedic who was
involved?
A.
So, out of the attempts on my life, one I ended up in
hospital with a trip in an ambulance. So, my hometown's
Skipton and Skipton has an ambulance which is not manned by
a paramedic but it is volunteer-run, and I don't know the
proper word for those people who do it, it's somewhere
between a paramedic and a volunteer.
Q.

That's okay.
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A.
I met the ambulance at a major intersection not far
from home with the help of my brother, and unbeknownst to
me, because I wasn't quite in the state to remember, but
the ambulance volunteer that day was a local farmer who I
know really, really well, and I know he works on the
ambulance service.
So, for him to have to pick me up, you know, in my
state, he was just doing what he does. He does it for
everybody, but you know, there was also another neighbour
who's a great friend of my family's, and a friend of mine
as well all there helping me get in the ambulance. So, on
the side of the road, just the side of the country road.
It's those things that rural communities have that can be
tough on others as well.
Because, you know, for the guy in the ambulance, we
know each other really well, he's not much older than me,
we've grown up together, farmed almost side-by-side, so
that has an effect on him to see that. So, the flow-on
effects in those rural communities are greater than what
people, I guess, see from the outside. That's just a small
example, I guess.
Q.
You've also said though that the community provides a
lot of support.
A.
Absolutely.
Q.
Can you tell us about that side of it as well?
A.
Yes. I can give you a few examples of that. I've had
comments made to me by members of the community who you
would least suspect. You know, they've come up to me and
said, "Good on you, Al" because I've been quite vocal in my
campaigning for mental health.
I've had one person come up to me and openly said that
he'd had similar thoughts himself, and yet, me being vocal
had given him the courage to talk to his wife about it.
And this guy's not young, you know, he's my parent's age.
There's also other channels
the community, my close friends,
mental health in their own ways,
or giving through their own time
been quite a good experience for
Q.

and people I talk to in
who also champion for
whether it be politically
into different areas: it's
that, I guess.

Just coming back to your experience with the system:
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you've also had to go to the Emergency Department a couple
of times.
A.
Yes.
Q.
Can you tell us about the experience of going to the
Emergency Department.
A.
Yes. Well, to the
Hospital?
Q.
M'hmm.
A.
I was very interested in what Terry was saying before.
It was a horrible experience, to be honest with you,
because here I am, I'm like I am now, you know, I'm
perfectly okay from the outside. And when you go to the
triage nurse, that's one way to get to emergency really
quickly, is to say that you're suicidal. And you go in the
back and there's people in obvious distress for medical
conditions.
Q.
You mean physical medical conditions, is that what you
mean?
A.
Yes, you know, they might have broken their arm or
something along those lines. And here I am sitting on the
bed sort of crying, but I'm alright, I'm not dying; so that
made me feel pretty bad of taking up their resources
because I wasn't right with my mental health.
And they didn't really know what to
Psych Services to come, which I
Hospital and they sent one
counsellors, I believe - this is about 1
this stage - and he sat down and we went
back and we sort of chatted for a bit.

Then he made me sign a piece of paper saying that I
would not attempt self-harm, and basically on that
discharged me and said, "Go and see your GP." So that was
a fairly muddy picture, I guess, of how it happened but yeah.
Q.
You've also had experience with the public psychiatric
services, and you've said, "It felt fairly stereotypical of
a public psychiatric hospital." What do you mean by that,
what's a fairly stereotypical public psychiatric hospital
and what was your experience that confirmed that
stereotype?
Psych Services, for those that know, is
A.
Well,
the old
Hospital which is right on
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Street, and by nature the building's old, it's got tall
ceilings, it's got concrete walls. You walk in and it's
almost Hollywood-ised, if you want to put it that way,
that's a really bad way of putting it.
Q.
You might just have to explain a bit more to us what
you mean. I think I know but it would be helpful if you
explain.
A.
You sort of expect someone in a movie to come out,
like one of those - anyway, we're getting a bit lost.
So you walk in, there's big tall white ceilings,
there's not a lot of decor that's warming, makes you feel
okay, it's all very quite cold and sterile.
There's a waiting room and I remember very clearly in
the waiting room, and it wasn't a very big waiting room,
might have been half a dozen chairs, there was a lady
there, and she was obviously in a very bad way and she had
her head between her knees and she could not - she was
rocking backwards and forwards and was obviously in dire
need of some help. When you combine that with the tall
concrete corridors and very white fixtures, it's not a
welcoming environment, it's not a calming, soothing
environment which, when you're in mental health issues,
it's a good thing if it's calming and soothing.
Q.

In your statement you've said:
"For me it's all about saying, it is okay
to have been there."

Can you expand a bit more on why you choose to speak
out about mental health?
A.
Well, it is okay to have mental health issues, and
somebody mentioned some facts before and it's staggering
how many people are going to experience it in their
lifetime. So, for me speaking out and openly talking about
it - and I'll talk about it to anybody that asks - it's
about helping. If I can help one person, that's a win,
that's all that matters to me, is to give back.
And, people helped me, I'm great these
myself, but if I can help one person make a
and see their GP and get some help; or even
person preventing self-harm, to me that's a
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And as a farmer we are, as a young male farmer, we are
one of the highest risk categories in the demographic for
self-harm and suicide and, to me, I think to be seen to be
vocal and: one, telling my story, and two, trying to help
the system progress through avenues like the Commission, I
think it's a great way of giving back to society.
MS BATTEN: Thanks very much, Al. Commissioners, are there
any further questions for Mr Gabb?
CHAIR:
Q. Thank you very much, Mr Gabb, for your
evidence today and for being so frank with us about your
experiences. I noticed in your witness statement you did
say of that experience when you were in
and I just
want to make sure I understand that. When you were in the
psychiatric ward, it was in the old part of the hospital,
and the things that you describe about it not being warm
and welcoming were in stark contrast to what you saw in the
new part of the hospital that was immediately next door.
So, how did that comparison, when you reflect upon
that, about the place of mental health in our health
system, leave you feeling?
A.
So, that's correct, I was talking about the old
Hospital and directly right next to it is the modernised
new part of it, and the mental health area is in the old
part.
It's intimidating when you're in there in a way,
because you're not thinking clearly yourself, so you know,
everybody's got their own version of it. But when you're
in there it's not comforting and calming, and the example
of the lady that was sitting right there more or less, and
she was rocking backwards and forwards and obviously needed
a lot of help. So, to be next to her. And I had no
problems with that but I have vivid images in my head in
these stark environments, is probably not the best.
Q.
The other issue I just wanted to touch on is the fact
that you talked quite graphically about the life on the
farm and the fact that you've got very intense periods. I
think it was the point you made about sometimes travelling
to Melbourne ultimately became too long away from your job.
You might have heard Mr Welch talk earlier about the
potential there is for telehealth. Do you think accessing
mental health support through new technology would be
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something that's important in the future or would have
helped you in those circumstances?
A.
I'm assuming you're meaning telehealth, as in iPad,
computer screen-type scenarios?
Q.
Yes.
A.
For me personally, I love one-on-one, I love to see
somebody next to me: whether it's seeing my GP or, you
know, if I was sitting here just doing this on a computer
screen, it would be kind of a little bit weird.
I think it's definitely got merit. There's some
people that live far more remote than I do, but I don't
think it's the silver bullet. I think, you can't go past
one-on-one contact as a human. We are social beings by
nature, and mentally ill people, and myself in there,
having that contact is good, is a good thing. But I'm not
saying that telehealth is bad either.
CHAIR:
Thank you very much, Mr Gabb, thank you for giving
your evidence today.
MS BATTEN:

Thank you, Chair.

May Al please be excused.

CHAIR:
Has the witness statement also been formally
produced?
MS BATTEN:

Yes, it has.

<THE WITNESS WITHDREW
I understand there's a restricted publication
order for the next two witnesses. Would you like to read
that out?
CHAIR:
Yes, thank you very much. Pursuant to the
Inquiries Act 2014, the Royal Commission has made an order
prohibiting the publication of the name or the identity of
any support worker who might have been inadvertently
mentioned in the oral evidence of the next two witnesses,
Trevor Thomas and Christine Thomas.
I would like to remind all persons present, including
the media, that publication of the name of any support
worker who might be mentioned in the evidence of
Mr and Mrs Thomas cannot be published. A copy of that
order has been placed on the door to the hearing room.
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Thank you.
MS BATTEN:
Mr Thomas.

<TREVOR NOEL THOMAS, affirmed and examined:

I call
[11.21am]

MS BATTEN:
Q.
Thanks very much, Trevor. Have you, with
the assistance of the lawyers for the Royal Commission,
prepared a witness statement for the Commission?
A.
Yes, I have.
Q.

I tender that statement. [WIT.0001.0038.0001]

THE CHAIR:

Thank you.

MS BATTEN:
Q.
Trevor, you are 64 years old and you live
in the country with your wife, Christine?
A.
Yes, I do.
Q.
You've said in your statement, looking back you've
probably had depression since you were about 18 or 19; is
that right?
A.
I have, yes.
Q.
In the 80s and 90s you said you really struggled;
that's right?
A.
Yeah.
Q.
And you had a really difficult time where your mum got
cancer and died, your first marriage fell apart and your
dad died by suicide and also your uncle died by suicide?
A.
(Witness nods.)
Q.
Also in the late 1990s you had another uncle die by
suicide?
A.
Yes.
Q.
And that really knocked you about on top of what else
you had to contend with.
A.
Yep.
Q.
And you continued to battle away with your mental
health as you had a business collapse, and then periods
where you changed job and you were out of a job?
A.
Correct.
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Q.
You've said that your experience with the mental
health system really began in about 2013 when you met a
social worker who led you to engage with the system. Can
you tell the Commissioners what the social worker said that
made you first engage with the system in 2013?
A.
My job was shift work and I'd come home and the
support worker would be with my wife, supporting her with
some stuff that was helping and I used to just sit there
and talk. One day she said to me "You're struggling a bit
I reckon", so she advised me to go to the GP, which I did,
and set the ball rolling as far as getting help, yes.
Q.
So, you went to the GP. Did the GP put you on some
antidepressants?
A.
The GP put me on antidepressants and watched me over
the next three weeks that he said that it would take for it
to happen.
Q.
A.

This was about October 2013 when you saw the GP?
Yes.

Q.
Did you try and get an appointment with a
psychiatrist?
A.
Yes, we did, and it was going to be when he came back
from holidays, the first week of February I think was the
appointment.
Q.
This is October 2013, the first appointment you could
get was not until February 2014?
A.
Yeah.
Q.
A.

How were you travelling at that time?
Not good, not good.

Q.
You said that you had an Employee Assistance Program
at your work, so did you try and use that instead?
A.
On work's - I was talking to them one day and they
said, why don't you try the EAP, which I did, and I spoke
to a fellow on that for about half an hour, told him what
was going on. Within a few hours we had a phone call and I
could see a female psychologist, I don't know whether it
was that day or the next day, which I saw her two or three
times, yeah.
Q.
If we go forward a bit more to September 2014, at that
point you had a leadership role at work, but you said you
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weren't really travelling that well and you decided to hand
in your leadership role.
A.
Yep.
Q.
At about that point you asked Chris, your wife, to
take you to hospital?
A.
That's correct.
Q.
Can you tell us about that, what happened that you
wanted to go to the hospital?
A.
Well, yeah, I just didn't wanna live any more. I
always had pride in how - all my work experience, I'd
always had pride in. I'd felt I'd failed and I just didn't
wanna live any more. I asked her, I said, "I need to go",
and she took me down because we have no - where we are
there's no - oh, we didn't even have a hospital then, it
had been washed away by the floods, so we had to go down to
the major one 30-odd kilometres away.
Probably 6 o'clock at night we got there into
Emergency. Sat, and sat, and sat, and there was no-one
there to really deal with me, with what I was saying. My
wife, when she gets up, will probably be able to speak more
clearly on that; by this time I was just wanting something
to happen.
Q.
And so, you sat and sat and sat, and eventually did
Chris leave? She left you there?
A.
Chris got up. When they said, "Yes, you need
admitting but we don't have a bed", and Chris being a
little bit feisty, got up and left me there. She said,
"I'm not taking him home" - her words were, "I'm not taking
him home to die" and I just - I didn't know what was
happening. I was scared then, I was.
Q.
A.

So Chris left the hospital?
Yes.

Q.
And did you get a bed?
A.
Eventually a lady - I think she was a visiting, might
have been a psych nurse or something, was running around
backwards and forwards. She came out and she said, "We
found you a bed in the psych ward."
Q.
And you were in the psych ward for about three or four
days?
A.
Three or four days. I didn't like it in there at all.
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I was fortunate that I was just not far off turning 60, so
they allowed me to go into the senior wing, which was a
little bit more - I felt more comfortable in there.
Q.
What about it was making you feel uncomfortable?
A.
Just, there was people - young people in there that
were highly visibly mentally ill. Like, they were prancing
and I just wasn't used to that environment basically.
Q.
You mentioned you were almost 60. You've said in your
statement that you had in your head you wanted to make 60.
Why was getting to 60 so important for you?
A.
My two uncles, which were my dad's brothers, and my
dad, were all 58, 59 when they died, and I just had it in
my stupid brain that I wanted to beat that and get to - it
was important to me.
Q.
You've also said, because of the history in your
family of a number of people dying by suicide, that you're
worried that there's something in your genetics?
A.
Yep.
Q.
So, you were in the psychiatric ward for three or four
days, and then you went to a PARC?
A.
I went to PARC.
Q.
What was it like at PARC?
A.
I liked PARC. It was, like, self-contained, cook your
own meals and everything, which was just - yeah. But
everyone was caring, they'd come and walk around all day
and make stuff for me to do. I think I made their vege
garden for them for the spring and stuff like that. They'd
come fishing with you if you wanted to go down the river
fishing, which was only a kilometre away. It was good,
just nice, relaxed - yeah.
Q.
What about the clinical treatment, did you get access
to the -A.
I think I only saw a psychiatrist once at PARC. I
think by that time I was seeing my psychologist?
Q.
A.

That's okay.
My memory's not that - yeah.

Q.
That's okay, you're doing really well. Did you get
the medical support that you felt you needed?
A.
Well, I had my pills and I was attending the - I was
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walking back up to the
Hospital once a week to attend
to that, and I had bloods done a few times and different
things, yeah.
Q.
A.

At PARC you've said that you started meditating?
Yes.

Q.
Can you tell us how meditating's helped you?
A.
Meditating is - I say to people now, anyone that
enquires with me - as far as I'm concerned meditating
probably in that period, where I wasn't getting a lot of
help from the system, I say to people, "Meditating has gone
a really long way to save my life."
Q.
If we move forward, there was a point at which you
were due back at work and you got some forms that were
trying to ask you if you were well enough to go back to
work. Did those forms relate to what you were feeling?
A.
No. The forms turned up and my doctor just wouldn't
fill them in because it was all about - I work in food
processing where we were lifting stuff and standing all
day, and all the forms were about, can I stand all day, can
I carry 20 kilograms, can I do this, can I push - nothing
to do with my head at all, nothing, so they had to redesign
the form I think. That was the insurance company's form.
Q.
And then you had another period where you were off
work and you had a bit of an episode in 2015 where you had
your medication changed, you went and saw a psychiatrist.
Can you tell us about the impact on changing the medication
and how it made you physically sick?
A.
That was, yeah, I ended up in our hospital for - our
new hospital - for a few days and I was sent down to a
who, when I got there I didn't
psychiatrist in
have an appointment with him, I had an appointment with the
registrar I think it was at another venue. So, we went
round there, talked to him. He put me on lithium. On top
of what I was on he put me on lithium because I was having
ups and downs. To me, the lithium just made me sick in the
stomach most of the time and I was on that - I've only just
gone off it in the last month.
Q.
If we move forward to February of this year, you
haven't been at work since February this year and you tried
to see a psychiatrist again and there was another
three-month wait; is that right?
A.
Another three-month wait.
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Q.
But you have seen the psychiatrist through telehealth?
A.
Telehealth - my GP said, if we can't get in quick
here, we will get you a telehealth. I think it was about a
week and I had an appointment, but then they'd
inadvertently - someone had double booked on the day so it
had to be put off until the next week. But I was there. I
went and had probably nearly an hour there. Once again,
off one lot of drugs, back on to a new lot of drugs to try.
But, yeah, I had telehealth that was there. That was a
good experience for me, I could talk to him good.
Q.
A.

It worked for you?
Yeah, definitely worked for me.

Q.
Just finally, Trevor, is there anything that you would
like to say about what you think should change in the
system?
A.
Like Al, the 10 visits to the psychs. The
psychologist I'm with now, I can see that he's trying to
make them last till the end of the year with me. Whereas,
the way I've been in the last few weeks since this change
of drugs, I probably need to be, you know, using those 10
up fairly shortly. Just, my whole demeanour - my wife will
tell you soon - my whole demeanour has changed since I've
come off what I was on.
Like, the Emergency Department, when we went to
: you sit there and it's like, this bloke looks
alright. There's kids coughing and sick, and people
injured, and you seem to be, "We'll get to him when we get
to him"; when, I was in serious trouble. Just, yeah, I
don't know whether it's the shortage of mental health
professionals and aid, I don't know what it is. Not much
help.
Q.
One final thing you mentioned is that you got an NDIS
package of quite a lot of money, $53,000, but there's no
services that you can access; is that right?
A.
Well, there's stuff there for, like, spiritual, like
my meditation and all. They're little groups where I go
that, you know, there's no invoice - how do you claim?
There's no invoices. It's just, the people that organise
it rent a - one of them's an old church and then we've
moved around to another place. I go three times a week,
and there's no paperwork to say that I paid me $10 donation
to pay the morning's use on the building. And there's a
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lot of money in there that I don't need. I was a bit
embarrassed when they told me how much money they'd given
me actually, it's - yeah.
MS BATTEN: Thank you very much, Trevor.
any further questions for Trevor?

CHAIR:
Q.
I just have one. Thank you very much for
your evidence today. You talked in your statement about
the fact that you'd said you thought you'd probably had
depression since the age of 18 to 19 but you didn't finally
reach out and get that help until you were 58, so a long
time in your adult life.
Can you think about what would have been helpful and
what do you think this Royal Commission could do to try and
assist people such as yourself to seek help earlier in
their journey?
A.
Well, I was brought up in a family of blokes who were
blokes and didn't talk about that sort of stuff, which has
been a big problem for a long, long time. You know, had
different people say, "Come on, you gotta harden up."
We've changed GPs in the last few years because our
old original ones are slowly all retiring. The ones we're
with now I think are a lot more in tune to this. Instead
of just saying, take these pills and go home, they'll get
you back every week and see how you are progressing, yeah.
Q.
More responsive to you?
A.
More responsive, yeah, that part of it is. I think
it's like that, what do they call them, first responders,
like when I get to the hospital in trouble, there's nothing
there to help, and you sit and sit, yeah. And I just
nearly freaked when my wife walked out and left me there, I
just ...
Q.
I think we're going to hear from her about that too,
so thank you very much for your evidence today, Mr Thomas.
MS BATTEN: Thank you, may Trevor be excused? I was
proposing to call Ms Christine Thomas and then have a break
after Mrs Thomas's evidence.
CHAIR:

Yes.

Thank you, Mr Thomas.

<THE WITNESS WITHDREW
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Thank you.

I now call Christine Thomas.

<CHRISTINE MARGARET THOMAS, affirmed and examined: [11.38am]
MS BATTEN:
Q.
Thank you, Chris. Have you, with the
assistance of the legal team, prepared a witness statement
for this Royal Commission?
A.
Yes, I have.
Q.
I tender that statement.
Trevor's wife?
A.
Yes.

[WIT.0001.0037.0001] You're

Q.
We've just heard Trevor's story and we'd like to hear
it from your perspective. Can we start with the support
worker and what she told you and how to help Trevor?
A.
We had a family support worker visiting home and she'd
observed Trevor and said, "He's depressed, we need to get
him to a doctor." And he went to the doctor, but over a
course of months, we're observing him, and she said, "You
can't push him to go to hospital, we've got to wait
hopefully for him to make that decision. And, when you do,
this is what is gonna happen and this is what you need to
do."
Q.
And what did she say was going to happen?
A.
She said, "You'll go to the Emergency Department, and
you'll wait, and you'll wait, and you'll wait. Eventually
someone will come across, a psychiatric nurse, whatever,
and assess him and they'll say, "Yes, you are very
suicidal. Yes, we need to admit you. But we don't have a
bed, so go home and come back tomorrow."
Q.
A.

And, did you have to take Trevor to hospital?
I did.

Q.
And what happened when you got to hospital?
A.
Exactly as I was told: we got to the hospital, we
waited for a long time in the public section, people coming
and going. Then they moved us into a small room, and
eventually a psychiatric nurse came across. She spoke with
Trevor, and me, and he was highly suicidal at this time, he
really wanted to die; he knew how he was going to do it, he
just needed to get away from me to do it.
And she said, "Yeah, he needs a bed, he's highly
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suicidal, yep, he needs a bed. But we don't have a bed, so
take him home and bring him back tomorrow." And I looked
at her and I said, "You have admitted a duty of care to
him. I'm leaving now", and I got up and I walked out of
that room, and he'd been my husband for 20-plus years,
we're pretty close. Nobody should ever, ever have to do
that to someone they love, and he shouldn't have to have
that done to him. And I walked out. But this worker told
me, "When you walk out, don't leave the carpark, because
they're probably going to put him in a taxi and send him
home."
So I hid in the bushes, I felt like a bit of a
pervert, but I'm hiding in the bushes in case. Then the
phone rings, "Oh, we've found him a bed. Could you bring
his clothes in please?"
Q.
So he got a bed in the hospital?
A.
He got a bed in the hospital. Mind you, by this stage
I think it was well after midnight some time. They took
him to the psychiatric hospital and I went home.
Q.
After the hospital we've heard he had a time in PARC.
What was Trevor's experience in PARC like, from your
perspective?
A.
He was happier there, he found the psychiatric ward
distressing, it was very busy and seeing a lot of things
he'd never seen or had to deal with.
PARC, there's units with a central kitchen, office,
table tennis room, you know, sort of facility there, and
one bedroom, you look after yourself. There are seriously
ill people there, we're talking schizophrenia, bipolar, and
other issues. And I thought, well, this is good, he's
gonna be safe, because I felt I couldn't keep him safe at
home any more. I thought, they'll watch him, he's gonna be
safe.
Then I realised that, no, they're not clinical nurses,
they're, like - what do you call them, I'm lost for words?
Q.
Support workers?
A.
Support workers. Then I realised, it's not a locked
facility. He's probably a couple of Kms from a major,
major truck route. He's a kilometre from the river and
there's the most magnificent oak trees all around the
place, perfect to hang yourself from. So, I'm in this
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dilemma, do I leave him here? Do I take him home? I'm
struggling to keep him safe at home. When he got up during
the night to go to toilet, I'm sneaking behind him to make
sure, yes, he's going to the toilet, he's not going out to
hang himself in the shed, he hasn't found the spare keys
and gonna wrap the car around a tree. Um, it was hard.
Q.
So, did you feel like Trevor was getting the support
that he needed at the PARC?
A.
No, because it was: you had to fight for him to see a
psychiatrist. I was told that there'd be clinical nurses
down every day to give him medication and talk with him,
he'd see the psychiatrist every week. No. There was a
meeting - you know, there's meetings, the psychiatrist
comes in or the different workers will have a meeting.
I got a phone call about an hour before that meeting,
you know, "Have you been told there's a meeting that you
should be at?" "No." "You'd better get down here." And
you just needed to know the system.
Trevor and I have been really lucky, we had a support
worker prepared to put her job on the line by telling me
stuff that I didn't know, I didn't know about the duty of
care. Then, when they were going to release him from PARC,
and he wasn't even established on medication, he wasn't
well - not much better than when he went in - that I
learnt, if he's homeless they can't release him.
So then I had the pain and the anguish again of
looking Trevor in the face after 20 years of marriage and
saying, "You can't come home. I'm going to change the
locks on the door. I'm sorry, you're homeless", and once
again walking out the door, but that was the only way I
could keep him getting some help.
And, if you didn't have somebody in the system who
could say, hey, this is what's going to happen, and sure
enough, these things happen, Trevor would be dead today.
So, this person, I owe them his life.
Q.
Moving forward from there, you tried to find a
psychiatrist for Trevor, and you said that you found it
difficult to get him the help that he needs ?
A.
Yes, there was such a wait, even though he was in PARC
and in the hospital. To see the psychiatrist was just
incredibly hard. And then, if you wanted to be present or
.15/07/2019 (10)

962

C M THOMAS (Ms Batten)

Transcript produced by Epiq

1221

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

speak to the psychiatrist, that was impossible nearly.
That took promises of media and legal, solicitors coming in
on the act on Trevor's behalf to get that help.
At one point when I did get to speak to the
psychiatrist, he didn't know how many suicides were in
Trevor's family, he didn't know half the pressures Trevor
had been living on, because Trevor didn't tell him because
he was too busy wanting to die.
Q.
You've said since January this year you've not sought
help from the hospital in relation to the mental health of
Trevor?
A.
No.
Q.
Or the mental health services. Why haven't you sought
help from them again?
A.
I think I was so disillusioned last time: you know,
things have not improved, and I just didn't have the
strength or the fight, to fight with a broken system, and
this time it's been different and worse, his breakdown, and
I didn't think the system would keep him safe.
Q.
Finally, Chris, what in your view needs to change to
the mental health system to look after people like Trevor
properly?
A.
I think that, when someone presents at an Emergency
Department, or at a GP, there should be a system - bang.
This person looks fine; they're not fine, they're mentally
unwell, highly unpredictable. A lot of the time they're
incoherent and unable to speak, they need immediate
treatment, and I think the carers need to be taken on
board. We all understand about confidentiality, but I
think in cases of mental illness that needs to be set aside
and listen to the carers, listen to the husband, wives,
mothers, fathers, that know the patient.
I think we need more psychiatrists. I think we need
more trained mental health workers. And, probably one more
thing, I have a question - I'm not sure if someone can
answer it - how many children's inpatient units do we have?
Mental health for anyone under 18, that is even more scary
than mental health for adults. Once again, I've lived
experience.
MS BATTEN: Thank you very much, Chris.
any further questions for Chris?
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CHAIR:
No. Thank you very much for, again, taking the
time to come and share with us those reflections and your
very helpful suggestions for change. So, thank you very
much for your time.
MS BATTEN:
CHAIR:

May Mrs Thomas please be excused?

Yes, thank you.

<THE WITNESS WITHDREW
MS BATTEN: If now is a convenient time, we'll have a
morning tea break.
CHAIR:

Yes.

SHORT ADJOURNMENT
MS NICHOLS:
Chair, before I call the next witness, may I
tender the statement of Terry Welch that I omitted to
tender this morning?
CHAIR:

Thank you.

[WIT.0002.0018.0001]

MS NICHOLS:
The next witness is Associate Professor Ravi
Bhat, I call him now to give evidence.
<RAVI BHAT, affirmed and examined:

[12.09pm]

MS NICHOLS:
Q.
Associate Professor Bhat, are you the
Divisional Clinical Director of the Goulburn Valley Area
Mental Health Service?
A.
Yes, I am.
Q.
Are you an Associate Professor of Psychiatry in the
Department of Rural Health at the University of Melbourne?
A.
Yes, that's right.
Q.
Have you prepared a statement which details your
experiences in relation to the mental health system and
answers the questions that the Royal Commission has posed
to you?
A.
Yes, I have.
Q.
I tender that statement. [WIT.0002.0011.0001]
Dr Bhat, can I ask you firstly about the catchment area
.15/07/2019 (10)
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served by the Goulburn Valley Area Mental Health Service.
You've described it in your witness statement as possessing
geographical and cultural diversity. Can you elaborate on
that, please?
A.
Sure. So, the catchment area for Goulburn Valley Area
Mental Health Service covers about 19,000
square kilometres, it stretches from the Murray in the
north down to Wallan, Kinglake and Ealen in the south, so
the geographical diversity is both from a plains
perspective and the fact that there is considerable hilly
terrain, a big proportion of it which was affected by the
Black Saturday bushfires in 2009.
And culturally also, it is extraordinarily diverse.
There are people from all over the world settled in the
Goulburn Valley.
Q.
Does Greater Shepparton have the highest population of
Aboriginal and Torres Strait Islander peoples outside of
Metropolitan Melbourne?
A.
That's how I understand it, yes.
Q.
Does Murray, which is the area covered by the public
health care network, have 28 per cent of the total number
of Victoria's Aboriginal and Torres Strait Islander
population?
A.
I believe so, that's right.
Q.
Was there a needs analysis performed by the
Commonwealth in relation to this area in 2017 and 2018
which showed, among others things, that Aboriginal and
Torres Strait Islander people experience Emergency
Department presentations for psychiatric illness at a rate
of 76 per cent higher than for non-Aboriginal people?
A.
I understand that's what the report showed.
Q.
In your area, are there a significant number of
resettled refugee groups, including from Iraq, Afghanistan,
the Congo and the Sudan?
A.
That is right.
Q.
Does the catchment area include considerable areas of
socioeconomic disadvantage?
A.
That is right.
Q.
In the needs analysis that I've just referred to, was
it shown that in the general population across your
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catchment area, there were 44 per cent more people who were
registered mental health clients than there are in the
Victorian average?
A.
Yes, that's one way of putting it, yes.
Q.
Do you want to say anything else about the
characteristics of your catchment area?
A.
No, I think you've covered most of the details.
Q.
Area
over
five
A.

Yes, alright. Can I ask you about the Goulburn Valley
Mental Health Service. Did it have an average of just
6,000 referrals each year calculated over the past
years?
That is right.

Q.
Were more than one-third of those categorised as
requiring an emergency, high urgency, urgent or semi urgent
response?
A.
That is right.
Q.
Can I ask you about the different services that your
mental health service provides. In relation to bed-based
services, what are they?
A.
The bed-based services are basically for adults and
older people. For adults, there is an inpatient unit that
has 15 beds. There is a prevention and recovery care
service, which is a step-up/step-down service, that has 10
units.
Q.
While we're there, can I just ask you, does that in
practice function both as a step-up and step-down service?
A.
Yes, it does; more so in the last few years, yes.
Q.
What other services do you have?
A.
There is a 10 bed Specialist Rehabilitation Program,
which is essentially a community care unit.
Q.
While you're there, I want to ask you about that one.
Is that one that's run in partnership with Wellways?
A.
That's right. So, both the PARC and the Specialist
Residential Rehab Program are run conjointly with Wellways.
Q.
The Specialist Residential Rehabilitation Program, was
that the first of its kind in Victoria and Australia in
fact?
A.
Both were actually, PARC and Specialist Residential
Rehab Program, but Victoria has always had community care
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units, so CCUs. Elsewhere there are clinical CCUs, in the
sense that they're manned by medical health professionals.
Whereas Specialist Residential Rehab Program was different
in the sense that it was developed in partnership with
Wellways, so there was a mix of clinical and non-clinical
staff.
Q.
What, in your assessment, is the importance of having
a mix of both of those kinds of staff?
A.
I think it depends on the phase of care that we
provide. In the end, it is vital that, for all of us, that
we live lives that are flourishing and that, you know, the
idea of recovery, that we have a roof over our head, that
we learn, that we work, that we are loved and so on, and to
achieve those ends doesn't mean that you have to, you know,
have complete symptomatic remission.
I think what having a mix of clinical and non-clinical
staff does, is that, you get both perspectives: you get the
perspectives of a clinical staff member that's focusing on
symptomatology, distress and risk and so on and so forth,
and the treatment of all those.
Whereas from the non-clinical staff, you are
essentially seeing the perspective of someone who's
thinking that, here in this trajectory of life this person
who is suffering now has moved away for a lot of reasons
and how to help that person come back into that trajectory
that they wanted to live. I think these are very important
perspectives to have.
Q.
The Specialist Residential Rehabilitation Program has
been evaluated, has it not?
A.
That is right, yes.
Q.
What did that evaluation find?
A.
What the evaluation found was that, over nearly a
13-year period - I might be mistaken on some of the details
here - over a 13-year period of the people who engaged in
the program, they had an average length of stay of about
215 days, and at entry there is an evaluation by which the
participants, as they are known, they set their goals as to
what they want to achieve while they're in the program.
Their needs are also assessed in a systematic manner, and
at the end of the program about 90 per cent, from memory,
had gone into their own accommodation. About two-thirds of
people had either gone into an educational program of their
.15/07/2019 (10)
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choice or gone into some sort of supported work program,
and about half the participants had either developed or got
back into an intimate relationship.
Q.
What's the level of acuity of the patients who enter
into the Specialist Residential Rehabilitation Program?
A.
Most people are severely unwell; they tend to have one
of the following diagnoses: they're suffering from either
schizophrenia, bipolar disorder or very severe depressions
often, or sometimes very severe personality disorders.
Their level of disability is typically very high in being
able to manage every day affairs. About two-thirds, from
memory, had a comorbid alcohol and drugs problem, so in
that sense these are people with the severe and complex end
of psychiatric problems.
Q.
Can I ask you about community treatment more
generally. You say in your statement that you, yourself,
treated people over long periods of time and up to
15 years.
A.
Yep.
Q.
Can I ask you what's facilitated that and how
important is it to have longevity of relationship between
the clinician and the patient?
A.
Look, I think it's extraordinarily important, and in
this particular case, as I said in my statement, I think
some of it is simply because I've, for a variety of
reasons, ended up staying in one place. I mean,
this October I would have worked in the same place for
20 years.
But a lot of it is because of the fact that you
develop trust with people, that the person learns to trust
you, and you get then this privilege of getting to know
them over a long period of time, which I think, it's not
easy to build those relationships in the first few
assessments, or maybe in an inpatient facility when people
are admitted; you can certainly develop a therapeutic
relationship.
But when you get to know people over a much longer
period of time, you have a much more nuanced understanding
of their lives and what's affecting them, and this
relationship then becomes the bedrock on which discussion
can be had about how to prevent future episodes of mental
illnesses, or even if there is a relapse, how to mitigate
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that relapse so that things don't get out of hand for the
person.
Very importantly I think to focus on what flourishing
might look for that person. Certainly, my clinical work
mostly has been with older people and, you know, older
people can flourish too and they get better and they get to
do things and that's quite important.
Q.
You've engaged in some activities that you describe as
capacity building in your region?
A.
Yes.
Q.
One of which is to have had the appointment of
Professor Ogden in addiction medicine which, among other
things, has allowed you to accept trainees in this area.
Can you talk about the importance of adding that capacity
to what you do in this region?
A.
Sure. I'll have to probably step back a little bit
before I introduce Ed into the discussion there. I think
one of the best things that we can do in regional mental
health services is to train locally in all disciplines.
Often what happens is that there are significant, what I
may term as training steps, in getting people to train
locally and having such facilities available.
We have now successfully run a Graduate Mental Health
Nurse Program in Goulburn Valley Health for more than a
decade, and much under that we have now run a training
program in specialist training in psychiatry.
Now, for regional services across Australia, for
specialist training in psychiatry, for example, that's my,
I suppose, disciplinary area, is that often there's not
enough child psychiatry capacity, there's often not enough
what's known as consultation liaison psychiatry, both of
which are termed as core requirements of training by the
Royal Australia and New Zealand College of Psychiatrists.
And that has taken considerable time to build at GV Health,
which then allowed us to become accredited by the RANZCP to
provide training programs.
In the RANZCP training, your trainees are required to
get some addiction medicine experience or addiction
psychiatry experience, and that might be either through
seeing a finite number of people with those problems or it
may be through experiencing, you know, under supervision of
.15/07/2019 (10)
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somebody who specialises in addiction psychiatry or
addiction medicine. Again, it's very uncommon to have that
type of dedicated experience.
So we were quite fortunate where GV Health decided to
employ an addiction specialist, and Professor Ed Ogden came
that way and the next logical step seemed to be, let's work
together, develop what we can, because the comorbid
presence of psychiatric illnesses and alcohol and substance
abuse problems is so common that it's now almost
meaningless to talk of them separately and not give
trainees of tomorrow, or the psychiatrists of tomorrow,
experience in that.
Q.
Can you say a little bit more just on that subject
about what system capacity is needed in order to have those
comorbidities addressed in a practical way?
A.
So Victoria since the de-institutionalisation has had
these two elements of health provision separate: mental
health services and services for people affected by alcohol
and drug problems. It's not the case everywhere, it
certainly seems to be the case in most parts of the western
world, and that may well have been the case back then. But
when you look at the proportion of people who, say, have
alcohol dependence, the number of people with psychiatric
disorders is quite high; the number of people with
traumatic experiences is even higher.
Likewise, from the other side, if you look at people
who are primarily presenting with psychiatric problems,
depending upon which setting you look at, the rates of
alcohol and drug problems can range from about two-thirds
to nearly three-fourths, or sometimes even a bit more than
that.
Alcohol and drugs, you could almost say that in many
instances is a kind of self-treatment of the distress that
a person finds themselves in, and then it spirals out of
control and people end up having these complex sets of
problems.
Q.
Can I ask you about a couple of other capacity
building projects. One is that you partnered with
Rumbalara Aboriginal Co-operative to establish a spiritual
wellbeing clinic. Briefly, what is that?
A.
So, a little more than a decade ago we had Rumbalara
Aboriginal Co-operative, which is the local health service,
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had a visiting psychiatrist come there and he was planning
to retire, Dr Michael Duke. And the Rumbalara Service
approached us saying, do we have any capacity, and we had a
number of overseas trained psychiatrists and the RANZCP
required that they obtain what's termed as indigenous
experience.
So we had a discussion, we said fine, we'll rotate
these psychiatrists on a three-monthly basis to run a
clinic, and at the end of one year, because we had four
psychiatrists, very neatly for one year, we said that you
then decide which psychiatrist you want, and that's how it
started, that we run a clinic and then we put in some
additional senior psychiatric nurse time.
But over time we have had to, because of resource
constraints, we have had to limit the frequency of
psychiatrist review, and we also haven't been able to
expand it into child and adolescent psychiatry.
Q.
It's a spiritual wellbeing clinic: what does it
actually do and what services does it provide?
A.
It's very important, I think, to provide a service
that's both culturally safe and culturally sensitive.
Tagging on names such as mental health and all that, as
we've heard before, can be quite stigmatising, can be quite
difficult for people to even approach. So, in some ways
the clinic is about mental wellbeing. It is about the
connection that people feel to the land and improving their
wellbeing.
The psychiatrists in the clinic provide for
traditionally diagnostic assessment and treatment service.
The nurse provides a much more broader approach than that.
Q.
I see. Do you have workers other than psychiatrists
and nurses in that clinic?
A.
Not from the GV Health side, no.
Q.
I see. You've also, since 2012, separately from that,
run a series of consultant psychiatric-led clinics into
general practitioners?
A.
Yeah.
Q.
Briefly, what is that service and why is it important?
A.
So, one of the things that we realised was that, often
when general practitioners referred people to us, that they
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were not necessarily seeking a transfer of care, so to
speak, they really wanted an opinion as to what the problem
was and to get a sense whether they were on the right track
with the treatment or not. So we decided that one approach
that we could do was to - and these are not people who
would be traditionally taken up by a state-funded mental
health service to provide care, because they might not
necessarily meet the complexity and the risk that often
predicates state-funded mental health services care.
So, we developed a
provided in the general
through telehealth, and
anywhere between 500 to

series of clinics that would be
practice, either face-to-face or
those set of clinics now sees
700 people a year.

Q.
What proportion of your area is that able to service?
A.
So, that accounts for - because all referrals are
directed through our centralised triage, that accounts for
about 10 per cent of our referrals now. So it's a
considerable number. It has its limitations, even though
it's been evaluated and found to be well accepted by
general practitioners and patients, it has limitations in
the sense that it's purely a diagnostic assessment service,
and also that, as the EBA changes the funding that we get
through Medicare reimbursements, they no longer meet how
much we pay the psychiatrist to work there.
Q.
A.

So, its funding isn't secure?
Its funding is very insecure, yes.

Q.
But, in your assessment, is it an initiative that
provides real assistance to GPs and therefore their
patients?
A.
I think so, and the independent evaluation that the
Department of Rural Health and City of Melbourne did showed
that that's the perception by the general practitioners and
patients who attended the clinic, yes.
Q.
Can I ask you now about the prevalence of mental
ill-health in rural communities, and I want to direct my
questions generally to rural communities.
A.
Sure.
Q.
Firstly, in interpreting prevalence data, do we have
to be mindful of terminology and definition? And, can you
say what we should understand by the expression "rural" in
connection with this data?
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A.
So, as you perhaps know, rurality has been variously
defined, and when we interpret studies we have to be both
mindful about definitions of rurality as well as
definitions of mental illness and mental health problems.
So, if you go by the UN, United Nations definition,
it's any urban centre that's 20,000 people or more, and of
course we have the Australian classifications as well which
classify through metropolitan, to inner regional and outer
regional and remote and so on.
What studies from overseas show is that - again, it
also depends on the mental illness - so we often talk in
terms of a serious or severe mental illnesses, which are
often conditions such as schizophrenia, bipolar disorder,
severe depressions and so on. Then we talk about common
mental disorders or high prevalence disorders which include
mild-to-moderate depressions, mild-to-moderate anxiety
disorders and the like.
The evidence would suggest that severe mental
illnesses are probably the same or may even be more in
urban centres, perhaps even more in metropolitan centres.
The high prevalence disorders, the prevalence is more
contentious, it depends upon the study and how it was done.
I suppose the general agreement is probably there are no
significant differences between urban and rural. But
psychological distress may well be higher in rural areas.
Q.
Can I ask you for some clarification there. The
studies you've referred to, we won't discuss the actual
studies, but do you say they're applicable to Australia?
A.
I think they're mostly applicable, in the sense that,
once you nuance them and understand what they relate to, I
think in that sense they're applicable. Of course, there
are significant differences in population and so on.
Q.
Of course, and what's a good working definition of
rural community for our purposes, do you think?
A.
I would probably go with the Australian
classifications.
Q.
A.

Which is?
Which is, that goes from remoteness to metropolitan.

Q.

So, a rural community would be, what, under that
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classification?
A.
I can't tell you off the top of my head what the
definition there is, but the UN definition certainly would
say that it's people under 20,000.
Q.
You say that both the more severe and the so-called
higher prevalence disorders are about the same in rural and
metropolitan communities, but the level of psychological
distress is thought to be higher in rural communities in
Australia?
A.
Maybe higher, yes.
Q.
By psychological distress, what do you mean?
A.
So, usually psychological distress is measured by
scales that measure symptoms of anxiety or depression;
there are a number of scales, call it K10 for example or
PHQ9, and they don't necessarily lead to a diagnosis; they
are indicative that a person is distressed in some way in
their mind, and in those scales the rates appear to be
higher in studies done from rural areas.
Q.
So regardless of diagnosis, there's an experience in
the person of psychological distress?
A.
That's right.
Q.
Do you say in your statement that, leaving to one side
location by itself, factors such as socioeconomic
disadvantage are relevant contributors to the prevalence of
psychological distress?
A.
Yes.
Q.
One of the things you point out in your statement is
that there can be particular barriers for particular groups
of people in rural locations in seeking help for mental
health issues, and is one group of those, young people from
refugee backgrounds?
A.
That is right, and we have done a study locally and we
found that to be the case.
Q.
Did you find that there was a real concern about those
young people seeking assistance, particularly for early
psychosis, and that the longer the symptoms went on
untreated, there was a correlation with more complex and
severe presentations later on?
A.
That is the understanding, yes.
Q.

What were the barriers to seeking help that you found
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in your study?
A.
So, in our study we specifically looked at young
people from refugee backgrounds, and it mostly had to do
with perceptions of what constitutes a mental illness,
stigma against mental illnesses, especially severe mental
illness which was often colloquially termed as "going
crazy" and so on. And lack of accessible services for many
people from their country of origin which quite
significantly influenced how they viewed the world as to
what access would be in, say, like in a country like
Australia.
Q.
What conclusions did you draw about the steps that
might need to be taken to improve that situation for young
people from refugee backgrounds who need to seek help for
mental distress and illness?
A.
A few things, and one of the first things was to have
greater engagement with the refugee community, with greater
opportunities for mental health literacy, improving mental
health literacy, and also showing what services are
available, so it's not just about talking about them, it's
actually taking people through the services to give them a
sense of what's available.
Q.
Can I ask you what you know about the rates of suicide
in rural communities, as opposed to the metropolitan areas?
A.
So, suicide rates in Australia in rural communities is
higher: anywhere from 1.5 to 2.5 times higher, if my memory
serves me right, and it increases, the rate of completed
suicide increases with the remoteness. Most of the
increase is accounted by the fact that it's an increase in
suicide in men as compared to women.
Q.
And young men in particular?
A.
Young men but, as we have heard before, even men in
the middle - you know, from 35 to 45, that's an age group
that is particularly at higher risk of suicide, and also
older men, who are much older than that age group.
Q.
Can I ask you about the issues relating to access to
mental health services in rural communities. What
difference does rurality and remoteness make in accessing
services? Can I ask you firstly in relation to the tyranny
of distance?
A.
You know, it's a well quoted phrase, Geoffrey
Blainey's phrase of tyranny of distance. It's a huge
problem, as we've heard before from Mr Welch and community
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witnesses earlier on, that people in rural areas face
multiple problems. There is little or no public transport
in some or many areas in Regional Victoria to access long
distances.
Then there is the problem that, while car ownership is
generally pretty high in Australia, we know that as the car
ownership rates decrease with further remoteness, we also
know that, especially given the fact that rural areas are
more likely to have areas of relative socioeconomic
disadvantage, that you can expect more poor people to be
living.
So, while some people may be able to own a car, they
might find it extraordinarily difficult to actually
maintain a car, or even if they're able to maintain a car,
just to pay for fuel to travel long distances then becomes
extraordinarily difficult.
As we heard from Mr Gabb before, it takes a day by the
time you do things and go out to see somebody, and you've
effectively lost one full working day for one appointment.
So, all these are very important barriers, let alone other
issues such as mental health literacy and stigma and so on.
Q.
I was going to ask you about those two things
actually. We've heard a bit about that today already, and
in your experience, to what extent are these barriers to
help-seeking?
A.
It's mixed. As we heard before, rural communities can
also be sources of strength, they can also be sources of
where people can encourage each other to seek help, but the
very fact that I know a number of people in my own
community can also mean that I am less likely to talk about
the fact that I have a problem, as to how I might be
perceived by other people, so perceptions of stigma,
perceptions and something that's known as self-stigma where
I stigmatise myself for having a problem, can be a much
bigger problem in Rural Australia.
Studies have shown that mental health literacy per se
may not be that lower as increasing by remoteness, but
stigma and self-stigma may play a very important role.
Q.
Can I ask you about the availability of services in
rural communities as opposed to non-rural communities,
concentrating on the state-funded services.
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A.

Yes.

Q.
In your assessment, are there significant disparities
in the availability of services and, if so, what are they?
A.
There are huge disparities in the availability of
services. When we de-institutionalised in Victoria in the
mid-90s, the character of services, the types of services
that were developed, and which I thought was
extraordinarily thoughtful coming in as an outsider back in
1999, is not something that's necessarily ideally suited to
Regional Victoria.
One such service would be, for example, the Crisis
Assessment and Treatment teams. Now, they are supposed to
respond quickly in the community, not just emergency-based,
but given the large distances, it makes it almost
impossible for CAT-like services to move away from wherever
they're based to beyond the 50 kilometre areas and that is
a huge problem.
So, I think most regional services have had some
version of availability of Community Mental Health Teams;
these are often teams that work during working days; they
don't have a presence after hours, which means that at
least metropolitan services, even though we don't
necessarily offer 24/7 services, we have some services
available still over the weekend, and that is hugely
restricted in rural and regional areas.
Q.
So, apart from the availability of CAT or similar
teams, and more limited availability of Community Mental
Health Teams, are there other disparities, for example
acute inpatient beds; is the availability less in rural
areas?
A.
I believe so, and I can certainly speak probably more
in relation to GV Health. According to a letter to the
editor published by Stephen Ellison and colleagues, at the
moment Victoria has 22 beds per 100,000 population. By
that count, in Goulburn Valley Health we should be having
33 beds, this is including aged care beds.
Q.
A.

And how many do you have?
20, so 15 adult and five beds for older adults.

Q.
Over what period of time has your bed count been less
than you think it should be?
For the better part of the last decade, I would say,
A.
.15/07/2019 (10)

1236

977

R BHAT (Ms Nichols)

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

2019 public hearings

that it's been lower, and as the demand for services has
increased which has meant that there's considerable
pressure on admitting people and having a throughput,
getting people out, which then is made purely on the basis
of how risky a person is.
And also, the geographical distances are such that
it's not possible, the way it might be let's say if you
were in the metropolitan service, where people can access
other inpatient services.
Q.
Can you say a little bit more about the throughput
pressure?
A.
So, the Victorian Mental Health Triage Scale, I'll
start there, is based primarily on risk, which means that,
if a person is especially presenting with a serious risk of
either harm to one's self or harm to others, then often the
first thing that we need to do is to try and provide an
environment where that risk can be mitigated, which means
that you have to admit people, or at least provide a safe
environment.
Some of the metropolitan services, for example, have
psychiatric assessment and planning units which are
attached to Emergency Departments where you could
potentially keep people for a shorter period of time, less
than 24-48 hours at least, and then decide what you could
do next. So, with a very limited bed capacity, that's 15
adult beds in the face of demand and with no access to a
psychiatric assessment and planning unit bed and other
sorts of facilities like that, which means that you have to
make decisions quite rapidly as to how long you are going
to keep somebody there, which I think is hugely problematic
in providing care.
Q.
Is one of the problems that people can be discharged
before they're ready to be discharged?
A.
Yes, that may be the case.
Q.
There again, there are - it's not just about
discharge, it's also about providing care that's
appropriate to the type of condition that a person is
presenting with. So, what we have noticed is that often
people with more severe mental illnesses, like
schizophrenia, bipolar disorder and the like, the duration
of admission rests on the time it takes to start a
medication and the medication to start affecting them.
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But a number of other people with very complex
problems where there is a mix of alcohol and substance
problems and deliberate self-harm or suicide and other
depression and anxiety symptoms, it's not just about
inpatient care, it's also providing the care after
discharge.
Q.
Are the demand pressures on the system in your area
such that you can't always provide the level of care post
discharge that you would like to provide?
A.
It's the type of care that I think is very important.
I think that, with how demand and services have evolved, I
think state-funded mental health services are reasonably
good at providing a good assessment and managing the
immediate risks, but many people with complex problems not the severe mental illnesses that I have talked about
earlier on - need psychotherapies for ongoing treatment and
often that capacity simply doesn't exist.
Q.
What are the particular pressure points for demand in
your area?
A.
One of the pressure points is the capacity to provide
intensive follow-up across the entire catchment area; not
just limited to, let's say the local government area of
Greater Shepparton.
The other touch points are the fact that there are
limitations in how many inpatient beds that we have.
Q.
Are there particular workforce issues in providing the
extent of care that you would like to provide?
A.
One of the things I think we all have to appreciate is
that the problems that mental health services face are
hugely amplified in rural areas. So, probably what I
should do in terms of workplace is just to go back in time
a bit and just provide that historical context, if I may.
Q.
Yes.
A.
So, I think we've heard over the time of this Royal
Commission that the system is broken. The idea of being
broken implies that it's not working the way it was
intended, and when we look at how the system was
established, it was really established for caring for
people in a de-institutionalised environment. It was
really built for people who had been institutionalised, who
had been discharged from there and who might have been
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institutionalised had those institutions continued to
exist, and these are people with very severe mental
illnesses.
In these institutions there were clear roles of not
just doctors and nurses but also for allied health staff
such as psychologists and occupational therapists and
social workers and the like.
And, while I think de-institutionalisation was a
radical reform in many ways, and especially in the fact
that it brought into focus the fundamental human rights of
people with mental illnesses, I think one of the effects
that it's had is that the focus became on providing what's
known as case management, which is mostly coordination of
care. This, in my opinion, left out a highly specific
discipline skill set, such as psychology and occupational
therapy and so on, which has affected Victoria-wide in my
view, but has affected rural services even more.
So, from a workplace perspective, it's how we grow as
human beings: we go to universities in metropolitan areas,
we graduate, we fall in love, we start families, and the
pull to come back to rural areas is quite limited, which
means that the staffing levels required to attract people
to come back into rural areas is, again, quite limited and
often regional mental health services don't have the same
buffer that metropolitan services have, which means that
you get one person leaving the service that has a huge
impact because you're already so tight - I have to use a
very technical term - the redundancies in the system hardly
exist.
Q.
Are there other ways, too, in which there is less
redundancy built into the system in rural mental health
services?
A.
Yeah, I think so, and I think the capacity for rural
training is quite important and, as many rural clinical
schools have shown, you can train medical students in rural
areas, you can show that people stay back and work in rural
areas. I think the same things can be done for mental
health professional workforce as well.
In the last decade we have had about 49 graduate
nurses go through our program; 41 stayed on the first year.
I think, if they hadn't stayed on, we would have collapsed
long ago. So, it is possible to do these things, it is
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possible to train psychiatrists. We have this year
employed a first psychiatrist who was also a trainee at the
service. So, these things are possible, but they need a
lot of attention, they need localised capacity building,
not something that is distant and we can't always assume
that Metropolitan Melbourne knows the best.
Q.
On that point can we segue slightly to the role that
you think technology can usefully play in the delivery of
mental health services rurally, and can I particularly ask
you to address the issue of the need for a face-to-face,
human-to-human contact and the extent to which you say
telehealth can assist in that?
A.
Sure. I don't think I can put it more eloquently than
what Mr Gabb did earlier on. I don't see public transport
improving in Regional Victoria in my lifetime, so really
what we have to then do is try and address issues the best
way we can with the technological capacity that we do
obviously have now, and in that sense I think telehealth is
extraordinarily important, as we have ourselves shown that
it is possible to actually provide much better access,
though we are limited at the moment by providing only
diagnostic access.
I think that there has to be investment made in
technological infrastructure that connects the large
regional hospitals to these smaller rural hospitals. It's
something that we're trying to do in Goulburn Valley Health
now, which means that what we could do is, as we've heard
before, we can not only look to provide urgent video
triaging but also video assessments, but this then has to
be done with somebody at both ends so that the person,
let's say sitting in Seymour or Kilmore is not alone, they
actually have somebody that they know, that they're in the
process of assessment, or at least they're there at the
start or towards the end, just to make sure that things
have gone well.
Q.
You might have been going to answer my next question,
which is, by way of example how would that work and what
kind of staff person would you have sitting with the person
who is receiving the assessment by remote?
A.
Look, I think to some extent it would depend - again,
this is speculation on my part, I don't have any evidence
to show that this works, because the only evidence we have
is from a non-emergency situation, which is in a general
practice clinic, and there what has worked really well is
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1240

981

R BHAT (Ms Nichols)

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

2019 public hearings

for the general practitioner to come in with the patient at
the start, to introduce the patient, to have that initial
discussion, then leave so that the psychiatrist and the
patient can have a discussion and decide on where to go.
I think in at least urgent situations it is still
possible to replicate this, but that will require much
greater collaboration between the large regional hospitals
and the smaller rural hospitals so that you have staff at
both ends and you can actually build capacity.
What we will need to perhaps do this is to layer this
with other models of capacity building, and one of the
models that I have quoted in my statement is the so-called
Project Echo which started in the United States and it's
really focused on people with severe hepatitis and hepatic
failure in the context of hep C infections. That's now a
major model and Professor Ed Ogden has now introduced that
to the mental health service as well, so we have a
connection with St Vincent's Hospital and we participate in
this model.
It's a highly structured way of learning, and everyone
learns, everyone teaches, and that's the motto of the
program. So, if you layered a clinical service degree with
an educational model, you are much more likely to get
synergies much more likely for capacity building, for
fine-tuning the service so that at least people then don't
have to travel all the way from, say, Broadford or Wallan
to Shepparton, they could go to Kilmore or the nearest
smaller rural hospital and have that linkage.
It will take time but I do believe that the technology
exists, the understanding of capacity building exists that
can make it possible, yes.
Q.
We've asked you to reflect on the development of the
system as it was in the 1990s and you referred to that a
bit earlier.
A.
Yes.
Q.
What is your opinion about the way the population
needs have changed, and I'm speaking now about Victoria
more generally - - A.
Indeed.
Q.

-- since de-institutionalisation in the 1990s.
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A.
As I said earlier, the system that we have today was
something that was designed for de-institutionalisation.
It was designed for effectively the care of people with
serious mental illnesses, and since 1994 a lot has changed,
we have added nearly 2 million more people in Victoria, so
the population itself has expanded considerably.
What has also changed is the types of problems that
people are presenting with. So, the structure of services
that was designed was designed keeping in mind people,
let's say somebody suffering from schizophrenia, and one
might reasonably expect that this person will have
difficulty in adjusting to a life, that they might have a
crisis and so on, so you had Crisis Assessment Teams, you
had Case Management Teams, you had Mobile Support Teams for
those who were very unwell and who were not taking their
medications and needed a lot of support.
But in the two references that I've given of
presentations to emergency departments, what we have seen
is a compete change in the type of presentations that
people come with. So, there is this extensive study,
Victoria-wide study that looked at so-called paediatric
presentations, that is 0-19 years, as well as a study from
four Emergency Departments, three or four in Melbourne, and
both effectively showed that mental health presentations
for mental and behavioural disorders due to drug and
alcohol and so-called stress and anxiety disorders, along
with suicidal ideation and suicide attempts, now account
for well more than 50 per cent of all presentations.
Q.
What does that tell you about the needs that the
system has to now serve and how it should be different?
A.
We know from work done outside of Australia that what
clinicians are telling us is not inaccurate. It takes
anywhere from one to two and a half hours to do an
assessment, a psychiatric assessment in, let's say, the
Emergency Department.
So, what this has done is that, when the rate of
presentation for these complex mental health problems has
increased, a lot of effort goes into doing an assessment,
documenting the assessment and having a treatment plan, or
at least the risk management plan.
In this time the core mental health services, which
are the crisis teams and so on, the funding has not
.15/07/2019 (10)
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necessarily increased, both human and financial resources
haven't really increased. Which means that now they're
dividing their time between the new demands and they, in my
view, have less time available to do what they were
designed to do, and this then creates this difficulty in
providing ongoing care to a whole lot of people.
Q.
So, what is the gist of the limitation you're now
discussing? Is it the assessment teams not having adequate
time to do what they have to do or something different?
A.
It's both. So, we have services that have - what has
happened over time is that - I'll probably step back to
nuances a bit. I think my senior colleague, Dr Ruth Vine,
about a week ago showed this graph about the number of
reform items and things that have happened. I think one of
the points I make in the statement is that there has been
no whole-of-system review which has meant that, whenever
there have been problems or whenever there have been ideas
which may have been very good ideas at the time, they have
been picked up and addressed without necessarily
understanding the whole-of-system impact.
Q.
Yes.
A.
So, when we say assessment teams, now often in rural
areas, for example, assessment teams are typically also
done by rosters, which means that you have people who do
their regular ongoing work, they're rostered into the
assessment teams as well, and there are limitations in how
long people can work and what safe working hours are and so
on. So, when people work and a lot of attention is paid to
assessments, then often there is no workforce extra left
that could do other work as well, which is follow-up of
people and providing ongoing care.
So I believe this has affected the services in this
way, that you have very finite time, it's being divided
into work that is much more than what was anticipated at
the time of the institutionalisation, and the type of work
that was anticipated at the institutionalisation.
Q.
Are you saying that at a system level there needs to
be a more sophisticated understanding of the types of
demands on the system, not just numbers, but the types of
problems that people have and the way in which the parts of
the system work together?
A.
That's it, you've put it better than I have, thank
you.
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Q.
No, I don't think so, Dr Bhat. But, are you also
saying that, since de-institutionalisation, when particular
parts of the system have been examined, they've been
examined for improvement in a piecemeal way?
A.
Yep.
Q.
And the consequences of that have been?
A.
The consequences I think have been twofold: oddly
enough and ironically enough, one has been a fragmentation
of services which has meant there are smaller services or
issues that have been funded for that address a particular
problem, and I think, if you look at that problem alone,
many of those services do indeed do that.
The other thing ironically that's happened is, loss of
specialisation of what I would call an integration, I
suppose. So, many of the services that used to exist, for
example, Mobile Support Teams and so on, I am told in
Metropolitan Melbourne they no longer exist because there's
been such pressure to get the work done, so to speak, that
services have cut down what they have to offer.
But what it does really is that it affects the people
who are the most vulnerable, who don't necessarily have a
voice.
Q.
One of the things you mentioned earlier in your
evidence today was the interaction between alcohol and
other drug problems and mental ill-health. You've said in
your statement that:
"Area mental health service programs were
well designed but the overall design didn't
adequately consider the needs of people
with both serious mental illness and
alcohol and drug use disorders. Decisive
action needs to be taken to cease the
separation of those two streams."
What are the fundamental points about ceasing the
separation of those two streams? What needs to happen in
your view?
A.
At one level it's very simple, these services need to
be brought together, and that of course is easier said than
done. There are complexities in terms of how services have
evolved, but I think that's the start, that's the
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discussion that I feel we should be having: to say, these
two so-called separate problems are so intimately related
that we need to look at how to bring them back. So, I
don't really have an answer of how to do that, but I think
we should be having those discussions.
Q.
It should occur.
about funding.
A.
Yes.

You've also made some observations

Q.
And you've said fairly directly that funding should be
activity-based. Why is that?
A.
I think we have to move somewhere. As previous
witnesses have indicated over the last week or so, the
funding for mental health services was so-called input or
block-based. Looking at the framework documents from 1994,
it was very thoughtful for the time and very thoughtfully
considered, and adjustments were made for socioeconomic
disadvantage and rurality and so on.
But the fact remains that mental health services
continue to remain the so-called Cinderella of services,
they don't get funded to the same extent as acute medical
health or health services are, and the problem with block
funding also is that it may not necessarily match activity,
which increases over time, which is what has happened with
acute health services, that as activity has increased,
funding has at least kept somewhat in step with the
increase in activity.
that
it's
been
it's

So, I think that it's vital, and also what happens is
block funding services does not necessarily mean that
transparent over a long period of time. It would have
very transparent at the start, but as time progresses
no longer transparent because things change.

So I think that it is vital to move towards some sort
of an activity-based funding with some kind of loading
but -Q.
When you say "loading", is that what you
locale-based funding?
A.
Indeed, indeed. You know, we have to be
just as the people who went through the
de-institutionalisation process had some idea
economic disadvantage. I think we need to do
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But ultimately, I would say this: that the system will
develop people by the metrics that it's been measured
against. So, for example, if you're going to measure
against a system's cost efficiency, then you will get
people, managers and whatnot, who will be highly developed
in their cost management skills. You evaluate a service on
the basis of processes and process indicators, you will get
quality and safety people who will develop from that
perspective.
I think that, if we are to go with the spirit of the
Mental Health Act and where we are going with the Charter
of Human Rights and the function of this Commission, and if
we're saying, no, what matters to us is outcomes as to what
people become: do they flourish in their lives? Do they
have a roof over their head? You know, are they working,
the kind of work they want to do? Do they have an intimate
relationship? If these things matter, then we can't keep
on doing activity-based funding. Ultimately we have to
say, hey, what matters to us is outcomes of people, are
they living healthy lives?
I think if they're going to get measured with that
metric, you will also develop individuals within the system
who will not just count the money, who will not just count
whether the processes are being followed, they will
actually see how many people are getting better, and are
they leading productive, flourishing lives?
Q.
So, you would say, at least funding in mental health
should be activity-based whether loading for locale -A.
Yes.
Q.
-- but real consideration needs to be given to moving
towards outcome-based funding?
A.
Eventually, yes.
Q.
Can I finally ask you this: you have made an
interesting observation in your statement that you:
"... doubt that any change will bring about
lasting improvements."
A.
Q.

Which I think is a response to our question?
Yep.
"... simply due to our limited human
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capacity to apprehend complexity and
predict the future, but we can shape the
future by ensuring that any change to the
system is undertaken with a clear statement
of expected outcomes which has an end
date."
And you've said that:
"We need to be agile in implementing our
changes."
Can you say what you mean by that?
A.
Look, I think we can think that we are in the midst of
a Royal Commission, that we've got all these people, we've
got so many submissions, we can easily fall into the trap
of thinking that we have all the answers. I think we
should not. I think that the future is inherently
uncertain. It's not like a roulette machine where the odds
are known and we can predict what's going to happen, it's
inherently uncertain.
So, I think that we should be careful about saying
things like lasting changes and so on. I think that we
should design a system for the realities that we know
today, but I think that we should develop a system that is
reflective, that is adaptive, that is responsive, that is
data-informed.
We have an antiquated so-called patient administration
system in mental health. We don't have a common electronic
medical record for example. Now, they come with a lot of
problems, but, for example, in rural areas I think
electronic medical records are critically important.
Now, if you have these things, and if you have a
system that does not wait for another two and a half
decades before having another Commission, another review,
and that says that, let's say every five years or every
10 years, we are going to do a system check and we're going
to see what that reality looks like for that point in time,
and then adjust systems so that it's not addressing one
problem, it's actually - it may still address one problem,
but it says this is what the system-wide impact is going to
be.
One methodology for doing that is what I have quoted
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in my evidence, is this implementation program called Agile
Implementation, unsurprisingly developed by a geriatrician
who are much more used to complexity than people in other
parts of medicine - I shouldn't deride my colleagues, but
geriatricians are comfortable with complexity.
So I think systems should be designed so that they're
capable of checking at regular points in time. I think we
would fail in future if we didn't do that. I think that,
depending upon what we do, we should account for it. So,
for example, it may be services for the complex mental
health problems that people, we all suffer from today, but
it can also be about preventing.
One of the things that I have talked about in my
statement, is that, a lot of the complex problems have
their root in childhood, and we now have very good evidence
that adverse childhood experiences that can range from
neglect and bullying, to horrendous abuse, all lie at the
root of problems that we see in youth and much beyond that.
I think we also need to develop systems that look to
mitigate, because the evidence for mitigation in the
earliest years, that is, from the time of pregnancy to the
first five years, we have good evidence now to show that we
can make a difference.
So, I think it's designing based on the evidence we
have today. It's a system that I would say has scientific
temperament. By science, one doesn't have to mean that
it's all very cold; science means that we are capable of
critically examining what we're doing and we make funding
decisions based on that. So, if something is not working
we should also have the courage in a future system to say,
we will stop funding this, which we don't do these days,
and we rely on services to close some of their programs
based on funding pressures.
So, I think we need an adaptive, responsive system
designed for current realities but will check on itself
over time.
Q.
So, the adaptive responsive system needs to have an
inbuilt capacity for self-review across the entire system
on a regular basis?
A.
Exactly right, yes.
MS NICHOLS:
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any questions?
CHAIR:

Professor McSherry.

COMMISSIONER McSHERRY:
Q.
Dr Bhat, thank you very much
particularly for your statement with all the references in
it, we're working through all that. Can I take up that
last point about the clear statement of expected outcomes
in changing the system which has an end date. What would
you envisage in terms of an end date, you've spoken about a
self-review every 5 or 10 years, is that what you're
picturing?
A.
In a manner of speaking. I mean, what I mean is that,
if we are to go by, say, evidence-based services for which
we have evidence at the complex level, then we should be
able to specify what outcomes we are hoping to achieve, and
we would also have a sense to say how long it might take to
actually achieve those outcomes. And I'm not saying that
outcomes necessarily have to be achieved in a year, it
might take 5 years.
I think we should have a system that says that, if we
provide this service, then we expect these outcomes of the
service providers, say in 5 years' time, or maybe in
10 years' time. And, if those outcomes are not achieved,
then we should have the courage to say, maybe we were
wrong; maybe we were wrong to think that worked and we
change our plans. That way, at least we are proactive in
thinking about what we want rather than being reactive to
problems.
COMMISSIONER McSHERRY:

Thank you very much.

COMMISSIONER COCKRAM:
Q.
Thanks, Dr Bhat. You
mentioned it as you were coming to a close in your
statement today, but in our consultations and in our
previous hearings, we've heard a lot about the capacity of
rural systems to access Child and Adolescent Services and
Youth Services for young people in these communities.
Can you make a comment about some of the barriers and
what you think might be some of the solutions?
A.
I think barriers exist across the system, to start
with, again trying to take a historical context, is that
Child and Adolescent Mental Health Services, they did not
receive the same type of thoughtful planning that the adult
mental health services, or even the aged mental health
.15/07/2019 (10)
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services received at the time of de-institutionalisation,
because I think there were no institutional reference
points for that, and some of the reference points that did
come, came from child guidance clinics, and the CAMHS
services as they're called, they adopted a model of care
which was suited to certain groups of people, and I think
in the first decade it became quite clear that it actually
didn't help people, help kids who had the most severe
needs, and I'm specifically talking about children in
out-of-home care, which I think resulted historically in a
fragmentation of CAMHS services.
So, as you might know as Commissioners, that take two
was created really as a therapeutic arm for children in
out-of-home care, and what that meant was that there was a
further depletion of CAMHS services. Now, again, as has
happened with other services, you take metropolitan
services, all those problems amplify in rural areas. So,
you have services that have depleted, now in many services
there was simply no capacity to provide adequate care.
The second barrier I think that has shaped CAMHS is
that, it's not easy to have child psychiatrists available
for rural CAMHS services, and this is not just about
Victoria, it's been a problem throughout Australia, which
has meant that, without having an adequate number of child
psychiatrists it's not possible to develop a local training
program; and, if you don't have a local training program,
then you can't provide that multi-tiered services that you
could provide.
The third big issue is that, the way it was designed
originally, that none of the rural and even ultimate
reporting services would have child and adolescent mental
health beds. which again, there is a problem there in the
sense that, you know, you can't have large inpatient units
because you may not have the capacity to even run them.
But at the moment the difficulty is that, say, for
example, if a 15-year-old presents to the Emergency
Department of many rural services, they may not be able to
be put into the metropolitan services that they link into
that night, which means this 15-year-old kid has to now
spend time in an Emergency Department until a bed becomes
available, or even end up in the paediatric unit where
there is no dedicated capacity to manage the types of
problems that this 15-year-old might present with.
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So, I think it's, across the spectrum all these
problems get amplified in rural services. What's then
happened is that, while in recent times there has been some
effort to improve capacity through CAMHS and early action
in schools, for example, focusing on very young children in
the school system, it's not for the entire age group.
My colleague, Dr Vibhay Raykar, who used to be the
Clinical Director of our CAMHS, has recently come back from
a sabbatical at Tulane University where they have the
Tulane early childhood collaborative program and a number
of other programs. Now, what they have done to address
this problem is that, you see, by the time a 13-year-old or
a 15-year-old comes with a severe enough problem, as per
the Victorian mental health triage scale, it's already too
late in many ways.
What they have done in Tulane is that, instead of
having this stepped care or tiered approach, they have
actually brought services together. So, you have the equal
end of CAMHS services, that's the child psychiatrist and
mental health clinicians, actually sit in regularly with
paediatricians and mental health nurse and child health
nurses, what they call as kerbside consultations: they
provide support, they provide secondary consultations, they
actually see people so that you don't actually wait for a
triaging system to pick them up; they pick up children
early and then they provide treatment and care. So, I
think we need to rethink all these things so that we can
actually make a difference.
We have heard a little about this issue about the
intergenerational problems as well. One of the other
things that the Tulane collaborative does really well is
that often, especially for children in out-of-home care,
their parents may not know how to parent, or they
themselves may not have had models of how to parent, and
they have something that sounds deceptively simple, like
parenting programs, and these seem to have a big effect as
well. These are the kind of mitigating factors I think
which - well, we have models that seem to work. The Tulane
model has now been adapted in many ways in at least a
couple of sites in the UK, for example, so we know that
these things are possible that can mitigate effects and
improve care.
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COMMISSIONER McSHERRY:

CHAIR:
Thank you, Dr Bhat, for your comprehensive
evidence. There's just one issue I wanted to follow up a
bit on that. We've heard in the course of today's hearings
but also in other hearings and consultations we've done,
that sometimes people in Rural Victoria have this really
difficult choice: either stay in the community with the
supports around them of family and friends in their own
home and especially for younger people, or transferred to
Melbourne to get access to specialist treatment and
support, and I think we also even heard this morning about
the challenge.
So, even in a redesigned future, you can conceive that
there may well be people in Rural Victoria who will elect
to stay in their community, get help from their local
services and their GPs, prefer for example to be in a
general paediatric ward or a general hospital rather than
transfer.
How do you think, in this redesigned system, we can
provide better support to those carers who consumers are
electing to have provide their ongoing care rather than
move away or have to travel great distances to get that
support?
A.
I don't have a simple answer; I can't even think of an
answer, to be honest. But I think, if we develop
capacities within the large regional hospitals in Rural
Victoria, and if we develop capacity of very strong
linkages and relationships between large regional hospitals
and smaller rural hospitals, and if we capacity build at
each level, and if we use things such as telehealth as an
add-on capacity to this, I think that it is possible to
make a difference.
Now, I know that, while rural services have
historically faced considerable challenges in recruiting
psychiatrists, for example, to their services, I know it is
possible to do that. I know it is possible to provide an
environment where people do want to come. I know it is
possible to develop a training program.
But, to use a phrase, it's all on the edge of failure.
It needs one person to lead, it needs one thing to go wrong
that it collapses. Just to give you one example in raising
capacity: so, Shepparton is home to the Department of Rural
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Health of the University of Melbourne, which means that we
train medical students there. When medical students finish
their training they need to do an internship. Now, there
is obviously some capacity for an internship, both at GB
Health and at another program called the Murray to Malvern
program. So, we can get people there.
After that we can provide the full five-year training
in psychiatry at Shepparton but not other disciplines. Not
everyone wants to do psychiatry, so then the issue is that,
what do we do in terms of providing training opportunities
in regional areas so that people train there?
We know that if people train there the chances that
they stay back in those communities is much higher, okay.
So, I think if we think about the system broadly and see,
this is the workforce that we need, I think we can get
people there.
Simultaneously, if we build these linkages between
health services and we provide opportunities for people to
do the type of work they would want to do; now, what I mean
by that is that when we had de-institutionalisation the
idea was to have these so-called case manager loads.
The thing with case managers was that they were not
necessarily there to provide therapeutic work, they were
there to make sure that people got the work: the question
is, where from? Because then you do not have many teams,
and in rural areas this was a particular problem, that
don't necessarily have psychologists, there is no way of
attracting psychology because of a whole range of issues.
And so, if you created a system where you would have
capacity for people to do what they were trained to do and
you encourage that, again you're providing incentives for
people to work, which is why I come back to the idea that
what we should be expecting from people is, these are the
outcomes we want from you and from your work; not whether
you've ticked off on all 100,000 processes, whether you've
done that or not. So, I think we have to have a system
enablers that allow people to do the work that they're
trained for and we support them.
Rural areas in particular have problems of
professional isolation as well, and again, technology can
be provided. So, as I indicated in my statement, I am now
.15/07/2019 (10)
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back to being a student, I am a PhD candidate, and my
supervisor is from Melbourne and she had gone off overseas
and she supervised me over an iPad from tens of thousands
of kilometres away, so it's possible to do that.
So, we already have the enablers that reduce
professional isolation, but we need to think about all
these things, which means that we will have to have a
collection of people who will think about all these things.
Sorry if I've wandered off.
CHAIR:

Thank you very much.

MS NICHOLS:

May Dr Bhat be excused, please.

CHAIR:
Yes. Thank you very much for your evidence today,
Dr Bhat, and for your comprehensive witness statement.
<THE WITNESS WITHDREW
MS NICHOLS:
Chair, is it convenient now to break for
lunch until 2 o'clock?
CHAIR:

Yes, thank you.

LUNCHEON ADJOURNMENT
UPON RESUMING AFTER LUNCH:
MS NICHOLS:
Commissioners, the next witness is Dr Alison
Kennedy, I call her now to give evidence.
<ALISON KENNEDY, sworn:

[2.05pm]

MS NICHOLS:
Q.
Dr Kennedy, are you a Research Fellow at
Deakin University's Department of Health and also at the
National Centre for Farmer Health?
A.
So, it's actually the School of Health, School of
Medicine in the Faculty of Health at the National Centre
for Farmer Health.
Q.
Thank you. Did you earn your PhD from the University
of New England in 2016 studying the impact of bereavement
following suicidal accidental death on farming families?
A.
Yes.
Q.

With the assistance of the Commission's lawyers, have
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you prepared a witness statement in relation to the
questions on which we've asked for your opinion?
A.
Yes, I have.
Q.

I tender the statement. [WIT.0001.0044.0001]

CHAIR:

Thank you.

MS NICHOLS:
Q.
Dr Kennedy, can I ask you firstly to
tell the Commissioners, what is the National Centre for
Farmer Health?
A.
So, the National Centre for Farmer Health is a
partnership between Deakin University and the Western
District Health Service and our role is to support the
health, wellbeing and safety of farmers, farm workers,
farming families and the farming community.
Q.
What sorts of programs does it deliver?
A.
So we do that through a combination of research,
service delivery and education and information provision
through our Farmer Health website.
Q.
Can I ask you about the prevalence of mental illness
in rural communities as compared to metropolitan areas.
Generally speaking, what can you say about that?
A.
So, the current evidence suggests that there isn't any
great difference between metropolitan and rural areas in
terms of diagnosed rates of mental illness.
Q.
Is there anything to suggest that, nevertheless, there
are high levels of psychological distress in rural
communities?
A.
Yes. So, evidence would suggest that there are
particular things in rural and farming communities that may
contribute to levels of psychological distress.
Q.
Is it also the case that there is a higher rate of
suicide in rural and farming populations as compared with
metropolitan populations?
A.
Yes, that's true. Rural suicide rates are estimated
around about twice that of metropolitan areas. The
evidence around farmer suicide rates is a little bit
uncertain and variable.
Q.
Is there anything sufficiently positive that you can
say about that?
A.
So, the evidence currently that we are relying on
.15/07/2019 (10)
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really comes from Queensland and it's the most recent
evidence. So, that suggests that there's up to twice the
rate of suicide in farming populations compared to the
general population; however, that is very variable
according to different regions.
Q.
That data's from Queensland and you've relied on that
because there's no Victorian data presently available?
A.
Correct. We are currently working with the Victorian
Coroners Court to help gain a better understanding of
farming-related suicide in Victoria.
Q.
Thank you. Can I ask you about what is known about
the risk factors for increased mental illness in rural
communities, starting with the lack of access to
appropriate services.
A.
Yes. So, in rural communities obviously there are
less services available and that's sort of across the board
when it comes to mental health: so, from psychiatrists,
psychologists, GPs, mental health nurses, all of those are
less in rural areas.
Where services are available, they're not always
appropriate services. Particularly, there may be service
providers who don't have an understanding of work and life
within a rural farming community, and that's often very
important to build rapport with a client, is to have that
understanding of the situation that they're in, so when
that's not available, the services aren't always
appropriate for that individual.
Q.
Have you done any research on the means by which
better understanding of farming life can be gained by
health practitioners?
A.
Can you repeat that question?
Q.
Yes. Does your research say anything about the means
by which health practitioners can gain a better
understanding of farming life and its relationship with
mental health factors?
A.
Yeah, definitely. So, one of the programs that we
offer at the National Centre for Farmer Health is
agricultural health and medicine training, and that
actually is a means by which we're able to provide health
practitioners with cultural competence and knowledge of the
risk factors that people face in farming communities when
it does come to health, wellbeing and safety.
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Q.
To what extent has that program been rolled out across
Victoria or taken up in Victoria?
A.
So, I couldn't give you the exact numbers, but the
education program is now in its 10th year and there's a
couple of different units that we run as part of that
graduate certificate. So, there's an intake of around
about between sort of 15 and 25 people per year in those
units.
Q.
Is that education program directed to general
practitioners or other clinicians as well?
A.
It's a range of health practitioners; so, a lot of
nurses, allied health specialists, GPs, but also people
working in agriculture, so vets, agronomists, those sorts
of people as well.
Q.
Are there what you call environmental and situational
factors that present themselves to people in farming
communities that present risks for mental ill-health?
A.
Absolutely. So, there are I think a range of
situational factors. We know that rural communities on the
whole are shrinking, so there is less social contact.
Farms are getting larger, they're getting more mechanised
so there's less labour in a farming business, which again
affects that social contact.
Exposure to environmental extremes, so bushfires,
droughts, those kinds of things can have psychological
distress factors associated with them. People moving away
from the rural community: so, not only do we think of
relationship breakdowns as affecting psychological
distress, but when children, for example, move away from
the farm for work or education elsewhere, also that lack of
connection can have a psychological impact as well.
Q.
There's a factor that you've referred to in your
statement called "Acclimatisation to Risk", can you explain
what is meant by that?
A.
Yes, certainly. So, in farming families, particularly
from a very young age people are exposed to risk-taking
behaviour. So, we see children helping out on the farm,
being involved in machinery, livestock, riding motorbikes,
horses, so those sort of everyday factors in farming just
become part of everyday farming life. So, while they are
inevitably risky activities, people no longer sort of see
them as risk-taking, it's just part of everyday life in
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farming work.
Q.
Those factors and others are risk factors for the
development of mental ill-health. How do they relate to
the rates of suicide in rural communities, if you can say?
A.
There's some theory around acclimatisation to
risk-taking as a precursor to suicide. So, it makes that
journey - once somebody is in a place where they are
considering taking their life, it actually makes that
journey that little bit easier when people are acclimatised
to risk-taking, particularly in farming communities where
there is also access to means, so an accumulation of
factors can lead to suicide.
Q.
In the study of the contributing factors to suicide,
is an accumulation of factors particularly important?
A.
Absolutely. I think, suicide is always incredibly
complex and it's never just one single factor that leads
somebody to take their own lives.
Q.
Can I ask you about the role that stigma plays in
help-seeking for mental illness in rural communities.
A.
Yes. So, stigma is definitely a factor that's not
only been found to increase the risk of suicide, but it
also decreases help-seeking behaviour. Stigma can lead to
feelings of shame, feelings of guilt, and we know that in
small rural communities where anonymity is often quite low,
the stigma that's associated with poor mental health can
inhibit people from seeking help. They may find that the
only mental health professional they have access to is also
a parent at the local primary school with their own child,
so that fear of lack of confidentiality perhaps and lack of
anonymity is an issue.
Q.
In the context of research on suicide, how is stigma
understood to play a role in suicide itself?
A.
Well, stigma, as I said, it socially isolates people,
it stops people from seeking help when they feel that they
need help. I can draw on an example of somebody that was
part of my research and he explained to me that, even
though he felt that he really needed assistance from a
mental health professional, he felt that if he put up his
hand and said that he wasn't coping and he did need some
help, he had a fear that he would actually lose the trust
of the people hiring him in his agricultural contracting
business and he would actually lose his business because of
that, so he remained silent and in incredible emotional
.15/07/2019 (10)
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pain.
Q.
So, with that background, what do stigma reduction
programs aim to achieve in relation to reducing rates of
suicide?
A.
So there isn't a whole lot of evidence around stigma
reduction in relation to suicide specifically, so we're
really drawing on evidence that comes from mental health
stigma at this stage and trying to understand that better
in relation to suicide. Sorry, can you ask the question
again?
Q.
I'm asking you about the role that stigma reduction is
understood, or at least theorised, to play in reducing
rates of suicide.
A.
So, in reducing stigma, we're really aiming to
encourage people to speak openly about their experiences
and to seek help, and to I guess make sure that people
realise that they are not the only people experiencing
these feelings, that there is help out there, and it's
appropriate and acceptable for them to actually ask for
that assistance and seek that assistance.
So really, not to normalise, but to really validate, I
guess, people's experience by reducing that stigma.
Q.
Is the essential premise that, if stigma is broken
down, people will be in a better position to seek help when
they need it?
A.
Absolutely.
Q.
You've used a concept in your witness statement of
"suicide literacy", can you explain what that is?
A.
So, suicide literacy is knowing about both the risk
and the protective factors around suicide and suicidality.
Q.
What do you mean by "protective factors" in this
context?
A.
I guess one of the examples, if we think of a Suicide
Literacy Scale, that's a series of 12 statements that are
either true or false, and so, if we think of some of the
items on that scale one of them is that people can change
their mind rapidly when they are considering suicide.
So, the fact that, you know, having a conversation,
being able to provide people with support, can actually
allow them that space and that time and that support to
.15/07/2019 (10)
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change their mind.
Q.
Can you just go back a step. What is the suicide
scale to which you're referring?
A.
So, that's the Literacy of Suicide Scale, so that's a
validated tool that's been developed to measure suicide
literacy.
Q.
So, is suicide literacy something that is understood
in relation to people who may be contemplating or
attempting suicide, or is it more of a population health
measure?
A.
Yes, it's much more broad, so it's more of a general
assessment tool.
Q.
If we can zero in on the more individual level, how is
it that having better suicide literacy is understood to
help people who may be at risk of attempting suicide?
A.
So, I guess it helps them identify the risk factors,
but also perhaps enables them to identify the pathways to
support.
Q.
I see. Could I ask you about the projects that the
National Centre for Farmers Health has undertaken.
Firstly, the Ripple Effect, and that was a digital
intervention project. How did it work and what was it
intended to achieve?
A.
So, it was a project that was initially aimed at males
in the farming community aged between 30-64 years who had
been touched by suicide in some way. So, that may be that
they had thoughts of taking their own life, that they've
attempted to take their own life, that they were bereaved
by suicide, they may have been a carer for somebody who had
attempted suicide, or felt that they had been touched by
suicide in some other way. The intervention was designed
to try to reduce the stigma that was associated with that
suicide experience.
Q.
Did that work in two ways: firstly, by asking
participants to complete a survey about their own situation
and their own beliefs, and then presenting them with
material tailored to their specific circumstances?
A.
Yes, that's correct.
Q.
You described the material as including postcards,
videos of people talking about their lived experiences, and
I'll just stop there. The postcards and the videos, did
.15/07/2019 (10)
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they have in common that they were messages from people
about their own life experiences?
A.
Correct.
Q.
What's important about that aspect of the material?
A.
So, that aspect of the material gave people an
opportunity to share their own experiences and also
identify some of the strengths that they had drawn on or
the positive messages that they could share with others in
an effort to reduce further suicide risk in the community.
Q.
You also presented videos of health professionals and
stigma experts.
A.
Correct.
Q.
In short, what was the substance of that material?
A.
So, that material was really I guess presenting
information about stigma, about help-seeking, about
self-care and wellbeing, but was presented very much from a
farming perspective, so these were professionals who had
knowledge of farming work and life.
Q.
You also presented material about topics such as
having safe conversations. What does the expression "safe
conversations" mean in this arena?
A.
So, we want to encourage people to speak about their
experiences but, in what we call a safe way. So, not to
talk about method, not to be sensational in the way that
they speak about suicide, but to make the conversation
about suicide real and approachable in people's lives.
Q.
There was a very significant uptake for this project
in rural communities; is that right?
A.
Yes. There is an amazing passion in rural communities
for improving mental health. I think, given that
communities are small, social networks are quite tightly
entwined, we generally find that there's very few people in
rural communities who haven't been touched by suicide or
poor mental health in some way, so there is a real passion
for improving that and reducing suicide risk.
And so, as part of The Ripple Effect we called for
expressions of interest for a steering group, and we had 15
places to fill, but we ended up with a lot more people than
that applying and expressing interest in the project, so we
ended up creating community champion roles in addition to
the steering group, so we had around about 60 people who
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came on board as community champions, so we were able to
provide - to offer them some education around The Ripple
Effect project, provide them with communications materials
and support them to bring that to their community and share
the information about The Ripple Effect project.
Q.
The evaluation of this project showed that, of itself,
it didn't reduce stigma and, why was that?
A.
So, we measured stigma reduction. As you were saying
earlier, people did a survey at the beginning of their
involvement and also once they'd completed their
involvement, and so, we measured, using the Stigma of
Suicide Scale, we measured stigma at the beginning and at
the end of their involvement.
And so, by using that tool, we weren't able to show
that there was a significant reduction in suicide stigma.
However, when we looked more closely at the postcards and
the outcomes of the digital storytelling workshop, and also
in the personal goals that people set as part of their
involvement in The Ripple Effect, we were able to see
behavioural indicators of stigma reduction through that
process.
Q.
What do you mean by "behavioural indicators of stigma
reduction "?
A.
So, things like increased willingness to seek help,
willingness to have conversations, difficult conversations
around emotional issues and mental well-being: yeah, those
kinds of things which are indicative of stigma reduction.
Q.
What were the key features of that program that, in
your assessment, contributed to that outcome?
A.
I think it's probably a combination of a range of
different features as part of that intervention, but
certainly the digital stories were incredibly powerful in
conveying that, and we've gone on to use digital stories in
more of our work because they've been a really great tool,
not only for the person creating their own story - we've
seen measured stigma reduction just by the creation of your
own story - but also being able to share that with the
broader community and increase awareness and empathy
towards others; as well as, I guess, encourage action in
people watching the stories.
Q.
So, is the essential idea that the person who tells
the story will have their own stigma reduction, and it will
.15/07/2019 (10)
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help them as well as helping the recipients of the personal
story?
A.
That's absolutely right. We found that, through the
storytelling process, it was quite cathartic for people on
the whole.
I remember, one woman was telling me at the end of the
storytelling workshop, she said, "It feels like a weight
has been lifted off my shoulders. I've had this sense of
guilt about my husband's suicide death and I've realised
through this process of telling the story that it wasn't
actually my fault."
Q.
That is a digital intervention.
Beyond Blue's STRIDE initiative?
A.
Correct, and funded --

Is it part of the

Q.
And was it funded by Beyond Blue?
A.
Funded by Beyond Blue through donations from the
Movember campaign.
Q.
The digital aspect of it: what are the positives of it
being a digital intervention?
A.
The biggest positive of being a digital intervention
is the potential reach that it can have. We know that,
particularly in rural areas, often people don't have
exposure to these kinds of things on a face-to-face basis,
but having it in a digital mode meant that potentially a
lot more people could reach that.
Also the way that it was designed was so that people
could access it from their telephone - sorry, a smartphone,
on a tablet or on their laptop and be presented with just
as good an image.
It was also adaptable in terms of the quality of
people's internet connection. So, for example, if people
were looking at one of the videos but they didn't have a
great connection, they were still able to watch the video
but it would have been in a lower resolution.
Several of the videos, not the digital stories, but
the expert videos also had text. So, if people were unable
to watch the videos, then they could at least read the text
there.
Q.

Thank you.
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Gate campaign, that's a funded series of social events.
What's the idea behind that project?
A.
So, it has a couple of different components, but Look
Over the Farm Gate, by its very name I guess, is designed
to encourage farming communities to look after their own
wellbeing but also to keep an eye on their neighbours and
support the wellbeing of others in their community.
Q.
What aspects of that program were important, do you
think?
A.
I think the whole of the program has been really
important. There was two significant components of Look
Over the Farm Gate: so, one is social gatherings. So,
small grants were available to community groups to run
social gatherings with a mental health aspect to those.
So, that could have been having somebody come and speak
about mental health or providing resources, but very much
focusing on bringing people together and to socially
connect people.
The other aspect was, there's been a series of
community workshops, so they're interactive workshops, to
raise awareness and to encourage people to develop skills
and confidence to support their own mental health but also
to support the mental health of other people in their
community.
Q.
What kind of feedback have you had about the Look Over
the Farm Gate program?
A.
So, the part of the program that the National Centre
for Farmer Health has been mainly focused on are the
workshops, and we've had really strong feedback. So, we've
done evaluations of those workshops to, I guess, establish
increased knowledge, how appropriate the material was for
people's roles in their community, the nature of the
delivery of the workshops, how appropriate that was, all of
those sorts of things and we have had very positive
feedback from participants.
Q.
There's another program which is entitled, "The Great
South Coast Leadership Program", the aim of which was to
identify and document the stories and needs of carers in
the Great South Coast region. What did that study find?
A.
So, I participated in the Great South Coast Community
Leadership Program. As part of that we were involved in a
community project, so the community project that I was
involved in was the needs assessment of mental health
.15/07/2019 (10)
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carers.
So, we invited carers to participate in a survey and
we had a working group to help us develop that survey, and
through that we were able to identify some of the important
experiences and the needs of those carers. Some of the
things that we found were that they were under pressure and
incredibly time poor; that caring for somebody with a
mental health condition took up an enormous part of their
lives, and so, often they were giving up their own life
goals in order to be able to be carers. They found it
difficult often to navigate the system and to figure out
what support was available out there, if there was support
available.
But they found great value in being able to talk with
other carers and to have those sort of peer support
networks and just to have somebody that was willing to have
a conversation and who understood what they were going
through was incredibly important.
I really must say, I find that in a lot of mental
health work that we do at the National Centre, the value of
having a conversation. So, I don't think we can ever
underestimate the value of having somebody that's willing
to take the time out of their very busy lives to be
interested in what you're experiencing and to be able to
have that opportunity to share that event is really
important.
Q.
In a slightly different connection, we've asked you
about what more successful suicide prevention strategies
might look like and, apart from discussing the findings of
The Ripple Effect which we've already talked about, you say
that:
"It appears from [your] research that the
decision-making pathway to suicide for
farmers can in some cases be quite rapid
and there needs to be interventions that
can intervene in a rapid way."
Can you talk to us about both of those things:
firstly, what you mean by "a rapid decision-making pathway"
and what kinds of interventions might assist with that?
A.
Yeah, so I think that relates back to what we spoke
about earlier about that acclimatisation to risk and access
.15/07/2019 (10)
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to means. So, if somebody is in a really dark place where
they are considering suicide, the pathway to dying by
suicide can be quite rapid: they have the means generally
at their disposal and, without intervention at that moment,
can be fatal.
Q.
You've given in your statement an example of a program
that you say is a good community intervention and it's the
Rural Alive and Well Program in Tasmania. What do you know
about that?
A.
I think we can learn a lot, and whether that's a
program that can be implemented in Victoria - I mean, I
think we need to still look into that and see exactly what
is it that's working in that program.
But it's a real community-based, it's an outreach
program and they have a number of outreach workers who are
not actually mental health workers, they are members of the
community often with a background in farming, and they are
supported to make direct contact with people in rural
farming communities and to support them and to help them
through - you know, they may refer them to services that
are available, but it is often around somebody being there
to have a conversation and to nut out some of those issues
in order to be able to work out the best resource pathways
for them.
Q.

You have said in your statement:
"They have support workers who are not
mental health professionals but are people
in the community that cold-call people for
a chat."

Do you know anything more about the cold-calling
element of that?
A.
Yes. So, it's not only self-referral, but if you
think somebody is going through a really tough time, you
can actually request that somebody be called upon and
contact is made with that person.
MS NICHOLS:
Thank you, Dr Kennedy.
there any questions.

CHAIR:
Q.
I just have a few, thank you very much,
Dr Kennedy. You talked earlier in your statement about the
changing demographics of farmers and farms per se, and also
.15/07/2019 (10)
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talked about the additional sense of obligation there might
be for people on multigenerational farming communities and
that capacity; the context of that farming and obligation,
I guess, you've suggested some young farmers feel to carry
on the family farm.
How do you address that in terms of the work that
you're doing and also the role that women might be playing
as women farmers as well and how you've tailored your
advice and support to their needs?
A.
Yeah. I think particularly with younger farmers they
have such a future ahead of them, and there is so much
uncertainty now in farming.
If we just take climate change as an example of that.
For a long time there has been a lot of inherited knowledge
that has assisted people to learn how to farm and to be
successful in farming. A lot of that knowledge now is
obsolete because there is so much uncertainty as to what
the future is going to bring, whether that be in terms of
weather or whether it be in terms of global markets,
there's just so much that's out of people's control, and
so, I think a lot of that knowledge is lost which raises
that anxiety level when something happens.
Q.
And, for women farmers?
A.
Yeah, so I think women farmers may not even identify
as farmers. Often they'll self-identify as farmers' wives
or they will have some off-farm income, so they might be
identifying themselves according to that role, but they
make a huge contribution to the farming business. They not
only play a big role in the caring of the farming family,
but they'll often have a big role in running the farming
business, so whether they're doing the books or that kind
of thing, and they'll often help out as well in busy
periods on the farm, so they're really an integral part of
the farming family. Often I guess they de-prioritise their
own health and wellbeing in order to be able to better
support people in their family.
Q.
You gave us an example of a pamphlet, I think you
said, that had been designed about managing stress on the
farm. What's the primary area of focus of that sort of
tool that you've made available?
A.
It's a very practically-based booklet. So, it
complements the community-based workshops that I was
talking about as part of Look Over the Farm Gate and it
.15/07/2019 (10)
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really builds the learning that is part of that workshop,
it builds it into sort of practical approaches to reducing
stress and allowing people to understand and manage that
stress in a context that they can really relate to. It's
very much based around farming and that understanding that
they need.
CHAIR:

Thank you.

MS NICHOLS:

CHAIR:
Yes. Thank you very much for your evidence this
afternoon, Dr Kennedy.
<THE WITNESS WITHDREW
MS BATTEN: Commissioners, the final witness for today is
Dr Gerald Ingham. I call Dr Ingham.
<GERALD PATRICK INGHAM, affirmed and examined:

[2.40pm]

MS BATTEN:
Q.
Thank you, Dr Ingham. Have you, with the
assistance of the Royal Commission's legal team, prepared a
witness statement for the Commission?
A.
I have.
Q.

I tender that statement. [WIT.0001.0033.0001]

CHAIR:

Thank you.

MS BATTEN: Could you start by briefly outlining for us
your current role and responsibilities, please?
A.
Well, I'm a rural GP in Daylesford, about 50 minutes
from here, and I work as a GP there three days a week and
provide on-call care and attend patients in the local
hospital and in the aged care facilities, and I also have
other roles pretty much as a GP academic, I suppose, as an
academic and researcher with particular interest in the
training of GPs, the Australian General Practice Program.
Q.
Could you tell us a little bit more about the clinic
that you work at?
A.
The clinic that I work in is a large multidisciplinary
clinic. It has 17 GPs, it has three psychologists who work
there. We have physiotherapists, podiatrists,
audiologists, lots of practice nurses. It's a very
multidisciplinary clinic. It's the only clinic in town and
.15/07/2019 (10)
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so we service the community.
Q.
You stated that you believe in the four Cs of general
practice. What are the four Cs and why do you believe in
them?
A.
Well, they really define/explain what a GP's role is.
So that, the first C is that we're the point of contact,
and I think it's in my witness statement that GPs are the
most accessed health practitioner by the community. So,
we're the point of first contact.
We provide continuity of care, so we care for people
over their lifetime. I've been a GP for 30 years, the GP I
took over from was a 70-year-old when I took over from him.
I see patients who are 70 years of age and have only seen
two GPs, so we have that continuity of care.
The other important part is we're always caring for
people in their context, so we're not caring for just one
part of them, we're understanding their biological issues,
their physical health issues I suppose you could say.
We're understanding them in the context of social contexts
and also the psychological issues going on: if they have
anxiety or depression or how that may be impacting on how
they are. So looking after them completely, and we're not
just looking after one illness, we're looking after all of
their illnesses at the same time, and hopefully also
looking after their health.
There you go, I've forgotten the final C, which is:
continuity, context.
MS BATTEN:

I'll try and help you.

CHAIR:
Coordinated context?
A.
And coordinated, thank you. We
the care and we link up services for
think that's sort of a definition of
has come from the World Organisation

do try and coordinate
our patients and I
general practice which
of GPs.

MS BATTEN:
Q.
Just very briefly, can you explain to us
where you see rural GPs fitting within the mental health
system?
A.
Well, I think we have a very big role in the mental
health system, again, because we are the first point of
contact and people come to us often with a mental health
problem and they want to know how severe that problem is or
.15/07/2019 (10)
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what that problem is, so they're looking for a diagnosis or
a definition to explain where to go. But we're also the
person - GPs are the people who detect that a problem that
a person didn't realise was a mental health problem, is a
mental health problem. You know, that headache that they
had or the pain in their jaw from clenching their teeth all
the time; we're able to say, well, actually that might be
related to other things going on in your life or to your
anxiety and able to identify that. And often through that,
in fact able to remedy many of the common mental ailments
quite quickly.
So, we have that role, I suppose, in identifying and
then, as I say, actually referring off, but also a very big
point I'd like to make is, we do a lot of mental health
care, we care for a lot of people. We care for people who
are not able to be cared for within our system, so we end
up filling the gaps quite significantly.
Q.
I wanted to ask you about that. You refer in your
statement to GPs being both the gap fillers and the glue.
So, first dealing with being a gap filler, how do you see
rural GPs as a gap filler?
A.
We're gap fillers because often there isn't a service
available. Sometimes it's just not available at that time,
so, if a person has an acute mental health issue or crisis
and they need to be seen, where available they can get an
appointment with us today, they can't see their
psychologist for another week or their psychiatrist for
another month so we will end up filling because we're
available there at that time.
Then there are services where there appears to be a
lack of other services available, or other services tend to
not keep seeing people, so I'm thinking of people
classically with personality disorder, I'm thinking of
people who have both a drug and alcohol issue as well as a
mental health problem and so they won't be seen by the
mental health service, they will tend to only want to see
people who have solely a mental health problem, and so, we
will end up trying to fill the gap in that circumstance.
Q.
And then, how are you the glue?
A.
Well, we're the glue by trying to - which is a hard
job - we're trying to coordinate the services and bring
things together, but we're also trying to build things over
time, so we will remember or have written down the problem
.15/07/2019 (10)
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the person had previously and how it got better in the
past, and hopefully be able to try the same solution that
worked previously again.
But also, just connecting services: are you aware that
there's a financial counsellor at the Community Health
Centre that you can go and see? Are you aware that, if
you've suffered from sexual assault, that we do have a
sexual assault service available in Ballarat and would you
like to go and see that? And, when those services write
back and communicate to us, ideally we can then coordinate
the action of those services.
Q.
What proportion of patients to your service seek help
for mental health-related conditions?
A.
I've estimated in my witness statement that my own
practice is around 20 per cent of encounters that I have,
would be about a mental health problem, and that's pretty
much in keeping with what GPs see.
It's often quite surprising, people come up to me in
the street and say, it must be busy, there's a flu or
something going around. I usually just say, "Yes", but
when a patient comes in through the door to see me about a
cough or a cold I feel like shaking their hand and, "Thank
you", because that's a relatively simple thing to see and
look after. Whereas, we see a lot of mental health
problems. It's estimated, when GPs were surveyed - and
it's again in my reference I gave - and asked what did they
think was the most common problem they dealt with, mental
health was the most common problem identified by general
practitioners.
I think we heard the previous witness saying that
mental health problems are no less common in rural areas
than they are elsewhere and, given that there are less
services available in rural areas, it's a very big role
that we have to fill that gap and we're seeing a lot of
people with mental health problems.
Q.
You've said that you see patients affected by mental
illness with all degrees of severity and complexities, and
your experience is that patients fall into one of three
groups.
A.
Yes.
Q.

Could you just explain each of the three groups for
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us, please?
A.
Yes. The first group would be patients who have, I
suppose, mild-to-moderate mental illness, problems such as
anxiety and depression; they're very frequent problems.
The sort of example I gave before of a person who perhaps
has some anxiety presenting as a physical symptom: they
will attend, sometimes they can be dealt with quite briefly
by me or maybe I might need a number of visits to look
after them, or I might refer them on to a psychologist
often within our practice, or I might prescribe, if their
depression for example was moderate, that might be an
indication to prescribe. So, that's the first group.
The second group is the patients with severe mental
illness, the patients who have had major depression perhaps
in the past, had suicide attempts, or needed ECT therapy or
admission to hospital, so very severe depression, patients
with very severe anxiety disorder such as obsessive
compulsive disorder where their lives are really being
dominated by their illness, and then of course we have
patients with schizophrenia and bipolar disorder where at
times their beliefs about the world are different from us,
and it's been called a psychosis, so those patients I often
need to manage ideally with the assistance of a
psychiatrist or mental health team. They will generally
need medication as part of their management.
Often when they're at their most severe, I'll be
handing over their care to a psychiatrist or usually to the
local regional mental health team, and then once things
have stabilised and settled down I will continue to see
them, and I'll be seeing them in between, both to continue
their care but to have an eye out for relapse prevention.
That's only a small proportion of the work that I do,
perhaps 5-10 per cent of the mental health problems that I
see.
The third group which has been described by a
colleague of mine, Dr Louise Stone, as the swamp of general
practice, which is the so-called missing middle. So, the
patients I mentioned before who have a drug and alcohol
problem plus a mental health problem, the patient who has
borderline personality disorder, the patient who has
chronic pain, where you can't have chronic pain without
also having depression as a consequence of that.
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there's a group of patients who have what we
unexplained symptoms: they have physical
we're unable to explain by pathology testing
they continue to suffer, and so, they also
so-called missing middle.

I've spent a lot of time caring for those patients,
and they're often the hardest work, I suppose, because
there's no clear pathway to treatment and they're complex:
maybe there's poverty or lower socio-economic class;
there's maybe past history of abuse, and very ongoing sort
of complex personal circumstances to add in to their
complex mental health issues.
Q.
You've said that you disagree that these people, this
missing middle or missing swamp, are too sick or complex
for the primary care system; is that right?
A.
Yes.
Q.
Can you explain why you hold that view?
A.
Well, I think it was said before - I heard Professor
Bhat say that the complexity - GPs are used to working in
complexity, because we are generalists. We call the other
doctors, we call them partialists, we're generalists. So,
we're used to looking after, if you've got diabetes and
you've got a mental health problem and you're on
medications that's causing you to gain weight which is
making your diabetes worse, we're used to looking after
that and considering the relative merits of each of those
problems and how important each of those are in terms of
making a decision, so we're used to dealing with
complexity, and we see people over time and we see people
in their context and so we know other family members. The
other family members may also be patients, their carers,
where we are embedded in complexity in our day-to-day work.
Q.
In terms of diabetes, you've referred to the
multidisciplinary coordinated care for other complex health
issues, but you've said that we don't seem to have that in
the same way for mental health; is that right?
A.
That's right. It strikes me, I was involved early on
in a program called the National Primary Care
Collaboratives that looked at trying to improve the care of
patients with diabetes, and it involved basically measures
of diabetes outcomes but also working collaboratively as a
team.
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I saw a patient with diabetes this morning and the
patient saw a diabetes educator before they saw me. I was
able to read her notes, she knows a lot about diabetes, I
learn quite a lot from her, but then I was able to add in
the context of some of his other health problems which were
going on which were impacting upon his diabetes care, and
this coordinated approach has achieved fantastic outcomes
with other illnesses, whereas I think in the area of mental
health we mostly as GPs, and particularly with this complex
missing middle group, we end up working on our own.
I'm sure we will do a lot better if we were able to
work better in teams in primary care, and we would have the
capacity to look after those patients with complex
problems, I'm sure.
Q.

In terms of the system, you've said:
"From my perspective, for patients with
severe mental health problems, the main
issue is obtaining access to the system and
obtaining an opinion from a psychiatrist,
particularly when a patient is seen to be
from the middle group."

Can you just explain to us some of the issues with
obtaining that access?
A.
Well, again, talking about obtaining access to a
public psychiatrist: so, I would ring the Regional
Psychiatric Service or Area Mental Health Service, which in
my case is Grampians Area Mental Health Service. I would
speak to an intake worker and explain the circumstance
about a patient or why I would like this patient to be
seen, or why for example I might like an opinion from a
psychiatrist, and that gets filtered through a mechanism.
I understand they work as a team, they would discuss
this patient and decide whether this patient was one that
they could take on and, to be honest, I've done this so
often now that I know when I needn't even bother to refer,
so I wouldn't bother referring a patient with borderline
personality disorder who was having frequent suicidal
ideation. I wouldn't bother referring a patient who had a
significant drug and alcohol issue as well as their mental
health issue because they're not going to take them on.
I know they will take on patients who have
.15/07/2019 (10)

1274

1015

G P INGHAM (Ms Batten)

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

2019 public hearings

schizophrenia, bipolar disorder, bipolar disorder with an
ongoing - providing they're ongoing unwell. Many people
with bipolar disorder are quite well for extended periods
between being unwell. So, in those circumstances I know I
will get access and care, and often very, very good care,
but outside of those circumstances there's no
point referring, so I try and fill the gap myself.
Q.
You've said similar things in terms of access to a
community psychologist. You've said:
"For access to a bulk billing or community
psychologist the waiting time fluctuates
but is typically around two to
three months. My view is that the referral
process is labyrinthine and bureaucratic."
Just very briefly, what's the process and why is it so
bureaucratic?
A.
Well, I refer through the Primary Health Network, I
complete a Mental Health Assessment and Plan. I refer that
off to the Primary Health Network, who then find the
psychologist for the patient. I have to complete a
questionnaire as part of it. A common questionnaire we use
is a questionnaire called K10. If I fail to fill out one
of the questions it comes back to me, they won't assess it
further.
One of the questions for example on that is, "How
often do you feel hopeless?" And so, I have to ask the
patient that question, then I have to tick it on the form,
send it off to the Primary Health Network: if I don't fill
that question out correctly they send it back to me. I
find it inappropriate and, you know, I don't like asking my
patients those questions. I feel like I should just be
able to say, "I've got a patient here who needs a
psychologist, can you get me one?" But that's not how it
works.
Q.
You also highlighted earlier the importance of
continuity of care.
A.
Yes.
Q.
You've said that the continuing relationship between
the clinician and the patient is key to success of
treatment.
A.
Yes.
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Q.
Can you elaborate on why you think that relationship
is so important?
A.
Even more in mental health than in any other area that
we work; I mean, getting to know someone over time and the
relationship that you have just - that's just healing. So,
it's one of the lines that is said, "the doctor is the
drug", so often me just knowing someone and understanding
them and spending time listening and understanding them and
being able to say to them, that sounds really tough at the
moment, is very useful.
Plus also, if I know that, hold on, when you stop
sleeping, that's usually a sign that things are going to go
off. Or I've found in the past when your husband's away on
a fly in, fly out working job, during that time you're
likely to go off, I might schedule to book you in.
Or the pregnant woman who I ask about during her
pregnancy about what's she got arranged at home for when
this baby comes, who's going to help her. Just knowing
people over time and having an ear out or looking out for
them, that's the role that we have, that's a preventive
role as well as a - it's both useful in prevention and it's
useful in treatment in terms of knowing how a person is
when they're ill.
Q.
What about barriers to GPs performing that role? So,
from a systematic perspective what are some of the barriers
to GPs practising in mental health?
A.
First of all, training, so gaining experience in that
area is difficult. My own personal experiences coming
through is, what we do as GPs - when I started out there
wasn't a textbook of general practice for a start, and in
terms of knowing what we did in mental health, what GPs do
in mental health is different from what psychiatrists do
and from what psychologists do, and so, it was hard to
learn those skills or learn how to look after the missing
middle.
So, the training of our undergraduates and even in the
vocational training in general practice, it still has been
historically largely done by psychiatrists and not done by
GPs, and so, hasn't necessarily prepared people well for
the nature of general practice and the mental health care
that we provide there.
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I think the other issue which I've alluded to in my
statement is the issue of funding. If you're a GP with an
interest in mental health, you will earn a lot less money
than another GP. That's not the reason we do the work, but
it does provide an incentive clearly for GPs to do other
work which is better remunerated than mental health.
Q.
Can you just explain that further for us. How are you
less remunerated when you're dealing with a patient with a
mental health issue as opposed to a physical issue?
A.
Well, mental health problems generally take longer,
take time, counselling takes time. Many GPs will work on
somewhere between four and six patients an hour. So, a GP
who's seeing six patients per hour will be able to bill for
six instances, whereas if I'm a GP with an interest in
mental health, I might book two patients in for that same
hour. Although the fee is larger for the longer
consultation, it doesn't make up for it.
In my witness statement I gave an example of one GP
who was seeing six patients an hour and the other was
seeing two per hour, and there was a $70 difference, even
though the GP who was seeing the patient for half an hour
may have been dealing with a very complex patient with
personality disorder and suicide intent, and the other GP
who was seeing six in a row of maybe relatively simple
problems would be - it doesn't appear appropriate on face
value that there should be this difference in reward for
that kind of work.
Q.
Is one aspect of it the length of the consultation,
but is it also the nature of the consultation?
A.
Yes, so there is a higher reward. Definitely the
length of the consultation, so the so-called six-minute
medicine. We know that the longer a GP spends with a
patient the less money they earn, that's the nature of the
MBS fee-for-service system.
The other part though is that there's a higher reward
on procedural medicine than there is on consultation
medicine. So, if I spend half an hour removing a skin
cancer, my Medicare fee might be $250, whereas if I spend
my half an hour consulting it might be $70.
I think I gave an example in my witness statement that
if you go down to Melbourne or the regional centres here,
you'll see lots of GPs' skin clinics where they're removing
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procedures, you won't see any GP mental health clinics
because it's not rewarded.
The other thing I want to point out with mental health
consults is, of course, a lot of the patients from this
messy missing middle also fail to attend their
appointments, so you cross off a half an hour appointment
for them and then they don't show and you earn nothing for
that time for showing the care that you're making your time
available for them. So, there's a lot of disincentives in
a fee-for-service system for GPs doing mental health work.
Q.
So that Medicare payment structure, you've said, does
not reflect the care and value that you bring in treating
someone with mental health issues?
A.
Yes. The other thing is that we are not paid - if I
take a call from a psychiatric nurse from that Regional
Health Service, or that call that I make to them to do the
refer over, none of that is funded.
Q.
You've touched on this briefly before but I'd like you
to expand on it, this issue of working as a GP with an
interest in mental health is also hard work. Can you
expand for us about the cognitive and emotional toll of
working with patients with mental health issues?
A.
Yes, I think there's a river of emotion beneath all
human interactions and often we're working above that, but
it's still flowing underneath and often at the end of the
day you're aware, that is. I mean, I've consulted this
morning before coming over. I've had two patients cry in
my consulting room this morning: one of them in extreme
distress, and there's no way you'll walk away. I mean,
I've learnt, when I come home at the end of the day, I need
to - I've actually got a shorter drive home than I used to
and I recognise that's not so good, because you need time
to drive home and to recover a bit from doing that work.
And I used to have a - well, he's no longer working
with me, but a colleague who I would debrief with on a
Friday night and we'd sit around and have a chat and talk
about things we'd seen and the experience we have.
We're very privileged, GPs, we have the front row seat
on life. We get to see and hear about some amazing things
and watch people - the amazing strength and resilience of
people, but we also do get to hear some very sad stories.
If someone tells you their story of abuse or that they're
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feeling that their life is not worth living, that's a very
hard thing to hear and not to feel something when you hear
that.
Q.
You compared the GP system with psychologists for
example where there's support structures in place for
psychologists, but there doesn't seem to be the same sort
of support around GPs?
A.
Yeah, my understanding is that psychologists have a
supervisor or mentor and that they're asked periodically to
check in, whereas I think for most GPs if we have a network
it's an informal network that we develop.
Q.
Can we return to the issue of training for GPs, so
first could you explain what training exists for GPs in
relation to mental health?
A.
Of course we have our broad training that we go
through as an undergraduate or postgraduate, but in terms
of further specific training, there's a level 1 training
which is about six or eight hours of training, which is
really just to enable you to access those Medicare item
numbers, so to be able to access a Medicare item number to
complete a mental health plan. There's a slightly higher
rebate if you're a trained GP versus an untrained GP in
that area. I really think it makes no difference, it's not
significant training.
There is further training for GPs who have an interest
who would like to, for example, use cognitive behavioural
therapy or other forms of what we call focused
psychological strategies and they go through level 2
training, and that enables them to access a different
series of item numbers which gives them a slightly higher
award for long consultations where they employ those
focused psychological strategies.
Sorry, I think there is another level of training
available. I understand that GPs can train, there are
courses to do training in GP psychiatry, but there is no
funding available for people who undertake that training.
It doesn't translate into higher rebate fees.
I was a GP obstetrician, I did 6-12 months worth of
training in obstetric care, learning how to deliver babies
and forceps and vacuum extractions, and from doing that
training I was able to - then when I saw women and help
them with their birthing I was able to build the same item
.15/07/2019 (10)
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number as an obstetrician. Whereas there is no equivalent
for a GP. A GP who undertakes further training or did
another six months or a Masters degree in mental health
cannot access the item numbers which are used by
psychiatrists.
Q.
You said most of what you've learned about helping
patients in the missing middle has been learned by doing.
Given the training limitations, do you have ideas on how it
could be improved?
A.
I do think learning by doing is a large part of
learning how to look after complexity. Well, learning by
doing and reflecting is probably what I would like to say,
and reflecting with a peer would be a great way of doing
that, because patients with complex - it's not like you can
go to a guideline or a textbook and say, look, this patient
with diabetes who's also on medication to help with their
mental health problem, which one's more important? You're
not going to be able to find that in a guidebook, that's an
ethical and a complex decision based upon experience and
knowledge, and that sort of mastery is acquired by
reflection with a peer and discussion, unpacking the
reasoning behind decisions, and also, as I mentioned, I
think there's a value in the emotional support which GPs
would give each other if we were able to do that.
So I see groups of GPs sitting down to talk about
their challenging patients. There has been similar work
done in the UK, something called Balint Groups,
B-A-L-I-N-T, similar work where GPs spend time
understanding their complex patients and reflecting upon
that and hopefully obviously looking after them better.
Q.
I want to ask you a couple of system-focused
questions. When we asked, "Is supply keeping up with
demand? What gaps have you observed?" You said, "There is
an enormous unmet demand." Can you just explain for us the
demand that you are seeing as unmet?
A.
Well, repeatedly patients come in and, you know, where
are we now? We're in July and patients say, well, I've
done my 10 psychologist visits for the year, and I've
recently been uncovering the story of some very complex
problems in my family, maybe past abuse, but now I have no
psychologist visits for the rest of the year. That's quite
a typical circumstance of demand.
I also feel that patients, where I'm primarily their
.15/07/2019 (10)
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caregiver, I feel like if I had someone else to help me
with that, that - there's a lot of demand for some - if I
had a mental health nurse to help me look after the
patients, there's a lot of demand for that.
Psychiatrists, well, I hardly ever refer to a
psychiatrist because, to a private psychiatrist, because
the availability of a quality psychiatrist who my patients
can afford, it pretty much doesn't exist, so there's a huge
unmet demand there in terms of psychiatric services.
Q.
In terms of helping your patients navigate the system,
you said the complexity occurs when other services are
needed. For example, patients with mental health illnesses
often need drug and alcohol counselling, housing support,
social support. Can you tell us how that becomes more
complicated for you?
A.
In my circumstance the Drug and Alcohol Services and
the Social Work Services are available in the Community
Health Centre, so they're not within my centre. So, I
refer off to those services, but because I don't see those
notes, I don't see what they're doing, they don't
communicate back to me, or very infrequently communicate
back to me. There is no funding for me to speak to them or
spend time with them. So, if I spend a 10 or 15 minute
consultation with a drug and alcohol worker, that's
unfunded. Even if I spoke to them for half an hour it's
completely unfunded. So, we're already geographically
separated, we don't spend any time together as clinicians
where you get to understand how other clinicians work, and
then there's no funding, and of course that's a
state-based, state-funded service; I'm a Federally-Funded
service, communication between them is poor.
Q.
Finally, I want to ask you three questions about
reform. The first one relates to telehealth and
teleconferences. You've said:
"Surely in the days of web conferencing a
statewide telehealth service could operate
after hours for urgent mental health
problems when a clinician needs support."
How do you see telehealth working in the future in
overcoming some of the barriers?
A.
I don't - I still think you're better off to see a
clinician face-to-face if you can, and I would like to
.15/07/2019 (10)
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think that we wouldn't choose telehealth as the answer, but
in terms of after hours services, I think there's a big
role for telehealth which would be that, when a patient
presented and needed urgent care after hours, that they
were able to perhaps go into our hospital, which is the
acute care centre in our hospital which is where people are
sent after hours. We have video links.
So if someone comes into my urgent care currently and
they have come off their motorbike and they're unconscious
and I'm needing some help with their emergency care, I just
pull up the little mobile video screen which we have in our
acute care system, I hit the phone, I end up speaking to
someone, an emergency specialist right there on the video.
That specialist can see the patient, we can talk and
discuss; that happens immediately for emergency care, we
can all arrange transport, arrange services, what needs to
be done. I think that sort of service should happen for
acute mental health problems as well.
Q.
Sorry, where's the emergency specialist from in that
scenario you're talking to?
A.
I don't know exactly where they are, but they're in
Melbourne. We have a statewide emergency response system,
okay. So, if there's an emergency health problem - and
they will coordinate the ambulance, the transport, they
will give me clinical advice about how to manage,
administer medications, help assess the patient, help make
decisions. I can access that easily, no problem at all.
Whereas, if I wanted to access a mental health support
after hours, I have to get on the phone, ring the CAT Team,
and hope that - I think there's only one clinician
available there - will answer the phone and provide
services.
The disparity between those two examples is quite
stunning.
Q.
So the first example is for the physical health
scenario, and what hours is that available to you?
A.
All the time.
Q.
A.

24/7?
24/7.

Q.
So you can call someone and get access to an emergency
specialist for whatever physical problem you're dealing
.15/07/2019 (10)
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with; is that right?
A.
Absolutely. They will provide access, will provide
treatment advice, will actually assist me. Actually be
watching on the video screen while I'm providing the
treatment. They'll organise the ambulance, I won't have to
organise the ambulance if the person needs to go on
further, or the helicopter or whatever it is. It's a
wonderful service we have.
Q.
What's the situation when you have someone in a crisis
mental health situation?
A.
My most recent example was that I rang, I was on the
phone, and I waited for an hour and a half for an answer,
"You're first in queue, you're first in queue." I ended up
handing it over - the phone over to the nurse because I
needed to see some other patients. I had a patient who was
trashing a house, smashing things up, she was having a
manic episode. She wasn't in immediate - she had a family
with her who were caring for her extraordinarily well.
I knew that she was acutely unwell and she needed
mental health support and treatment, you know, right now,
and yet I had to wait an hour and a half on the phone. And
then, when I got on the phone they say, oh, we'll ring her
back in a little while and they'll conduct a telephone
assessment of her, which again, when you can compare that
to a video - when you've got this video camera that's
sitting there, I just find it hard to understand how we
could allow that to continue.
Q.
Two final questions about the system. You've referred
to Lewin's 3-stage Model in Developing and Maintaining
Change. Just very briefly, can you tell us what that is
and how you think that could be helpful for reforming the
mental health system?
A.
I'm aware and I listened with interest to Professor
Bhat's evidence before, saying how there's a long history
of what seems like a good idea, another small idea, another
small idea, another little change and not appreciating the
complexity of the system and that implementing change in
major - you really need to be thinking about that and
constantly reviewing and updating it.
The Lewin's system is saying - first of all looking
at, if you decide the change that you want, what you would
like, what are the attitudes of people towards it, or what
are the issues which are stopping you achieving that change
.15/07/2019 (10)
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and then you need to unfreeze them - that's the first
stage, so unfreezing. The next stage is the movement
stage, so then you need to have that movement stage
conducted with the people who are involved, and then the
re-freezing which is solidifying the change once it's
happened.
Q.
From your perspective what changes do you think would
make lasting improvements to help people affected by mental
health?
A.
Well, I think I've mentioned, I think a GP
psychiatrist qualification and enabling GPs to access the
Medicare item number for psychiatry and that they are given
an equivalent recognition by the Commonwealth. It amazes
me that whenever I see a patient for a disability support
pension and I'm writing their diagnosis down, my diagnosis
as a GP is not accepted. So, at least if we had GP
psychiatrists that might be accepted.
I talked about that statewide mental health after
hours service. Telehealth I think would be good. I think
we need to fund the provision of mental health services by
GPs more appropriately, and by that I mean the appropriate
funding of longer mental health consultations.
I think we need to fund primary health, mental,
primary care mental health care teams, and by that I mean
teams that involve GPs with drug and alcohol workers,
social workers, psychologists, even physiotherapists,
occupational therapists within the general practice to help
care for these complex patients, and I think the funding of
communication between health professionals relating to
mental health issues.
So, if I want to pick up the phone, or more typically
if the other mental health clinician wants to ring up and
speak to me and we want to discuss this patient and that
conversation is going to go for 10 or 15 minutes, it's not
an issue that, look, I can't be doing this because this is
non-financial for me to be doing that. So those sorts of
interactions in my mind need to be funded.
MS BATTEN: Thank you very much, Dr Ingham.
there any further questions for Dr Ingham?

COMMISSIONER FELS:
Q.
I just had a rather small
question about your quite good comprehensive discussion of
.15/07/2019 (10)

1284

Chair, are

1025

G P INGHAM

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

2019 public hearings

the length of consultations and the relatively
unremunerative aspect to them.
I just want to compare that with the situation of a GP
who has to have a long consultation but not on a mental
health matter and its not a procedural aspect. Would that
happen very much, or is that somewhat rare for a GP to need
to have a long consultation on a non-mental health matter
and not involving a procedure?
A.
No, those consultations happen frequently as well,
particularly ageing patients who have got many, many health
problems. So, any time there's some complexity, the
consultation will take longer, so I don't think that a long
consult necessarily designates that it's a mental health
issue.
COMMISSIONER FELS:

Thank you.

CHAIR:
Q.
I just have one other question, thank you
very much for your evidence. I noted in your witness
statement you say at your particular practice - and
recognising we've heard a lot in the course of this Royal
Commission about how difficult it is often for people to
get access to care when they need it. You say that, from
your practice, "if a patient needs to be seen today our
practice will see them today. We turn nobody away in an
emergency and we provided a 24/7 service."
How are you able to do that in your practice?
A.
We've been fortunate. I mean, I suppose there could
be an argument here I am the rural GP, and people say,
well, you're a rural GP and you're in Daylesford and
Daylesford's - I mean, it is a rural practice and it is a
rural environment so it's probably a little bit easier to
attract clinicians to come and work in Daylesford than it
is to - well, I'm not going to mention another country town
by comparison. We're within what might be called the latte
line, you know, people can get a nice cup of coffee and
have a lovely meal. But all jokes aside, the sort of
professional isolation and the way that a person lives
their life is an important factor in terms of attracting
doctors, so we have that.
Plus also, it's probably still true, I would imagine
every country GP would be trying to see every patient that
they could that day, but for some of them will just get to
the point where they couldn't.
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I know when I first started out in practice and it was
a two doctor practice, names would just get written in in
pencil in the appointment book. My colleague, the one who
I referred to, Greg Malker(?), who used to help me, he'd
say we have to jump over that wall of graphite today, we've
just got to see everyone that needs to be seen.
But we actually run a triage system, and again, no-one
pays us for doing this, but we employ nurses to field all
calls and to determine whether that needs to be seen today
or can wait till tomorrow. So, if someone needs to be seen
today and they say to the receptionist, I need to be seen
today, it goes to the nurse who then does that triage and
makes that decision or discusses that with the patient.
But in the end if the patient says, "No, I want to be seen
today", they're seen today.
Q.
There was one other point you made. You said in your
witness statement at one stage you had a mental health
nurse based in your practice who was funded?
A.
Yes.
Q.
But I presume that funding is no longer available and
something's happened. Could you explain what happened with
that? Because you indicated it was highly valuable in
managing mental health?
A.
I don't understand the reasons for why the funding
changed, but we did for a while, I think it was about
18 months, have a nurse who was located in our practice
whose primary role was to help us with patients who were at
risk of admission to hospital or who had severe mental
health problems. So, I'm talking about patients who
previously had depression, who needed ECT, or patients with
schizophrenia, or very complex difficult to manage
patients, and she would be conducting - it was like my
experience of looking after my patients with diabetes: I
would open up the notes and see her - be able to read her
notes. She'd be able to fill me in with what was going on
socially, her assessment of what was going on. She'd have
some ideas about what she thought I might do, but she was
also keeping contact in between times, and that's just the
nature of working in a team.
We'd also be able to have a chat, oh, so and so is
going along quite well, isn't that great, or they're not
going along so well. So, just when the funding was
.15/07/2019 (10)
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withdrawn, it went to a different funded - through the
Primary Health Network, it's now a nurse, who I'm sure is
trying to do a great job over at the Community Health
Centre, but I don't get to see her notes, I don't get to
speak to her, and so, I don't really know what she's doing
with my patient.
Even today I saw one of the patients this morning
who's seeing that nurse and I said, "Oh, when are you
seeing this patient?" She said, "Oh, I'm seeing her on
Friday." She said, "I haven't managed to coordinate your
two appointments yet." She knows that she needs for
prevention, for monitoring of her mental health, she's had
severe depression in the past, she knows she needs to be
seeing a clinician about once a month. But because we're
not coordinated she's going to see us both in the same
week, it doesn't make sense.
CHAIR:

Thank you very much.

MS BATTEN: Thank you, Commissioners, may Dr Ingham please
be excused?
CHAIR:

Yes, thank you very much for your evidence today.

MS BATTEN: That concludes the evidence for today.
adjourn till tomorrow?
CHAIR:

May we

Thank you.

AT 3.30PM THE ARBITRATION WAS ADJOURNED TO
TUESDAY, 16 JULY 2019 AT 10.00AM
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ROYAL COMMISSION INTO VICTORIA’S MENTAL HEALTH SYSTEM

Aborigines Advancement League
2 Watt Street, Thornbury
Victoria

On Tuesday, 16 July 2019 at 10.00am
(Day 11)

Before:

Ms Penny Armytage (Chair)
Professor Allan Fels AO
Dr Alex Cockram
Professor Bernadette McSherry

Counsel Assisting:
Ms Lisa Nichols QC
Ms Georgina Coghlan
Ms Fiona Batten
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CHAIR:
Before we begin, I invite Aunty Di to offer a
welcome to country.
AUNTY DI:
Thank you very much. I honour my ancestors and
my Elders and I pay homage to this sacred ground that we're
on. I wish to acknowledge Commissioners, Penny Armitage,
Allan Fels, Alex Cockram and Bernadette McSherry.
I wish to acknowledge my Elders of the year, in
particular Nellie Flagg and Aunty Lynette Austin. I
acknowledge all Aboriginal and Torres Strait Islander
peoples here. I acknowledge all of you and I pay my
respects to your ancestors and Elders.
I'm quite honoured to be here today in this building.
This is our mother organisation and it's an honour to be
able to welcome you to this building, but also to my
country. The area is part of the traditional country of my
grandmother, mother and family and I'm always very proud to
welcome people to my country on behalf of them.
I'm the eldest in my family line, I don't have any
generations above me, so it's my duty to be able to welcome
you here, and particularly with mental health, which is my
passion, and I always wonder why we suffer from mental
health and it is getting to a crisis level with our
community. We have young ones in primary school age
suffering from mental health at the moment.
Particularly we have a lot of young ones that are
committing suicide and it's really hard and it's hard as an
Elder because sometimes you feel that you're failing and,
it's not that we are, but we don't know what to do.
A few years back - I just want to tell a short story,
if that's okay. A few years back we had some of our girls
that were suffering with their mental health, and we call
it emotional health and wellbeing because we don't like the
word "mental health". We didn't know what to do, so we sat
around and spoke about it, and we wanted to know what was
missing in our lives. What was missing is our passage of
life because that was taken from us when our ancestors, my
grandmother, were on the missions. That was stopped, our
ceremonies.
So we decided to do ceremonies again for our girls and
we did coming of age ceremony, which is when they become a
.16/07/2019 (11)
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woman. Because we had girls that were having anxiety,
depression, cutting themselves, were in the system but
weren't getting any better.
So, we had ceremony and they had to make their possum
skin belt which was across here (indicates), their
necklaces which are made from reeds from the creek, and the
story of those reeds is from a long time ago when the men
went out to hunt, the women put them around their necks
when they came home because they loved them. So, that was
in honour of our men. And, they engraved the possum skin
and they got their name, their traditional name.
Then they went through ceremony and that's about
honouring and obeying the laws of the land, about being
respectful, about being respectful to their parents,
respectful to each other, and respectful on country.
If they didn't do that their belts were taken off them
and they weren't allowed to participate in family
gatherings or dancing. That was the first time that
ceremony had happened in approximately 180 years.
Since then the girls have excelled. I'm not saying
that we fixed it all, but they have become very important
leaders, up and coming leaders, in our society.
They now look after each other. They watch on
Facebook if anybody's in trouble and they offer assistance.
They now have formed their own dance group, they want it
all the time. They dance with pride and they have formed
connection to country and other people want to dance with
them. Other people of other tribes want to participate in
ceremony with us.
And I'm very proud of them and they've taken their
roles and responsibilities themselves: we haven't given
them the roles, they have picked their roles.
Since then we've done baby naming ceremonies because
that stopped on the missions as well. Because, when you
were born, you were given your name which was about caring
for country. So, we started doing that about three years
ago. But those girls come to that ceremony and get all the
babies ready. We sit back now and they take that role and
responsibility.
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After the ceremony with the babies, they do a welcome
country for the babies. So, I'm very proud of them. So,
what I'm saying is, when you think about what you need to
do with mental health with Aboriginal people, please think
about ceremony because that is what is missing in our
lives. It's very important that we do ceremony, it's
important that we connect to country, it's important that
we feel safe on country and, a lot of people aren't living
on their country, but they need to feel safe on the country
on where they live and that's what part of our welcome is,
about feeling safe on country.
So, thank you for letting me tell the tale, thank you
for allowing me to welcome you to country. And may bunjil,
our creators around you, keep you safe on country.
(Indigenous words spoken) Welcome to the traditional
country of the Wurundjeri people (Indigenous words spoken).
Thank you very much. Thank you.
CHAIR:
Thank you very much, Aunty Di, and for those
reflections.
On behalf of the Commission I acknowledge the
traditional owners of the land on which we meet, the
Wurundjeri people of the Kulin Nation. I also pay respects
to their Elders past, present and emerging and extend that
to Elders joining us here today.
I am Penny Armitage, the Chair of the Royal Commission
into Victoria's Mental Health System. I am joined by my
fellow Commissioners, Professor Allan Fels, Professor
Bernadette McSherry and Dr Alex Cockram.
We feel privileged to be able to hold our 11th day of
public hearings at the Aborigines Advancement League in
Thornbury, a place with such meaning and significance. It
was incredibly moving for the Commissioners and I to see
the portraits of the Elders and the Board Members of the
Aborigines Advancement League looking over us as we
prepared for today. It is a really powerful reminder of
the importance of what we're doing here today and the
benefits we hope to realise both now and for future
generations
As I said in my opening address on day one of these
hearings, my fellow Commissioners and I are committed to
continued and thoughtful engagement with Aboriginal
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Victorians, to learn from their wisdom, build on existing
knowledge and best practice and embrace self-determination.
Aboriginal culture is founded on a strong social,
cultural and spiritual order that has been sustained for
more than 60,000 years and remains alive today. Its modern
history is one of resistance, reclamation of rights, as
well as community and personal resilience.
The heritage of Aboriginal communities throughout
Victoria is vibrant, rich and diverse. We value these
characteristics and consider them a great source of
strength and opportunity.
We recognise that the leadership of Aboriginal
communities and Elders in Victoria is crucial to improving
outcomes for Aboriginal people. Also to be acknowledged
are the devastating impacts and accumulation of trauma
resulting from colonisation, genocide, the dispossession of
land and children, discrimination and racism.
It is not lost on us that this Royal Commission is
occurring alongside renewed efforts to achieve
Constitutional recognition of Aboriginal communities and
Aboriginal Australians. We commit to build on this
momentum and to ensure our work is shaped by the voice of
Aboriginal people.
The work of this Royal Commission will be underpinned
by self-determination in recognition that Aboriginal-led
responses and leadership are central to better and more
enduring outcomes for Aboriginal people.
This was reiterated by a young Aboriginal man, Daniel.
He told us on our first day of our hearings how access to a
Koori Youth Health Service was a turning point in his
recovery and gave him, as he described, the building blocks
for the success he has had later in his life.
As we will explore further today, there is much to be
learned from Aboriginal responses and perceptions of health
encompassing, as they do, mental and physical health
alongside, with broader concepts of social and emotional
wellbeing in connection to land, community and traditions.
I note too how Pat Anderson, Chairperson of Lowitja
Institute, describes these concepts. She says:
.16/07/2019 (11)
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"Those of us who have worked on the front
line of Aboriginal health for any length of
time know that beneath the surface the
reality of Aboriginal people's poor health
outcomes sits a deeper truth. It is about
the importance of social and emotional
wellbeing and how this flows from a sense
of control over one's life."
She says:
"Where this is lacking, as it is in so many
Aboriginal families and communities, there
is instead indifference and despair and a
descent into poor lifestyle choices and
self-destructive behaviours."
She says:
"Our medical professionals do a great job
of prescribing medicines and devising
treatment programs, but to fix the root
causes of ill-health we need something
more. As Aboriginal people we need to have
a sense of urgency in our lives, that we
are not stray leaves blowing about in the
wind. In a word, we need empowerment."
Empowerment through community ownership and
participation with Aboriginal Victorians is central to
addressing disconnection from culture and social and
emotional wellbeing.
Many Aboriginal people living in Victoria enjoy very
good social and emotional wellbeing, they are part of
thriving communities and have strong connections to culture
and country.
But for far too many others the impact of
intergenerational trauma, as well as social and economic
disadvantage at the individual, family and community level,
continues to profoundly affect wellbeing.
More than one-third of Aboriginal Victorians
experience depression and anxiety. This compares with just
under 20 per cent of the non-Aboriginal Victorians.
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Compared with non-Aboriginal Victorians, Aboriginal and
Torres Strait Islander adults in Australia are almost three
times more likely to experience high or very high levels of
psychological distress; are almost twice as likely to be
hospitalised for mental health and behavioural challenges,
and are losing their life to suicide at twice the rate.
And we're not seeing improvements. The number of
Aboriginal mental health-related presentations to hospital
emergency departments in Victoria increased by more than
50 per cent in the three years between 2012-13 and 2015-16.
More, so much more, must be done to eliminate this
disparity. Our consultations so far have led to the
emergence of some compelling themes.
For example, we have been told about the direct impact
of the loss of land, culture, identity and self-worth on
the social and emotional wellbeing of Aboriginal
Victorians. How the high rates of family violence, poor
mental health, suicide, incarceration and homelessness are
linked to experiences of historical trauma and how these
instances can give rise to new instances of trauma leading
to cycles of multiple and compounding trauma.
Misunderstandings about culture and cultural safety on
the part of some services means Aboriginal people must
explain themselves and educate others about their lived
experience.
A lack of recognition of and respect for the positive
aspects of Aboriginal culture and culture's centrality in
creating a sense of meaning and purpose for Aboriginal
people. The importance of well supported, thriving
Aboriginal mental health workforce and building culturally
safe services and a holistic model of care.
Together, we have a challenge ahead, but it is a
challenge we commit to taking up alongside Aboriginal
Victorians. We must seize the opportunity afforded us
through this Royal Commission. We have a once in a
lifetime chance to work together with Aboriginal Victorians
to realise our shared hope for meaningful and lasting
change.
By no means will this be easy, but we are very
fortunate to have the community's support and
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participation.
We are grateful to all who have contributed so
generously to the Commission's thinking so far. This
includes the many people and organisations who have
participated in our community consultation sessions or
contributed through our written submission process. In
particular, I extend my sincere thanks to those who are
appearing today as witnesses. We are so pleased that you
are here with us today.
I now ask Senior Counsel Assisting, Ms Lisa Nichols,
to say more about the structure and content of today's
hearings.
MS NICHOLS:
On behalf of Counsel Assisting, I acknowledge
the Wurundjeri people of the Kulin Nation, the traditional
owners of the land on which we gather today, and pay my
respect to their Elders past, present and emerging, and
extend that to those present today. Thank you Aunty Di for
welcoming us to country.
The strong themes in the evidence we will hear today
have been already mentioned by the Chair but I will repeat
them. They are, first, that mental health in the context
for the indigenous community should embrace social and
emotional wellbeing and recognise the importance of
connection to land, culture, spirituality, ancestry, family
and community and how these things affect the individual.
Further, that social and emotional wellbeing problems
can result from unresolved grief and loss, trauma and
abuse, domestic violence, removal from family, family
breakdown, cultural dislocation, racism and discrimination
and social disadvantage.
We will also hear that the impacts of past, current
and intergenerational trauma, racism, discrimination,
marginalisation and cultural displacement have resulted in
poor outcomes of social and emotional wellbeing for
Aboriginal people.
The leadership of Aboriginal communities and Elders in
Victoria, we will hear, is critical for improving outcomes
for Aboriginal people, family and communities. We will
also hear that the resilience of previous generations has
ensured that Victorian Aboriginal communities remain
.16/07/2019 (11)

1330

1036

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

2019 public hearings

culturally diverse and rich histories are passed down.
Factors such as connection to country, engagement in
cultural practices and activities, connection to community
and Elders, knowledge of history and community and personal
resilience can be protected and can enhance social and
emotional wellbeing.
We will also hear that Aboriginal people, of course,
must be involved in the design of services and their
delivery, and in these respects and all respects have the
right to self-determination.
We will hear first from Aunty Nellie Flagg, who is a
respected Elder and a Taylor-Charles. Aunty Nellie's
traditional countries are Wemba Wemba and Dja Dja Wurrung
and Boon Wurrung. Aunty Nellie will tell the Commission
about her life and the work that she has done in providing
support for members of Aboriginal communities.
Helen Kennedy is a Trawlwoolway and the Chief
Operating Officer of the Victorian Aboriginal Community
Controlled Health Organisation. She will speak to a number
of things, including the meaning of social and emotional
health and wellbeing, the importance of early intervention,
the disparity in health outcomes between Aboriginal and
non-Aboriginal populations, barriers to trauma-informed
care, and the importance of providing trauma-informed care,
and how it is that culturally safe and appropriate
practices can be encouraged; also about the importance of
empowerment and self-determination in developing mental
health services.
Andrew Jackomos is a Yorta Yorta/Gunditjmara man. He
is also the Executive Director for Aboriginal Economic
Development and Inclusion in the Department of Jobs,
Precincts and Regions. He previously served as the
inaugural Commissioner for Aboriginal Children and Young
People. Mr Jackomos will share his views about the
importance of culture and cultural safety, and how we can
work better in ensuring that the big systems are more
culturally appropriate and responsive and how the Royal
Commission can make lasting generational change.
Adam Burns is a senior mental health clinician at
Wadamba Wilam. He will appear via video link to the
Northern Territory and will explain the services at Wadamba
Wilam, and the barriers people face in accessing
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trauma-informed care.
Professor Helen Milroy is a descendant of the Palyku
people of the Pilbara region. She is a Director of the
Centre for Aboriginal Medical and Dental Health at the
University of Western Australia, and a consultant child and
adolescent psychiatrist with the specialist Aboriginal
Mental Health Service. She will appear via video link to
Perth. She is a Commissioner on the National Mental Health
Commission and was a Commissioner appointed to the Royal
Commission into institutional responses to child sexual
abuse and she will share her knowledge on, amongst other
things, child mental health and the application of
indigenous knowledge.
Tamara Lovett is a Gunnai/Gunditjmara woman. She will
share her experiences of trying to access culturally
appropriate services in her work in the mental health
system.
Dr Graham Gee will appear via video link from Norway.
He is a clinical psychologist and researcher with
Aboriginal, Chinese and Celtic heritage. He was born and
raised in Darwin. His grandfather was born near Belyuen,
an Aboriginal community just outside Darwin, and his
great-grandmother was originally from the Barkly
Tablelands.
As the Chair has noted in other contexts, the
Commission will use a number of forums to listen to,
understand and gain wisdom from members of the indigenous
community. It will not be possible to address all of the
issues relevant today, but we hope to make a very good
start.
I'd like Ms Batten to call the first witness.
MS BATTEN: Thank you, Chair. I understand a restricted
publication order has been made. Would you please read out
the terms of the order.
CHAIR:
Thank you. Pursuant to the Inquiries Act 2014,
the Royal Commission has made an order in relation to the
next witness, Aunty Nellie Flagg. That order prohibits the
publication of the name or the identity of any child or
niece of Aunty Nellie Flagg if she mentions them in her
oral evidence to the Royal Commission today.
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A copy of this order has been placed next to the door
of the hearing room. Thank you.
MS BATTEN: Thank you, Chair. The next witness is Aunty
Nellie Flagg. I call Aunty Nellie.
<AUNTY NELLIE AGNES FLAGG, affirmed and examined: [10.25am]
MS BATTEN:
Q.
Thank you, Aunty Nellie. We might just
make sure we've got the microphone in the right place so
that we can hear you properly. Thank you. Have you, with
the help of the Royal Commission's lawyers, made a witness
statement to the Commission?
A.
Yes, I have.
Q.

I tender that statement. [WIT.0001.0041.0001]

CHAIR:
Thank you. Aunty Nellie, would you please tell
the Commission your story.
A.
The reason why I introduce myself as Nellie
Taylor-Flagg Charles is because, as Aboriginal people, we
have a connection and, as soon as you mention your mother's
and your father's family, people can make that connection.
To us, as Aboriginal people, that's so important.
One of the things that has happened in our community,
is that, that has been taken away. I'm very emotional
today. I'm not nervous, I'm emotional because I'm going to
be talking about things that affect us deeply. They may
have happened many years ago, but here we are today and
we're talking about them and it's heartbreaking because we
lived back then, but we've lived it all our lives.
The pain, the suffering, the rejection of who we are
and where we come from, and our culture that lives within
us. It's really difficult to talk about it in separation,
and I honour and respect everyone for making sure that the
inclusion of that as a whole. Our life was never different
things, and we certainly didn't have a word for "mental
health". It was never mentioned for me as a child growing
up.
I'd also like to extend my sincere and honour to Aunty
Di for giving us a welcome. I know she's not here now but
- and I'd also like to acknowledge other Aboriginal people
in this room with us today, Elders and people that I know.
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Thank you for being here and supporting us and listening to
our stories.
I'm a Taylor-Charles and I'm very proud of that.
That's the first thing I wanna say. I grew up in Swan
Hill. I was born and bred there. Wemba Wemba is my
traditional country, it extends over to the Moonahcullah
mission over the outside of Deniliquin. I shared some of
my growing up over there as well.
One of the things that - growing up in Swan Hill, I
had a wonderful life. It was so rich with love and
connection and caring and sharing. As a child I loved my
life, I'd go and live it back in a heartbeat. Even though
we lived in old shacks and down dirt roads, and we didn't
have electricity, we didn't have water. We had dirt floors
in those huts, but they were good old times, and wonderful
memories for me to have and share with my family and my
kids.
And it wasn't until I went to school that I realised
there was a thing - now, I didn't know what it was called
then, and I still didn't know until I grew up and then this
word appeared: racism. When I first went to school one of
the things that I realised: people didn't like me, not
because I was Nellie, but because I was black. And,
because of that, they treated me differently. They called
us names, they threw stones at us. I nearly got kicked out
of school for standing up for my sisters.
And there's a lot of other things that happened to me
as a person and it's heartbreaking to think, you know, the
things that happened to me, me being a parent today, I'd be
heartbroken to know that happened to my children. And the
mental anguish you carry with you in regards to being
treated like that.
My mum, she was only a little woman, but she was an
incredible woman, just like so many Aboriginal mothers.
She cared for us, she looked after us in the best way that
she could, and that's all we needed.
The stories I have of walking and talking with mum and
dad will live with me forever. But when I tell these
stories to people - white people mainly - they look at me
as if to say, "Oh, what a terrible life you had." My life
wasn't terrible, it was a great life. I had riches that
.16/07/2019 (11)
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they could not see.
My life was filled with love. I wasn't only loved by
my family, I was loved by my community and wherever I went
they knew who I was and where my connections was.
Over those years growing up, we seen children that
were removed from their families because they used to come
and stay with us off and on because their parent would go
out and work. They'd come and stay with us at the old huts
that we used to live at.
One of the things that they had, they came back to the
community after they were removed and all grown, and they
came back to our family because they were always a part of
our family. It was sad that they had to leave us and not
have the love and connection with their families and
community each and every day like I did.
We grew up very poor, we had nothing. I mean, if you
get a beach ball - and that's what I got for Christmas - I
got a beach ball. I thought that was fantastic. I got a
beach ball and a book from the Sunday School church.
That's what I got. I was happy just to get that.
Growing up poor didn't matter to us, but how we were
treated because we were poor did. Because that had an
effect on us in thinking us: oh, we can't go and talk to
them, they think we're just horrible people because,
firstly because we're black, and secondly because we were
poor.
I remember the first brand new pair of shoes I got:
they came from the tip. They were deadly shoes. They were
in the box, still brand new, someone threw them away, and
we, us as Aboriginal people, we didn't go to the tip to
take things there, we went to the tip to see what we could
take home. Back in those days we were frowned upon and
thought as, you know, scroungers and dirty, but what's it
called now? It's called recycling.
You know, life has certainly changed, but I'd walk
that life again in a heartbeat. Because it made me the
person I am. It gave me so much understanding of life and
love, and I didn't realise that when I went out in the
world that I was going to be treated badly. I was abused
as a child, and that, back in those days, I couldn't, nor
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could my parents, do anything about it. And I learnt to
live with that, it's something that lingers within me, and
it pops up every now and then.
But also over the many times throughout my employment
I've walked many journeys with a lot of people who I've
been honoured to share their story about abuse. They have
the pains and scars that we cannot see because they hide
them because it's too painful to live that life each and
every day.
And, how they keep going and what is required of them
to keep going, where do they go for help? I've had people
who have gone to counselling: I do not like that word
"counselling". And, as a person, I do counselling counselling if you want to call it that, but I do not like
it; I call it "a yarn". You know, they come and they want
to talk to you about the pain that affects them all their
lives and you sit and listen.
I've been honoured to listen to many, many stories
from people, and those counsellors that they've gone and
seen, mostly non-Aboriginal people, had no understanding of
Aboriginal cultural, had no understanding of what really
they were feeling, and so, it was difficult for them to
talk to them about it.
Like I said, I was affected by racism quite deeply,
because I lived in a small town, and it was a very racist
town in Victoria. When I finally moved away, because I
needed to move away because I could not grow up healthy
there; I could not get a job other than picking fruit and
vegetables, and I wanted more for myself and more for my
family, and so, I moved away. But every fortnight all the
kids would go home and, when we went home, we'd all want to
catch up with our cousins and that and there was a pub in
town that all the black fullas used to drink at - at the
back bar, mind you, not the front bar.
It started happening, oh God, years ago that you'd go
home and you'd have one black fulla play up during the week
or within that two weeks that I hadn't been home, and you'd
go and try and catch up with the mob, and you'd go out to
the back bar and they'd walk up to you and say, "No, you
can't come in"; we'd go, "Why can't we come in?" They
turned around and said, "All you black fullas are barred."
I said, "Barred, why?" "Because so and so played up."
.16/07/2019 (11)
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We were all treated terribly, and all we wanted to do
was continue our connection to each other and you're
constantly - living in Swan Hill, and I'll name it, whether
you take it out or not, I don't care - it was hard. I was
very good at sport and one of the things - I was mostly
captain on the teams - they would talk to me on the field
but they would never talk to me off the field.
And so, you wonder why they would treat you like that.
If I class someone as a friend or someone that I met and I
thought they were nice, I would talk to them regardless of
where it was. Again, I was with my husband and I walked
into a hotel again to have lunch one day, and before I
even - we hadn't got too far into the restaurant, a man
approached me and said, "I'm sorry, you can't come in." I
said, "Why can't I come in?" "Because the Aboriginal
people are barred." I said, "But I haven't been here to be
barred, how could I get barred?"
And so, that made you stop and think, as an adult, if
I wanted to go out for dinner, or if I wanted to go and eat
somewhere, would they treat me like this? And so, it
stopped you from being you because you were worrying about
how you were gonna be treated.
I stood in a shop in Swan Hill and not got served.
Another day at school, we were learning folk dancing whoopee, you know, that's the last thing that I'd wanna
learn, but we were learning to do the folk dance. You had
the boys lined up on one side, the girls lined up on the
other side. My brother was down the other end, and when
the music started you had to walk in and hold hands with
the person opposite you. The music started, we walked in.
The boy opposite me wouldn't reach out and touch my hands.
I didn't know what to do, I was a kid. The teachers
didn't do anything, so I just stood out alone. The girl
who was opposite my brother, she took his hands. When my
brother saw that when I stepped away, he came up and he
come and was my partner so we could be involved.
That had a severe impact on me because I thought, if I
reach my hand out to shake someone's hand, introducing
myself to them or saying "hello", will they take my hand?
And I think about that now: I choose who I put my hand out
to. This disease, racism, has impacted on many Aboriginal
.16/07/2019 (11)
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people.

It has stopped us from being who we truly are.

One of the things that I grew up knowing and
understanding was that, you do not judge people for who
they are. My parents taught us to accept people for who
they are and what they bring, and accept that and be
respectful. And so, when I found people didn't like me;
again, not because I was just Nellie, it was because I was
black. I learnt very quickly there are things I can do and
there are things I can't do and places I don't wanna be.
Q.
Thank you, Aunty Nellie. Just before we finish,
you've said in your statement, you've talked about your
fantasy of Aunty's place. I was wondering if you wouldn't
mind telling the Commission a bit more about what you think
Aunty's place could look like and how you think that might
help people?
A.
Aunty's place to me is a place, a place like I grew up
in, a place where I knew I was safe and loved and cared
for. Now I see a lot of our young people who were involved
in DHHS, and a lot of our kids in foster care and
out-of-home care, and what I'd like to see is those
families reunited. When these families are breaking down,
we will remove them, we separate them. How can they be
strong if we do that?
What I wanna see or would like to see, places where we
could take the whole family and work on them as a family.
Not, you know, separate them, put the kids over in a
non-Aboriginal foster care where some of these people have
no understanding of our culture and do not connect with our
communities to keep the children solid and strong.
For us as Aboriginal people, and especially our kids,
they need to know who they are, where they belong. They
need to understand they are loved by our community, even if
their family is falling apart. If we could have a place
where we could take them and show them that they are loved,
and they matter and they're valued, and, you know, we can
work on some of the problems that they're having in their
lives, because that's what it is, it's problems. And some
problems can be resolved. You just don't know, you know.
Sometimes when they're young they don't know where to go
and who to ask because they're ashamed and they're afraid.
I imagine what my parents lived - the fear that they
lived with each day. And I think back, you know, mum .16/07/2019 (11)
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used to think about how she reacted when a car used to come
down towards the old huts. We knew, if we saw a car coming
towards the old huts, that we had to go inside and be near
mum and dad, or wherever mum and dad was.
The boys would just take off into the bush. I don't
want our kids to grow up with that fear, the fear of not
knowing or being scared of being taken away. I want them
to be strong, I want them to know who they are. I want
them to know who their cousins are and be a part of that.
I didn't play with other kids, especially white kids,
until I went to school because, within our family we had 10
children - mum and dad had 12 children but two passed
before I was born. Aunty down the road, she had eight, we
had 18 kids. Would you want any more kids? There was a
big mob of us, we always played together, and we cared
about each other, we always watched out for each other and,
you know, if we knew someone - they call it mental health
issues now - had a problem, it wasn't a problem.
Everyone knew you had to look after them, everyone
watched out for them, and that was a wonderful thing,
that's how I grew up. I can't take my children back now
and show them where the old huts and that were because they
no longer exist, and the land is taken up now by orchards
and things like that.
You know, there's so many stories that I have growing
up and wonderful stories that I tell my boys about my life,
and it's one thing telling them and it's another thing
showing them, and I can't do that.
When I go home I take them up to - we go and visit the
cemetery because that's where all my family, most of them
are. Out of those 10 children I grew up with, there's only
four of us left. One of the things in life that I wanted
to do is reach 60, and I've done that. I'm over 60 now,
and that was a milestone, because so many of my family
didn't reach 60.
I've lost so many of my family at a young age, it
breaks your heart. And, the passing of them didn't happen
in isolation. The passing happened sort of in groups. I
had a brother we lost at 27; I had a sister we lost at 37;
I had two brothers die at 43. I had my sister, elder
sister, die at 59. I had a brother a year older than me,
.16/07/2019 (11)
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he died at 57. And these deaths just didn't happen, you
know, one year and then five years later we lost someone
else: it was one year, then not even six months later
another death, and then another death.
That only didn't happen just with my brothers and
sisters, it also was with my nieces and nephews. One
particular niece, she passed away, she's only 26. I came
home from the funeral because I was doing some work up in
Sydney at the time, and then only two weeks later we had
another niece who passed. She was 40, we buried her on her
birthday. Her brother was 37, he went to her funeral and
then five weeks later we were burying him. How do we cope
with these sorts of things?
It's not an isolated situation. There's too many
deaths in our community and a lot of them can be prevented
through health.
Q.
Thank you so much, Aunty Nellie.
further questions for Aunty Nellie?

CHAIR:
No, I don't think so. Aunty Nellie, thank you so
much for sharing with us your experiences. We didn't touch
on all of the professional contribution you've made in your
40 years working in Aboriginal Health and Wellbeing, but we
really do know that from your witness statement and thank
you so very much for sharing your personal story with us
here today. Thank you.
MS BATTEN:
CHAIR:

May Aunty Nellie please be excused?

Yes.

<THE WITNESS WITHDREW
MS NICHOLS:
Commissioners, the next witness is Ms Helen
Kennedy, I call her to give evidence now.
<HELEN ELIZABETH KENNEDY, affirmed and examined:

[10.53am]

MS NICHOLS:
Q.
Ms Kennedy, have you, with the
assistance of the Royal Commission, prepared a statement
which sets out your experience in the mental health system
and related matters and your opinions about the questions
we've discussed with you?
A.
Yes, I have.
.16/07/2019 (11)
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Q.
I tender that statement. [WIT.0001.0048.0001]
Ms Kennedy, are you the Chief Operating Officer of the
Victorian Aboriginal Community Controlled Health
Organisation?
A.
Yes, I am.
Q.
A.

Otherwise known as VACCHO?
Yes.

Q.
Have you had many leadership and senior management
roles within the Aboriginal Community Control Sector and
Government including as a manager of the Family Counselling
Service of the Victorian Aboriginal Health Service?
A.
Yes, I have.
Q.
Have you been a Director of various organisations and
a member of the National Aboriginal Mental Health and
Suicide Prevention Committee?
A.
Yes, I have.
Q.
Have you worked as Principal Policy Advisor for the
Aboriginal Social and Emotional Wellbeing at DHHS, where
you played a key role in developing Balit Murrup, the
Aboriginal Social Emotional Wellbeing Framework?
A.
Yes.
Q.
Can I ask you to tell the Commissioners just a little
bit about VACCHO and what it does and what its objectives
are?
A.
Victorian Aboriginal Community Control Organisation,
otherwise known as VACCHO, is the peak Aboriginal health
body for Victoria. It supports a number of member
organisations which are adult community controlled
organisations that have health as a key focus, currently
numbering about 28. So, our role is to provide advocacy,
policy support, research and over time we have aspirations
to become a centre of excellence in Aboriginal social and
emotional wellbeing.
Q.
A.

Is VACCHO a champion for improved mental health?
Absolutely.

Q.
And does it get about half of its funding from the
State Government?
A.
Yes, roughly half.
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Q.
Can I ask you about social and emotional wellbeing,
and it's right, isn't it, that many Aboriginal people
describe both their physical and mental health as having a
foundation of social and emotional wellbeing, originating
in strong positive connections to family, culture,
community, land and spirituality?
A.
Yes, and I will answer that question, but before I do
I also want to acknowledge that we are meeting here on the
lands of the Wurundjeri people and thank Aunty Di for her
amazing and warm, as always, welcome to country. I want to
pay my respects to their Elders past and present and to
Elders in the room and to all Aboriginal people and
supporters that are here today.
Q.
Thank you, Ms Kennedy.
A.
There's obviously been lots of references about the
importance of social and emotional wellbeing. We know
that, to improve social and emotional wellbeing and mental
health in Aboriginal Victorians, we really need to define
health and wellbeing in terms of relevance and consistent
with Aboriginal people's understandings and experience,
both historically and in the context of colonisation and
the contemporary experiences of Victorian Aboriginal
families today.
I thought I'd just read out a definition that was
actually written in one of the first landmark national
reports on Aboriginal social and emotional wellbeing in
1995 and it still is relevant today:
"The concept of mental health comes from an
illness or a clinical perspective and its
focus is much more on the individual and
their level of functioning in their
environment. For Aboriginal people the
social and emotional wellbeing concept is
broader than this and it recognises the
importance to land, culture, spirituality,
ancestry, family and community and how
these affect the individual."
So critically it needs to be understood that, when the
harmony of these interrelations is disrupted, Aboriginal
ill-health will persist.
Q.
Can you explain how it is that social and emotional
wellbeing is understood as having both risk and protective
.16/07/2019 (11)
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factors?
A.
Yes. Many Aboriginal people can describe both their
physical and mental health as having a foundation - social
and emotion wellbeing, commonly known as SEWB, originating
in strong and positive connections to family and culture,
community and spirituality as per that definition. So,
that has to be understood as a protective factor against
high rates of stressors and negative social determinants
that can lead to depression, anxiety, substance abuse and
sometimes severe mental illness.
Social and emotional wellbeing is a source of
resilience and we heard from Aunty Nellie before how
important it was for her to be connected to her culture and
her spirituality that supports her and others to protect
them against the worst impacts of stressful life events.
Those stressful life events, and Aunty Nellie articulated
them very well, sadly, is the number of deaths. Stressful
life events are also around divorce, separation, family
members being in incarceration, and the number of life
events that Aboriginal people experience are way, way
over-represented.
So, when we understand - I might just talk about the
risk factors, if you don't mind?
Q.
Yes, of course.
A.
What we know is that Aboriginal people are
disproportionately exposed to risk factors that negatively
impact upon their social and emotional wellbeing, and sadly
the extent of this exposure is associated with increased
suicide risk and ultimately suicide rates are twice the
average.
Significant risk factors: there's growing research
that tells us more about these risk factors that negatively
impact on social and emotional wellbeing of Aboriginal
people which include widespread grief and loss, impacts of
the Stolen Generation and removal of children, unresolved
trauma, separation from culture and identity issues,
discrimination, economic and social disadvantage, physical
health problems, incarceration, violence and substance
misuse.
As I said, there's growing research around risk and
protection factors. Some researchers have identified very
clearly that forced removal from family, systematic and
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institutional discrimination and the presence of all of
those multiple stressors, including things like death of
family members, are common risk factors for Aboriginal
people.
For those Aboriginal Victorians who don't experience
strength in their identity and/or where those fundamental
protective factors that contribute to resilience are not
present in their lives, this can also lead to poor social
and emotional wellbeing.
Q.
Can I ask you about the protective factors, and does
one model of social and emotional wellbeing draw on seven
domains which are intended to and understood to protect,
namely body, mind and emotions, family and kin, community,
culture, country, and spirituality and ancestry?
A.
Yeah, the social and emotional wellbeing model that's
based on Aboriginal understandings of social and emotional
wellbeing has been developed in recent years. Dr Graham
Gee, who you will hear from later on, is one of the authors
and architects of that model.
In one of the first government frameworks called Balit
Murrup which was released two years ago, there's
significant attention made around identifying that model,
what the most specific risk factors are, protective factors
are, and there is a fantastic case study that tells a story
of an individual who's being supported to heal and improve
her social and emotional wellbeing and mental health by
focusing on all those protective domains, including
connection to culture, focusing on improvements in mind,
body and spirit, connection to family. Wadamba Wilam, who
you will also hear from later on, who has prepared that
case study, will give a really good detailed account of
what that means in practice.
My concern is that there is a very poor understanding
across the service system of social and emotional wellbeing
and how that model can, by focusing on protective factors,
can reduce the impacts of the risk factors and mitigate
those risks.
And I just wanted to say one more comment that, at a
practical level, there has to be a much greater
understanding by service providers about Aboriginal
concepts of social and emotional wellbeing to inform a
development delivery of culturally and clinically
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appropriate service responses right across every aspect of
health and human service design and delivery approach for
Aboriginal people.
I reinforce: there's a poor understanding of this
model. Despite fantastic government reports such as this,
there's a limit of resources available to support
practitioners, policies, people working in social and
emotional wellbeing in mental health to understand how to
support people, Aboriginal people in the context of human
services delivery.
Q.
Has it been shown that, where a social and emotional
wellbeing framework is actually implemented, that
Aboriginal people will have much better access to services
that express that framework?
A.
Yeah. There's clearly a strong evidence base now that
that social and emotional wellbeing model works, and I
think that that will also over time support Aboriginal
people to perhaps alleviate their distrust in mainstream
services because they're able to be more culturally
responsive and not just focusing on what is the immediate
presenting factor and focusing on a biomedical approach.
I might actually just share a personal experience when
I was working at the Victorian Aboriginal Health Service,
and there was a community member who was waiting to see a
doctor as it turned out. Had a yarn with that person and
sat down, asked her how she was going. She said, "I'm
really distressed. I've come to see the doctor. I have
isolated myself, haven't left the house for weeks. I've
lost contact with family and my only interaction with the
world is through social media and what I'm seeing on social
media is horrific and it's really distressing to me, so I
thought I'd see the doctor. And, I don't know, maybe I
need antidepressants."
So at that time, fortunately, the Victorian Aboriginal
Health Service was running a Minajalku healing centre. So,
we were able to encourage that community member to
reconnect with community, to reduce her social isolation
and be part of community and reconnect. At the time there
were a number of women's healing groups, cultural
activities, art therapy et cetera that she was able to
reconnect with, and that supported her resilience.
So, in terms of those protective factors, connection
.16/07/2019 (11)
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to country, family, identity, improving mental health,
social and emotional wellbeing, that person was able to
re-integrate and became a really significant member of many
of those groups, and didn't have to be prescribed
antidepressants.
Q.
Thank you. Can I ask you about the importance of
intervening early in life, and it's a fact, isn't it, that
childhood and family adversity experience by Aboriginal
community members is significantly higher than in the
non-Aboriginal community?
A.
Yes. I thought I actually might share some other
research in addition to Penny providing - if I can call you
Penny, Commissioner - in providing an overview of what we
know about the entrenched mental health social and
emotional wellbeing gap that exists in the context of young
people.
Victoria has a very high youth population. From 0-24
our young people make up about 52 per cent of the
population, and it's growing and our population is growing
rapidly as well.
At the end of last year there was a major national
review on Aboriginal young people's mental health that was
released, and our young Victorian Aboriginal people
experienced the second-highest rate of psychological
distress in the nation, second to Western Australia, at
39 per cent. I think that's very, very telling and I think
we need to start at that.
We know that exposure to adverse child experiences is
associated with emotional and behavioural difficulties and
mental health problems in children and adolescents.
I believe that the impact of trauma on Aboriginal
children and families is a major undetected, underestimated
and misunderstood determinant of the poorer mental health
outcomes that we see in the adult population. And given
the high prevalence of mental illness of that large rapidly
growing population, there is an urgent need to address this
with new solutions and better, more accessible culturally
responsive services and initiatives. In other words, we
need to prioritise and strengthen early intervention and
prevention approaches for our children and young people.
Interestingly, I've had an opportunity to look through
.16/07/2019 (11)
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a lot of the National Mental Health Commission reports,
background documents. The National Mental Health Secretary
considered expert advice on specific challenges for
Aboriginal people in 2014. They found that there was no
specific allocation of Commonwealth mental health program
funds for Aboriginal early intervention and prevention
programs.
The experts that contributed to that report supported
the view that investment and early intervention programs
for children and young people will provide the greatest
return in investment, and I think it would certainly, from
my perspective, be very important for this Royal Commission
to look at what investments this State Government are
making in that area, what's working, what's not working
well.
I think we need to do a deep dive to make sure that we
can precisely identify what those social and emotional
wellbeing mental health needs are and those gaps are for
children and young people and have a long-term plan for
delivering targeted services.
I know, when I was working at the Victorian Aboriginal
Health Service, that it was relatively easy for me to
attract funding to support adult mental health - I'm not
saying it was really easy, it was always challenging - but
whenever we made any attempts to find any funding and
resources to support the work that we were doing as part of
our Koori Kids and Adolescent Mental Health Unit there was
absolutely nothing. There is a paucity of resources to
support early intervention, social and emotional wellbeing
mental health services for young people.
Q.
Can you tell the Commission a bit about the Koori Kids
and Adolescent Mental Health Service and why, though it has
underfunding, it's a good example of an early intervention
model?
A.
The Koori Kids Adolescent Mental Health Unit that's
run through VAHS is the most unique service model of its
kind in Victoria, and I will say that there are many other
Aboriginal Community Control Organisations in Victoria that
look at that program initiative and the positive outcomes
that are being achieved and would love to adapt that model
as part of their broader service model. Koori Kids and
Adolescent Mental Health Unit are able to provide
wrap-around integrated service responses to families. They
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have a suite of mental health psychiatric professionals and
Aboriginal health workers all working as one in
collaboration.
I know - and I'm aware that Andrew Jackomos is going
to be speaking later on. I had the privilege of being part
of the Taskforce 1000 three years ago where I was part of a
panel reviewing case, after case, after case, unpacking
where that child was, what had happened to them, trying to
identify systematic issues and improvements, and one of the
common themes in the taskforce in the northern region for
kids in out-of-home care who were doing well, was that they
were supported by counsellors, staff, from the Koori Kids
and Adolescent Mental Health Unit. It was quite startling.
Again, I think that there is opportunities for us to
do a lot more research to really highlight and bring to
bear and bring to life the evidence base of what works and
how it works.
Q.
Can I ask you to say something about historical
trauma, sometimes referred to as intergenerational,
transgenerational trauma, and how it can be transmitted by
a number of pathways, including family, biological and
social mechanisms?
A.
Yes. It's clearly a central theme and in the context
of historical trauma we know that refers to the
manifestation of emotions and actions that arise from the
historical loss from the insidious and lasting impacts of
colonisation, which includes loss of land, cultural
connections, language, assimilation and child removal.
And I do need to say in prefacing my comments that in
Victoria these impacts have been brutal. Our history of
colonisation involved successive, sustained periods of
interpersonal and structural violence on entire groups and
communities. This level of traumatisation has resulted in
what's often referred to as the Stolen Generation - sorry,
intergenerational, transgenerational and historical trauma.
Intergenerational trauma continues to affect
Aboriginal people in Victoria today by being passed down
from the first generation of survivors who directly
experienced or witnessed these events, traumatic events to
future generations.
I really do need to highlight that, within living
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memory Aboriginal Victorians were forcibly removed from
their families under Stolen Generation policies. We know
that 47 per cent of Aboriginal Victorians have a relative
that was removed under these policies. They have left a
legacy of enduring trauma and loss that continues to affect
Aboriginal communities, families and individuals in many
compounding ways, including the fracturing of our
communities, identities, connection to culture, one of the
most important protective factors of social and emotional
wellbeing.
I want to say that we know - and again I know we're
hearing from Dr Helen Milroy who was the Commissioner for
the Royal Commission into institutional abuse a bit later
on - but we do know that many of the Stolen Generations
were psychologically, physically and sexually abused while
in care or with their adoptive families.
As Justice McClelland said:
"Their forced removal led to psychological
and emotional damage which has been
inherited by today's Aboriginal and Torres
Strait Islander children. As a result,
many remain highly vulnerable to sexual
abuse."
I need to say, I find it astounding that Victoria, who
is supposed to be one of the most progressive states, has
been unable to come up with a reparation scheme for Stolen
Generation survivors, unlike other states such as Tasmania,
New South Wales and South Australia.
I think, for many Aboriginal people who were sexually
abused in institutions, healing and seeking redress are not
separate and should be addressed in parallel and considered
as part of this Royal Commission process.
In answering the second part of your question, in
terms of intergenerational trauma, that is passed down
through parenting practices, it's passed down through
behavioural problems, violence, substance abuse and mental
health issues.
And of course, and this is something I really want to
highlight, if people do not have the opportunity to heal,
then they may deal with their pain in negative ways,
.16/07/2019 (11)
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including self-destructive behaviour, development of
lifestyle diseases, entering the justice system, physical
and emotional violence abuse or addiction.
My plea is that we focus more on supporting our
communities, individuals and families to address that
underlying trauma and in the context of preventative
responses. I am a big advocate for us to have a much
greater focus on providing support services that focus on
healing models.
Q.
Can I ask you about the effect of racism. Is it the
fact that Aboriginal Victorians, over 70 per cent report
eight or more racist incidents within the preceding
12 months?
A.
Yes, I think it's important to be aware that there is
a connection between intergenerational trauma and
institutionalised racism, and how that impacts on
Aboriginal people's engagement with the medical mental
health system. It serves as key barriers to accessing
adequate health care.
One example is, Aboriginal Victorians are regularly
subjected to racism, with over 70 per cent reporting eight
or more racist incidents within the preceding 12 months.
This has a direct impact on medical health outcomes with
47 per cent of Aboriginal people who self-reported
instances of racism, being over the threshold for very high
and high psychological distress.
One study has shown 62 per cent of Aboriginal people
reporting experiencing racism in a health care setting.
Q.
That was a study published in the Medical Journal of
Australia?
A.
Yes.
Q.
In 2014?
A.
Yes. And racism acts as a barrier to accessing
services and seeing through health care Services to
completion.
Q.
Can I ask you to tell the Commissioners in brief, what
is trauma-informed care?
A.
Before I answer that question, I'd just like to share
some other research that's important to understand because,
if we are looking at bedding down trauma-informed models
.16/07/2019 (11)
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and the importance of trauma-informed care, we need to
understand the extent of trauma exposure. We've talked
about intergenerational trauma, how that transmits from
generation to generations.
Some research has been done, just five minutes down
the road from here, by Dr Graham Gee over many years that
looked at the extent of trauma exposure among Aboriginal
clients attending family counselling services. The number
of traumatic events clients reported experiencing in a
lifetime was very high, at nearly 13.
Dr Gee, who you will be hearing from later, as I
understand, by Skype noted that this level of trauma
exposure was comparable to studies involving refugee
populations who had experienced large-scale collective
trauma. I don't think that people are anywhere aware
enough of the extent of exposure to traumatic events in
addition to the impacts of transgenerational trauma.
A further concern: 91 per cent of those clients report
experiencing family violence; 40 per cent reported trauma
symptoms severe enough to be consistent with post-traumatic
stress disorder. So, a really important piece of research
that I understand is not yet published, but no doubt Graham
Gee will be talking about that.
So trauma-informed care is a framework that allows
practitioners to better understand the ways in which trauma
impacts on the individual. It allows for a holistic
understanding of trauma by situating the person's
experience within their environment and it's a departure
from medicalised models to understand trauma-related
behaviours as a pathological symptom, rather than as the
result of larger inequalities.
Trauma-informed care aims to reduce the trauma felt in
an individual's life which manifests itself in different
ways. When I think of trauma-informed care, I don't stop
at trauma-informed care, I say trauma-informed and
healing-based care, if we are to be situating service
models that are more responsive to the needs of Aboriginal
people.
Trauma-informed and healing-based care improves the
mental health outcomes of Aboriginal people and should be
the cornerstone of all care practices and for every service
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working in mental health and related areas. Again, it
allows for holistic approaches and service provisions that
recognise the individual experiences of clients.
I am aware that there has been some work done to
support the capability of mental health staff across
Victoria to provide trauma-informed treatments to people
with refugee backgrounds seeking mental health care. We
need to do the same work for our First Nations people and
should prioritise commissioning of work that supports an
Aboriginal trauma-informed and healing-based framework with
associated resources to be introduced right across the
mental health service system including our own
organisations, our own ACCHOs, in addition to healing
centres and healing initiatives.
Q.
Can I ask you to explain briefly, what's the essential
difference between trauma-informed and healing-based care
and what you call medicalised models of care?
A.
I think again, trauma-informed care is less of a
biomedical model and ultimately has the same aim of
reducing the trauma felt in an individual's life, which
manifests itself in different ways. By adopting a social
and emotional wellbeing framework in terms of supporting a
person's social and emotional wellbeing, including their
recovery/healing, recognises that, in an Aboriginal
context, healing is a critical underpinning concept that
sits across the entire social and emotional wellbeing
model.
Q.
Thank you. Can I ask you about the problem you've
identified in your witness statement of many Aboriginal
people in Victoria having a profound distrust of mainstream
health services, and what do you think could be done to
improve that position?
A.
I'll start off by saying that Aboriginal people in
Victoria have historically not accessed mental health
services at levels appropriate to their needs. Aboriginal
people are over-represented in terms of psychosocial
problems compared to the general population and do not
access mental health community support services and levels
commensurate with their needs.
There are several reasons why I believe mainstream
services often fail to meet the needs of Aboriginal people.
One, there is an historical attitude of fear and distrust
of mainstream health services, and this is due in part to
.16/07/2019 (11)
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past associations with removal of children, experiences of
discrimination and racism and negative staff attitudes.
Two, there's a lack of awareness amongst mental health
service providers of the historical community and cultural
factors relating to social and emotional wellbeing and
mental health.
I believe there are inflexible models of service
delivery, including the use of inappropriate assessment and
diagnostic tools, and I have no doubt that some of the
clinicians who will be speaking later on can provide some
examples of where that occurs.
Critically, there are too few Aboriginal people
actually working in the mental health service system. We
know that Aboriginal people are more likely to access
health services and return for following treatments if
Aboriginal people are working in these services, and
there's a lot of evidence for that and I'd be happy to talk
more about that.
There are poor quality linkages for people,
particularly - and we've been hearing this throughout this
entire mental health Royal Commission, lack of integration,
linkage between primary mental health, funded by the
Commonwealth mainly, and our specialist clinical services
which are delivered by the states.
The other challenge relates to the relative poverty
and geographic location of many Aboriginal people with
mental health problems and their carers, particularly
Aboriginal people who live in regional locations which
affects their capacity to access mainstream services.
Stigma: stigma of mental illness acts as a significant
barrier to Aboriginal people seeking help when it's needed.
I think we've got a lot of work to do to address stigma.
It exists on a number of levels, including feelings of
shame for individuals, and I think that there is still
limited mental health literacy and awareness of social and
emotional wellbeing problems in Aboriginal communities
including early identification of needs.
Q.
Can I ask you to say a little bit more about the
workforce and the importance of developing the Aboriginal
workforce in mental health and the challenges of doing
.16/07/2019 (11)
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that?
A.
It is very clear that there are major workforce gaps
across all of our service systems, including our clinical
mental health service systems, and within our ACCHOs, and
if we are to seriously address improving mental health,
social and emotional wellbeing outcomes we will prioritise
the need to expand that workforce.
In our clinical mental health services alone, and we
have 38 services I understand - 33 - which includes Child
and Adolescent Mental Health Services as well as our Area
Mental Health Services, there are only eight Koori Mental
Health Liaison Officer positions. We know that there's a
new traineeship program that's being rolled out to support
a growing skilled mental health workforce, which is
fantastic, but they're not located in all the services.
Those staff, a small number of the eight Koori Mental
Health Liaison Officers, I believe feel under-supported,
isolated, the lack of career paths, and a lack of clarity
around the scope of practice, and I would suggest a major
review of that initiative and how it fits in with the new
traineeship program so that we can have a cohesive
Victorian Aboriginal mental health workforce strategy that
looks at the mental health service system and how we can
grow and support that workforce, as well as within our
Aboriginal Community Controlled Health Service.
I will say, I have looked a lot at the experiences of
New South Wales who are at least 10 years ahead of us.
They have a policy commitment that, for every 1,000
Aboriginal people living in New South Wales, there will be
one Aboriginal mental health worker position employed. As
I understand, they are well on target recognising that they
have a much bigger population than we have in Victoria.
They have done extensive reviews and evaluations of
their workforce program. Most of their mental health
services have two Aboriginal mental health workers, an
Aboriginal mental health clinician and an Aboriginal lead
clinician, which reflects good practice as a general rule:
you wouldn't put just one Aboriginal person working in,
particularly a mental health service system with some of
the complexities that are associated with that.
Q.
Is it important to have a developed Aboriginal
workforce in both ACCHO controlled services as well as in
.16/07/2019 (11)

1354

1060

H E KENNEDY (Ms Nichols)

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

2019 public hearings

mainstream services?
A.
Absolutely. I do want to say, I really would just
like to spend a few minutes reflecting on some of the
issues and the needs within the Aboriginal community
controlled sector. We know that our ACCHOs are often the
preferred service of choice for Aboriginal Victorians and
that they are effective in creating better outcomes, but
they have limited primary mental health services. That in
turn limits the ability to offer those in the community
specific services.
With a few exceptions there is inadequate and
inefficient funding. They're often recipients of very
small parcels of funding that are short-term,
non-recurrent, and they struggle to deliver real
sustainable impacts on individuals, let alone families and
whole communities across vast geographic areas where
transport and a lack of outreach service remain barriers.
I would like to highlight that, despite those limited
resources, two of the top presenting issues that are
presented at ACCHOs are depression and second depression
and anxiety. Our ACCHO CEOs have identified mental health
as being their top priority and their top service gap. The
Commonwealth Mental Health Commission identified as a
priority, as a way to respond to growing mental health
issues and the growing gap, that a solution is to support
the development of Aboriginal social and emotional
wellbeing teams that are integrated into every ACCHO and
that's what we need to do.
I think Primary Health Networks have a key role to
play in there, but I think that there is enormous
frustration within ACCHOs that those resources to support
those multidisciplinary teams to partner up with mainstream
services are very, very slow to come. And there is some
really good examples that I can highlight that are working
really well where the State Government has invested in four
ACCHOs to develop new treatment and service responses in
mental health and an evaluation is still underway, and the
outcomes are showing really positive impacts.
So, let's learn from that and grow that model across
our ACCHOs.
Q.
Because we're running reasonably short of time I'm
going to ask you about a couple of things briefly. There's
.16/07/2019 (11)
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much in your statement and you can be assured that the
Commissioners have that and have read it and have
considered it.
You have suggested in your statement that it's
necessary for Victoria to develop an Aboriginal Suicide
Prevention Framework. Can you say a few words about that
briefly?
A.
Very briefly, the last time there was an Aboriginal
Suicide Prevention Framework was 2014. I'm really
concerned that that suicide framework was developed in
response to a spate of suicides right across Victoria;
there was an enormous amount of community consultation that
provided input into that strategy. I don't think it has
ever been reviewed, evaluated, reported against, and I fear
that we are now moving into another phase of far too many
suicides, suicides that are under-reported.
We know that the Coronial Court is doing a deep dive
into getting, for the first time ever, a register of
Aboriginal suicides. Victoria's never been able to report
on its Aboriginal suicides at a national level. I believe
that we need to have a focused look at suicide prevention
as part of this Royal Commission; it needs to be a specific
piece of work that should review what has happened.
We know that there needs to be more research into what
works, but there is a centre of best practice in Aboriginal
suicide that we can look at, but I think we should not wait
until we have crisis - which I think we probably already
do - across Victoria to have a response.
Q.
Thank you. In the remaining moments, is there
anything that I haven't asked you about among the many
things in your statement that you want to tell the
Commissioners?
A.
I will just say, from my experiences, being involved
in community consultations leading up to the 10-year mental
health plan, Balit Murrup, that a key area of focus that
Aboriginal people and families were wanting to draw more
attention on was a focus on healing, and healing services
and support. We know they work, the evidence is
compelling. Our own Aboriginal Healing Foundation has
identified the benefits, including economic benefits of
investing in healing centres.
The example that I provided before about the woman in
.16/07/2019 (11)
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the waiting room at VAHS, who was then connected up to the
Minajalku healing centre. That healing centre no longer
exists. There are no dedicated resources whatsoever to
support what we know works and what actually will reduce
hospitalisations and support people to remain well and
resilient and strong in their culture supporting those
protective factors.
MS NICHOLS:
Thank you very much, Ms Kennedy.
there any questions from the Commissioners?

Chair, are

CHAIR:
Q.
There's just one thing I'd like to examine a
little bit. Thank you very much, it's a very comprehensive
statement and we have, as Ms Nichols said, been able to go
through that.
The importance of yarning, you used the word a fair
bit, and in Aunty Nellie's statement she talked about the
fact that when she worked at the CASA in her career a lot
of the time no-one came into the centre, Aboriginal people
weren't comfortable until she went out and was informally
meeting with people having a coffee yarning and she said
there was a tenfold increase in the number of people
seeking assistance.
How important is us understanding yarning in the
designing of Aboriginal-centred practice into the future?
A.
I think it's very important. I think that stigma of
mental health, seeking help, is a real challenge. I know
that even for people to rock up to family counselling
services - again, that "counselling" - it's a big step and
it's hard. I think that the Victorian Health Service have
done incredibly well to break down some of that stigma
because it's a trusted service.
You will see on ever door in any of the - you know,
what's normally a "consult room" - it's called a yarning
room: yarning room 1, yarning room 2, yarning room 3,
yarning room 4 and it goes on and on. So, yes, I think
it's important that that be recognised.
CHAIR:

Thank you.

MS NICHOLS:
CHAIR:

Yes.
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MS NICHOLS:
break?
CHAIR:

Yes.

SHORT ADJOURNMENT
MS BATTEN: Commissioners, the next witness is Mr Adam
Burns, who's appearing via video link to the Northern
Territory. We'll just ask Mr Burns to take the
affirmation.
<ADAM JOHN BURNS, affirmed and examined:
MS BATTEN:
Q.
Thank you very much, Adam.
me okay?
A.
Yeah, all good.

[12.02pm]
Can you hear

Q.
Thank you. Have you, with the assistance of lawyers,
prepared a witness statement for this Royal Commission?
A.
I have.
Q.

I tender that statement. [WIT.0002.0014.0001].
Adam, could you please start by telling us, what is
Wadamba Wilam?
A.
Okay, Wadamba Wilam's a program to work with
Aboriginal and Torres Strait Islander people experiencing
homelessness and mental illness, and it's been running for
about five years and it's quite unique in that it has four
organisations involved.
So, I represent the Northern Area Mental Health
Services, and there's an Aboriginal mental health worker,
there's a drug and alcohol worker, there's an NEAMI worker.
There's also an NEAMI manager and a consultant
psychiatrist. The idea being that we work as an
inter-agency team, work collaboratively with 25 to 30
clients.
Q.
Okay, thank you. Could I just ask you to speak just a
fraction slower, please. Could you also tell us what's
your role at Wadamba Wilam, what do you do there?
A.
My role, I'm a senior mental health clinician, so I'm
the psychiatric nurse on the team, so I guess I provide
direct support case management and so forth to clients as
well as some other roles within the team, like liaison and
primary, secondary and tertiary consultations to other
.16/07/2019 (11)
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parts of the Northern Area Mental Health Service, and
essentially working with the other team members to provide
holistic care based on the principles of social and
emotional wellbeing.
Q.
Can you tell us a bit more about that holistic care,
what do the services that you provide look like?
A.
So, it's all provided through intensive outreach, so
we take the service to the person. So, it can be really
varied. Like I said, the main criteria was homelessness
and mental illness but that's normally just the tip of the
iceberg for many of the people we work with. I think it
should be acknowledged that underlying trauma drives a lot
of this, but also that people have co-occurring addiction
or other disabilities, and acquired brain injury and
intellectual disability, and also I guess a lot of other
issues in their life or, you know, they haven't had any
connection with their culture or their people.
So, essentially it's about initially building trust
and relationship and then working through the issues as we
go. So, most of the people that I work with, the clients
I've been working with for four or five years and seeing
them at least once or twice a week in an outreach basis, so
the work is varied. It certainly has a focus on trauma,
but also navigating the many systems that people are
involved with, and just, you know, also becoming empowered
and engaging in meaningful activity, growing as individuals
and becoming leaders in their community. So, I think it's
about walking with and using all the skills that it takes
to do that, but no two days are the same and the work is
varied.
Q.
You talked about building trust, does it take some
time to build a trusting relationship?
A.
Yeah, consistently when I've asked people how long has
it taken to build trust, they inevitably say it's
12-18 months and, if you break that down to, I guess hours
spent, it's probably around 100 hours, which is well in
excess of most episodes of care for most parts of the
mental health service sector. So, you know, that's the
most important thing, I would say people say it takes
12-18 months to trust you.
I guess I will say that, if the family vouches for
you, that process can be a lot quicker because that family
member you're working with immediately trusts you because
.16/07/2019 (11)
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the family trusts you, so it can be quicker, but as a
rule 12-18 months. I should also say that I'm working with
a population of people that have fallen through the gaps in
traditional service provision and probably have quite
significant mental illnesses and other barriers, so I'm
kind of working at the hidden population, I would say.
Many of the people I work with haven't had - I might be,
you know, the only contact they've had with a health care
professional for a long time. Other people might be, you
know, they're in and out of crisis and have contact with
lots of healthcare professionals, but I think they don't
have an opportunity to build that trusting relationship.
Q.
I do want to ask you about barriers in a moment, but
before we get to that, how do people come to you? How do
they find your service and how do they get referred to you?
A.
Initially it was agency referrals, so any agency can
refer to us if the client meets the criteria. But more
recently, we've been getting referrals straight from
community and family members, which is a good thing, so I
think anyone can refer to us essentially.
Q.
And you said that you think that's a result of the
community growing an acceptance of you; is that right?
A.
Yeah, definitely so, yeah, that's a result of that
vouching process which has taken two or three years I would
say. All our initial referrals were - or actually, you
could say that most of our initial referrals were from
mainstream services, so I guess we get vouched for within
Aboriginal services as well. So, now I would say that
there's consistent referrals from community Aboriginal
services and mainstream services.
Q.
Can you tell us from your experience, how does
trauma-informed care contribute to the mental health
outcomes of Aboriginal and Torres Strait Islander people?
A.
Oh, it's central. I think that, I guess a lot of the
issues that we're seeing are outcomes of trauma, so to be
trauma-informed is essential and needs to be part of the
whole agency, the individual, the paperwork, everything
needs to be trauma-informed, and I think unfortunately the
time constraints can make that difficult to achieve, so
trauma-informed is central to what we do, I guess -Q.
A.

You finish and then I'll ask you a question.
You go.
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Q.
Can you clarify what you mean by the time constraints?
What are the time constraints?
A.
For instance, like, if someone's say, going to an
Emergency Department or accessing other parts of the
service, the person's got to gather that information in 60
minutes in an interview or whatever, and sometimes people
will share their trauma and other times they won't, but I
think sometimes it takes 12 or 18 months after that
trust-sharing period for people to start to share some of
their experiences. So, I think, you know, it's important
to give the space and the time and the skill to allow that
to happen in a safe manner.
But also, I think as a clinician to be aware of that
in the background, that trauma is driving a lot of this and
you need to be aware of that.
Q.
Have you seen outcomes where there has been
trauma-informed care, has that resulted in more positive
health outcomes for Aboriginal people?
A.
Oh, definitely. That's one of the privileges of
working with Wadamba Wilam, I can draw on 30 amazing
stories of people that have turned their life around, and I
think it comes from not having to tell their story over and
over, or having their story held in a safe way.
Unfortunately, I think the service systems are so
fragmented that people get re-traumatised over and over and
over when they have to tell their story and they don't get
any healing. So, I've had the privilege of being part of
some amazing healing journeys, and people who have gone
from homelessness with significant mental illness, to
working full-time, to being parts of community and to
taking ownership and control of their own health, being a
big part of their family and community, so I think that all
comes from having those principles of social, emotional
wellbeing and trauma, using the trauma lens at all times.
Q.
Did you want to refer to some case studies at this
point? Were there some case studies of the work that
you've done that you wanted to share with the Commission?
A.
Yeah, look, there's a couple of people that come to
mind. A couple of single males that were in their 50s and
had been homeless for 30-plus years, haven't had any
support from any services, and had a lifelong of
post-traumatic stress but not diagnosed or recognised, and
also, as a result of that, a lifelong addiction; heavy
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substance use, homelessness, and also extensive involvement
with the justice system.
Both of these gentlemen made their first disclosures
of significant interpersonal trauma from a young age and
they kept that secret for their whole life. Both disclosed
that at about the 18-month mark and over that next two or
three-year period we worked on skills together about how to
manage that distress; when you're triggered how to do
different coping strategies, how to not turn to addiction.
Both those men now are doing really, really well, no
longer using drugs, and have also re-engaged with their
family and been a part of their grandchildren's lives and
so forth. Most importantly, I think connected with their
culture on a positive level, so come to the mens camps and
other things where, they in some ways felt too threatened
to do that in the early stages or too traumatised, but now
they've got a sense of pride and so forth and so they can
access all the things that are healing for them.
I think that's one of the privileges of the work.
I've been part of many healing journeys and, yeah, that's
just one of many stories.
Q.
Thank you. You've mentioned earlier the barriers.
Could you tell us about the barriers at a system level that
Aboriginal and Torres Strait Islander people face in trying
to access trauma-informed care?
A.
I think the fragmentation is such an issue, and I
guess I should say that, for any service there needs to be
an alignment between concept, process and instrumentation.
I think Helen Kennedy touched on it earlier, is that,
the mainstream services come from a biomedical model, so
there's immediately a clash there with cultural
understandings of health and wellbeing.
I think the process is so rigid because of the time
constraints and also the instrumentation as well; the
language barriers, all the instrumentations used are based
on mainstream populations, so I think on many levels there
are barriers, but I think it plays out mostly in those
three areas and just having a safe space.
I would say that the biggest success of Wadamba Wilam
is the outreach, so taking the service to the people rather
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than the people coming to the service, but not only that,
fitting the service to the individual, not the individual
fitting to the service and that's how you break down
barriers.
Q.
You highlighted some of the key features of the
Wadamba Wilam model. Were there any other elements of the
model that you haven't spoken about that you wanted to
cover?
A.
Yeah. So, definitely having care coordination as part
of direct service provision. Because the work is so
nuanced it's imperative to have the care coordination with
the people that spend the most time with the client,
because they can adjust the care needs in a more dynamic,
opportunistic and realistic fashion, so I think that's
imperative.
Also having the inter-agency thing, so we can manage
most people's needs within the team, so that is another way
of reducing trauma because you know that it's covered
within the team.
The other thing is working with multiple family
members at one time; I think that's been a thing that has
developed over the last couple of years and that has been
one of the major factors. I've been working with, say,
someone's son for two or three years in an intensive
capacity and have had some contact with the mother as a
carer for that time. At that point she asked for some help
for herself, so then we pick up her as well and working
with multiple family members at one time can help break
some of these transgenerational cycles of trauma and
working with the families together.
I think Aunty Nellie earlier said that she wants
families and stuff to be able to go to a service together;
maybe it's the services need to go to the families and
that's when you can work with that, because there's such a
richness of information, but also a richness of resources
strengths and resilience that you can tap into to promote
that healing.
Other things like early interventions, things like
that that the family will contact us straight away, and so,
you can manage a situation before it even becomes a crisis
because the family have been proactive in managing that, so
I think that's an important one.
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Low case numbers is imperative. As I mentioned, 25-30
clients between four workers, that gives you that time,
flexibility and really your focus is to build that
relationship; that's a bit of a different focus to other
parts of the mental health system. So, it's about, you're
already changing the way you're approaching things, but
understanding that it's going to take three, four, five
years to go on a journey with someone and that you're going
to have to use different skills and resources at different
times, but that having those low case numbers gives that
opportunity for that responsiveness, which gives people
opportunities to do dynamic healing, so having people call
up when they're triggered and traumatised and going to sit
with them in that moment is such a powerful opportunity, so
then you can start to build in some coping strategies and
even just some basic knowledge around trauma and how it
affects their body.
The other really important component is considering
trauma recovery and considering when someone is on that
trauma cycle. So, there's three main stages of trauma
recovery and that needs to be the focus of treatment. So,
phase 1, we talk about safety and stability and security,
and that's the phase where engagement happens, where maybe
some medication happens, where people are learning about
what trauma is and how it's affected them, there's a lot of
education, there's a lot of resources and so forth.
Phase 2 is like a reprocessing phase, so not reliving,
but sort of processing and gaining a different
understanding, a relationship with trauma, and sort of
phase 3 is going on to a meaningful life, employment and
community and so forth. But it's not a linear journey, so
people can easily go back to phase 1 and that's really
important to recognise where people are on that trauma
journey.
Another really important component is continuity of
care. So, when a Wadamba Wilam client goes to another part
of the service, a Secure Extended Care Unit, a Community
Care Unit, or they go to Justice or anywhere, that we
remain involved as a key member of that care and work with
that person while they're in that institution, and that's
important for a number of reasons, in that, we hold a lot
of the knowledge of their story and what works and what
doesn't work, but also to inform the treatment in wherever
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they are, and more importantly be part of discharge
coordination and really reinforce what has happened in
those parts of the service.
So, that's invaluable, that is, and from what I've
noticed in my previous roles, that usually when a client
goes to another part of the service, then you no longer
have a role and you pick them up and they come out the
other end, but being a key part of that journey is
important. They're the main elements of the model that I
think, you know, what works.
MS BATTEN: Thank you very much, Adam. Chair, are there
any questions from the Commissioners for Adam?
COMMISSIONER McSHERRY:
Thank you very much for your
statement. One question: you mention co-design as being an
important or valuable way of involving communities as well
as carer and consumer consultation and peer support. I'm
just wondering whether you might tell us what your ideal
situation would be in that regard?
A.
So, at Wadamba Wilam we face the same troubles, in
that we didn't have the instrumentation or process when we
started, and I think the co-design part would be developing
the instrumentation or checking the language with the
clients and getting their feedback and modelling it, but
also having the carer and consumer involvement I think
would be a great part.
On a broader level, I think it's paramount that people
need to be involved in defining what the services are and
how they work. So, I think my vision would be having them
involved in all parts and, from a Wadamba Wilam
perspective, we've had a number of peer support workers on
our team and they're invaluable in the knowledge and skills
and so forth that they bring.
COMMISSIONER McSHERRY:
CHAIR:

Thank you.

Professor Fels.

COMMISSIONER FELS:
Q.
Thank you for your excellent
evidence. Could you comment briefly on the question of
homelessness and poor accommodation, their impact on mental
illness and their role in the recovery approach?
A.
Oh, of course, yeah. I think that's the other part of
the engagement phase, in that, you need to sort of go back
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to Maslow's Hierarchy, in that people need to have
somewhere safe to live, food in their belly and so forth,
so we're working with a lot of people that don't have those
things so quite often the engagement phase can be part of
that.
Housing and homelessness is a major barrier that we
face, in that there's just very little access to
appropriate housing. So, I would say that, you know,
people often think we're a housing service, but I would say
we're a homelessness support service, and unfortunately
there's a major crisis in access to housing.
What I will also say is that we immediately increase
our support when someone does get housing. Because all
those needs are all of a sudden taken care of, there can be
a massive influx of trauma because otherwise the person's
been living day-to-day, so we can almost set our watch to
four to six weeks after someone moves into a house, they
have a major re-traumatising thing and we increase our
support at that point.
So, I think a lot of the work can go into helping
people maintain their accommodation, and thankfully at
Wadamba Wilam I don't think anyone has lost their
accommodation after they've got accommodation, so a lot of
work goes into maintaining that accommodation.
But, yeah, I think it's just the elephant in the room,
I think. There's no housing out there, and I think it has
such a huge impact on mental illness, so yeah, it's
massive.
Also, I think, on the other side of the coin, that
unfortunately in many ways having homelessness as a
criteria for Wadamba Wilam is a barrier for some people,
because there are some people that are housed that require
the type of support that Wadamba Wilam can provide, you
know, in an outreach model and so forth and to help them
maintain their housing and prevent that housing breakdown.
So, I think, if I had an opportunity, that I would probably
in some ways remove the homelessness criteria for Wadamba
Wilam, yeah.
COMMISSIONER FELS:
CHAIR:

Thank you, Mr Burn, there's just one other
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question I'd like to ask you and it goes to the issue of
continuity of care. Throughout this Royal Commission we've
heard about the mental health system being very episodic
and people even with ongoing need being discharged from
service, and so, it was very pleasing to hear that you can
work with people for four to five years, but how do you
manage the flow of new demand and planning? Do you
discharge people from your service, or how are you managing
that?
A.
Of course we do. I guess I think that's probably one
of the challenges though as well. As we develop this
model, I think throughput's one of the major challenges
because it's become clear that this is what's required to
get the healing journey through.
I guess there is some throughput because there are a
proportion of people that don't engage, so we'll give it a
good go for six to 12 months and then, if it's not working,
then other people can come through.
We've also been flexible with managing our numbers
because, when someone's at the four, five year mark there,
their needs aren't as acute as someone who's coming into an
intensive engagement phase.
Also, we reduced the episodes of care, so a number of
the people at Wadamba Wilam have had 20-plus hospital
admissions and multiple ED presentations and so forth prior
to coming to Wadamba Wilam and haven't had an admission for
four years with this wrap-around support, and I think they
were traditionally on community treatment orders and
notoriously difficult to follow up in the traditional
sense, now taking ownership and control of their own
treatment in their lives, and so, I think it's a great
model and that's such an important thing, an important part
of it.
Q.
Can I just ask in relation to that: was an evaluation
built into this model? Is it going to be possible to
access that sort of data and information about the
effectiveness of your responses.
A.
Yeah, so I think there was a general evaluation done
into the breaking the cycles, but that was in the first two
years of practice. We've done some in-house evaluations
and most of the data shows a significant reduction in the
amount of inpatient hospital admissions for instance, but
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also more importantly reductions in substance use, contact
with the justice system, people who have had significant
forensic histories that are no longer part of the justice
system. People that have accessed primary health care now
and have cured their Hep C for instance, and they haven't
seen a doctor for 20 years. There are any number of
amazing outcomes, but also more importantly I think that
the cultural connection side of things as well: mapping
what people's connection is to culture, country and family.
I think also at Wadamba Wilam we have an opportunity
to do more cultural interventions like taking people back
to country and going on camps and stuff, and there's some
amazing healing opportunities at those events.
CHAIR:

Thank you very much, Mr Burns.

MS BATTEN:

May Mr Burns please be excused?

CHAIR:
Yes, thank you very much for your evidence and
making the time to be engaged with us from Darwin today.
MS BATTEN:

Thank you very much.

We'll cut the link.

<THE WITNESS WITHDREW
MS NICHOLS:
Commissioners, the next witness is Mr Andrew
Jackomos. I call him now to give evidence.
<ANDREW MORGAN JACKOMOS, affirmed and examined:

[12.31pm]

MS NICHOLS:
Q.
Mr Jackomos, are you the Executive
Director, Aboriginal Economic Development, at the
Department of Jobs, Precincts and Regions?
A.
Yes, I am. But first, can I acknowledge -Q.
Sorry, yes.
A.
-- country. I respectfully acknowledge traditional
owners and the welcome that Aunty Di gave us earlier. I'd
like also to acknowledge the support and commentary from
Helen and Nellie.
I'd also like to acknowledge that the last time I was
here on this dance floor was eight weeks ago when my mother
was buried, and last time I saw her was in front of me.
I'd just like to thank you for the opportunity.
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Q.
Mr Jackomos, thank you for coming to give evidence
today at the Royal Commission, we really do appreciate it.
Can I ask you before I forget, have you, with the
assistance of the Victorian Government Solicitor, prepared
a witness statement in relation to the questions the Royal
Commission has asked you to address?
A.
Yes, I have, and I do want to thank them.
Q.
I tender the statement. [WIT.0003.0003.0001]
Mr Jackomos, just a few questions about yourself, if I may.
From 1999-2013, were you an Executive Officer in the
Victorian Department of Justice, and in that role, among
other things, did you lead the development of the Victorian
Aboriginal Justice Agreement?
A.
Yes, I did.
Q.
From 2013 for about five years, were you the inaugural
Commissioner for Aboriginal Children and Young People in
Victoria?
A.
Yes, I was.
Q.
During that appointment, did you lead two important
inquiries: first, "Always was, always will be Koori
children", an inquiry into the Victorian protection system
and its interaction with close to 1,000 Koori children
across Victoria?
A.
Yes, I did.
Q.
And, "In the child's best interests", an inquiry into
the Victorian child protection system's compliance with
Aboriginal child placement principles?
A.
Yes, I did.
Q.
In 2018, were you appointed the special advisor for
Aboriginal Self-Determination in the Department of Premier
and Cabinet, where you worked with the Koori community to
lead the development of the Victorian government's 11
guiding principles for Aboriginal self-determination?
A.
Yes, I did.
Q.
Can I ask you, in your working life, what have you
observed about the connection between unresolved mental
health issues and socio-economic disadvantage and an
over-representation of Aboriginal people in the criminal
justice system with family violence and child protection
issues?
A.
So, what I've seen is that intergenerational trauma
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and the history of colonisation and invasion are at the
centre of Aboriginal disadvantage today.
For me, whether it's in the child protection system,
whether it's in youth justice, whether it's in family
violence, whether it's in the adult criminal justice
system, the history of this country is ever present.
Q.
Can I ask you a very basic question, and that is, what
does the term "culture" mean for Aboriginal and Torres
Strait Island people?
A.
"Culture" for me means the parameters in which I
exist: they set the values, they set my obligations to my
family, my children, my community. They give us - for me,
culture is the greatest resilience factor we can give our
children.
I've seen, where there is strong culture, we have
strong children. I've seen, in the Youth Justice system,
I've seen in child death reviews where there's an absence
of culture and there's a direct linkage between strong
culture and strong children.
Q.
What happens when a person's connections to culture
break down?
A.
For me it's, you lose your sense of belonging, you
lose your parameters in which you live, you can lose pride
and self-esteem. And, where you have strong culture, you
have strong self-esteem. Where you have poor culture, you
see those mental health issues.
When I undertook Taskforce 1000, looking at 1,000
children and child protection, you actually saw the absence
of culture and the negative power it plays with our
children.
Q.
Perhaps looking at it from the other side, in your
witness statement you've given an example of how community
and connection to culture can be very empowering. You've
given the example of a young Aboriginal man you met in a
Youth Justice facility who was then placed on country in
the protective company of an Elder. Can you tell the
Commission about that?
A.
So, I met this young man, 17 years of age, in a Youth
Justice facility. When I saw him, he had fresh cuts on his
arms, his neck, and his arms and his legs were just a
pattern of scars. A beautiful young man, very intelligent,
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very smart, but just absolutely didn't see the purpose of
living. In some work we did with the Youth Parole Board,
youth justice, child protection, and a local Aboriginal
community organisation were able to have him be transferred
from the youth justice out to country where he stayed on
the river - I won't tell you which river, but he was on the
river - where he spent time with an Elder, and he was just
a changed person. He was absolutely changed from spending
time with probably the first positive role model he's had
in his life, where he actually had a vision and he told me
of his vision, that he wanted to become a youth trainer and
fitness health trainer. And, I just saw the power of
taking a kid out of a concrete box and putting them on land
underneath a gum tree next to water and spending time with
an Elder who he respected and who the Elder respected him.
Q.
Amongst Aboriginal and Torres Strait Islander
communities, are there differences in terms of what's meant
by culture and community connection?
A.
I'm sure there are. There are so many nations and
communities across, and they will have different aspects
than individuals will have, but that's common. You might
have different dance moves and different words, but it's a
common, for me having an experience lived across Australia,
there are common concepts of what culture is.
Q.
And what are the important common concepts?
A.
For me, the important concepts are: connection to
country, it's connection to other Aboriginal peoples. It's
your obligations - for me, one of the most important things
about culture is obligations to your children, to your
siblings, to your family, parents, Elders, obligations to
country, obligations are fundamental, it's about how you
relate to each other.
I noted in my statement I mentioned that, when one
Aboriginal person meets another Aboriginal person for the
first time, it's about identifying connections, about who's
your mob rather than, you know, where do you work. It's
who are your mob, it's about drawing those connections.
Q.
Can you tell the Commission what you understand by the
term "cultural safety"?
A.
Cultural safety is how I feel, how other Aboriginal
people feel in their environment. So, as opposed to
cultural competence, it's how we feel entering into an
environment.
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Q.
In the context of cultural safety, how important is it
to develop an Aboriginal workforce?
A.
For me, it's critical to success, to sustainable
success. But when we're talking about an Aboriginal
workforce, we're not just talking about people at the
frontline. What we're talking about is having a workforce
where your policy - the people driving policy are
Aboriginal people; it's where people setting the budgets
are Aboriginal; it's where people developing the programs
and implementing them are Aboriginal; it's where you have
evaluation are Aboriginal. So, it's not just a tokenistic
about having people at the frontline, it's about having
Aboriginal people throughout the whole system, prioritising
the policy, prioritising the resources and prioritising how
we respond.
Q.
Can you tell the Commission what you understand by
cultural competence as distinct from cultural safety?
A.
For me cultural competence is in respect of
non-Aboriginal people and having an understanding and being
able to relate. Cultural competent need service is
ensuring that a service sends the right messages. A
cultural competent service is having Aboriginal people
there at all levels and all areas of the service. Cultural
competency is about white people getting their act
together; cultural safety is about how I feel about how
that culturally competent person has acted.
Q.
Can cultural competence be achieved where there's a
lack of self-determination?
A.
No. You need self-determination to have sustainable
cultural competence. So, we're not after cultural
competence for a day or a week, we're after cultural
competency for the long-term.
And self-determination is about our involvement, it's
about our directing the services, it's about us developing
services that meet our needs, and you can't have a cultural
competence where Aboriginal people are excluded. You can't
have a totally cultural competence where actual people are
excluded at parts of the service delivery.
So a culturally competent service is where Aboriginal
people, as I mention again, are just at the front counter.
A culturally competent service is where Aboriginal people
are throughout the service delivery: its design,
.16/07/2019 (11)
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development, monitoring and evaluation.
Q.
You've given an example of a culturally competent
service delivery in the Department of Corrections Victoria
called Wulgunggo Ngalu. Can you tell the Commissioners
something about that?
A.
So, the Aboriginal Justice Agreement, first
established in 2000, was about reducing recidivism of
Aboriginal people in the criminal justice system, and one
of the ways Aboriginal people were breaching orders at a
much higher rate than non-Aboriginal people. So,
Aboriginal people, in partnership with non-Aboriginal
people through the Department of Justice, developed a
community-based, a land-based, Wulgunggo Ngalu which is
down in South Gippsland, and it's where Aboriginal men,
predominantly young men, voluntarily go there and spend the
time.
The program was designed by Aboriginal people. It's
staffed and managed by Aboriginal people, it's on country.
It's where Aboriginal men come and they spend time with
Aboriginal Elders who come and rotate. For many Aboriginal
people it's a strong cultural experience where they haven't
had that.
It's managed by Shaun Braybrook, fantastic fulla.
Sometimes you have to ask men to go home. For me, it's the
best corrections program that you could have.
Q.
And that's been running successfully for over a
decade?
A.
Yes, yes, 10 years last year.
Q.
Does the extent to which a service is delivered in a
culturally competent way affect the extent to which
Aboriginal and Torres Strait Islander people will use that
service?
A.
Yes. Nobody's going to go to a racist service. You
know, I'm a serial attendee at the Victorian Aboriginal
Health Service. I go there not just for my health needs,
but I go there to have a positive cultural experience with
my friends and relatives.
I go there and I'm served by young Aboriginal people,
great young Aboriginal people. I see Aboriginal art. It's
not just - you know, a culturally competent service isn't
just photos on your wall or paint, it's how you feel, it's
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how people connect with you when you're there, and that's
what a cultural competent service is.
Q.
In your witness statement you've said that you agree
with this statement which is from the DHHS report, Balit
Murrup, that:
"Overall the mental health and primary
health service systems have been largely
ineffective in responding to the high rates
of psychological distress experienced with
Aboriginal communities. Much of the
service system has been unable to embrace
Aboriginal concepts of health and wellbeing
and has failed to understand the historical
context and pervasiveness of racial
oppression and social disadvantage."
A.

Yes.

Q.
What are the main reasons you think that that is an
accurate description of the state of affairs?
A.
Because it's what I know, it's what I see, but more so
when I was Commissioner for Aboriginal Children, and where
I had the great honour of listening to the stories of 1,000
Aboriginal children over a short period of time, where I
saw the lack of culturally appropriate Koori-friendly
mental health services provided to our children. I saw
that.
Now, things may have changed in the last couple
of years, I don't know, but that's what I saw across the
state. Absolutely there were some good examples, but I saw
consistently a lack of Koori-friendly mental health
services being provided to our children in a timely manner.
If you think that 9 out of 10 of our kids in child
protection are there because they are victims of family
violence, that goes with the trauma, and where you don't
have - every one of those kids is carrying trauma, and
where you hear of kids not having counselling or
appropriate counselling in a timely manner, then that has
repercussions for the future.
Q.
Does the Victorian Aboriginal Affairs Framework set
out some self-determination enablers that should be
embodied in services, namely prioritised culture, address
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trauma and support healing, address racism and promote
cultural safety, and transfer the power and resources to
communities?
A.
Yes, and they are fundamental. Those four enablers
that were identified by Aboriginal communities across the
state, they are fundamental before you can achieve
self-determination.
We can't - you know, when you've got, for me, trauma,
the lack of resources, they are fundamental for undermining
progress of our community. What we've got to be careful of
is where people pay lip service to those enablers. They
are critical to us moving forward.
Q.
We've asked you to consider the foundations and
principles for designing and delivering major reform to
deliver better outcomes for Aboriginal communities in
Victoria, and you've identified a number of principles in
your statement. I'd like you to elaborate on them if you
could, please.
You'll find them at paragraph 87. The first is the
need for service and program initiatives that are
identified by the community or equally owned by the
community. Can you say what you mean by that?
A.
What I'm saying is that, government recognises, our
community recognises that design and delivery of programs
that are most effective need to come from our community.
Unless you know where we've come from, you can't design the
programs. You can assist in the design of the programs,
but the programs need to be owned by our community.
We have to be involved from the very start. You know,
there's a practice where you may have some people design
programs, then they invite us to come in and say, "What do
you think about this?" That doesn't go the distance any
more.
The timelines for the development and decision-making
need to be consistent with Aboriginal decision-making
processes. The resources for the service provision need to
be transferred to the community and they need to be
long-term and sustainable. The services, the principals,
should be about Aboriginal people managing the program and
working at all stages.
Q.

Can I just get you to elaborate on what you mean by
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"transfer to community"?
A.
Yes. So, self-determination just isn't about
decision-making, it's also about the transfer of resources.
It's where we prioritise the needs of the service; it's
where we prioritise where we make the decisions about what
the service should look like. I know that services for our
community are better delivered and more effective when they
come from our community. For me, that's about a transfer
of decision-making and transfer of resources.
Q.
What's the importance of long-term as opposed to
short-term funding in that regard?
A.
There's a saying in the Koori community, national
community, about "We have a lot of airports around", and
that's because there's a lot of pilot projects that come in
and go, you know, for 12 months. A lot of times they set
up communities for failure unless there's long-term
funding.
One of my projects that I've got at the moment is to
work with the Latrobe Valley Aboriginal community to
develop an economic strategy for the community.
Some comments I've made in government is that I don't
want to go to the community in Latrobe Valley and make
promises that aren't kept; that we work with them to
develop responses and there's only funding for the next
six months, then after that we're back to the airport, and
that's - you can do more damage in short-term funding where
you build up the expectations and the hope and
relationships. Short-term funding, government people going
in and promising the world, then not delivering is more
harmful in the long-term.
Q.
How important is it that once responsibilities and
resources have been transferred, that people are allowed to
make mistakes along the way?
A.
White fullas make mistakes all the time. When an
Aboriginal person makes a mistake, you know, it's - all
Aboriginal people make mistakes.
For me, it's a part of the learning process, it's a
part of - for me, it's part of maturing. Yes, mistakes
will be made, but we need to work together in those. I've
seen examples where plenty of mistakes had been made, but
you don't throw out the department because a mistake's been
made, and with mistakes also can I talk about
.16/07/2019 (11)
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accountability and transparency and honesty. So,
relationships between government and community must be
based on accountability, transparency and respect; that's
the basis of a good relationship.
And part of that is, coming back to making mistakes,
it's about all people being accountable. It's not just
about Aboriginal community being accountable, it's about
government being accountable as well and, where you share
that accountability and responsibility, that's when you get
better outcomes.
Q.
And, where services are provided by non-Aboriginal
organisations, what do you say about the governance of
those organisations and whether it should have Aboriginal
representation on the Governance Board?
A.
So, my view is that no programs for the Aboriginal
community should be provided to non-Aboriginal community
providers unless there are Aboriginal people involved in
the governance, are on the Board of Directors, that when
there is sizeable programs, there needs to be Aboriginal
people recruited in the organisation.
I know many times within - while I was commissioned to
do Taskforce 1000 I would ask many times the question
whether they're - and the majority of Aboriginal children
in care are placed with non-Aboriginal providers, and many
did a great job, and some didn't - and I would always ask
the question, what Aboriginal people are involved in the
service, in the committee, in the working; not just in the
child protection, not just the workers themselves, but in
the management behind the scenes?
Q.
Can I ask you a little bit about the process of
reform. What do you say about the difficulties caused by
isolated reforms to parts of the system?
A.
So, I was listening earlier to Helen. It has to be
holistic, the responses working with our community need to
be holistic. So, you can't - working with vulnerable
families, children, it's not just about a certain
vulnerable - it's about how they're feeling, it's about, do
they have a good house, is the home safe and is it warm and
is it nurturing; is the education where the kids are going,
is it good, are the kids getting good education?
For me we've got to work with Aboriginal families and
community in a holistic manner rather than piecemeal, and
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that is what you potentially can see as you look around in
different responses, piecemeal, that's done by different
areas of government. We need holistic responses that are
developed and led by Aboriginal people and community
organisations in partnership.
Q.
You give an example in your witness statement of
something that wasn't done particularly well and that was
the handing back of the land to the Lake Tyers Aboriginal
community in the 1960s, and that's something that you
describe as a "dump and run" approach to empowerment. What
are the lessons to be learned out of that situation?
A.
The lessons from Lake Tyers, is that, back in the
early 60s the Victorian Government was seeking to move the
Aboriginal community from Lake Tyers to the Latrobe Valley,
and there was a successful campaign led by the Aboriginal
Leaders and Elders from Lake Tyers against the government's
disposal/selling of that and moving the people on.
In the end, with the 67 referendum and the transfer of
responsibility from the states to the Commonwealth, the
government basically pulled up stumps and said, we're gonna
hand the title back to the shareholders, to the residents,
which was all good, but for the previous 100 years the
Victorian Government had kept - the then Victorian
Governments - had kept the Aboriginal community on rations,
had controlled their everyday life, they controlled the
gate, who could come in, who couldn't. Then all of a
sudden the administration of the place was handed back to
the community without the necessary capability and capacity
built into the community, and that had significant results
on that community, but there's other examples across the
state.
You know, you have to work with communities.
that was a classic dump and run.

Q.
We've asked you the question, what is needed to ensure
reforms that this Commission recommends are sustainable?
What do you say about the importance of reforms having
bipartisan support?
A.
It goes back to the airport. We need - for me, it's
critical that there's bipartisan support for work by the
Aboriginal community and work. There's nothing worse than
having programs in place, albeit suicide strategies, that
are promises made to the community, great work 's done by
community and government together, and there's a change of
.16/07/2019 (11)
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government and that is no longer a priority and is off the
table. Well, it might be off the table for some; for
people in the community it's not off the table, but it
undermines the relationship going forward. It pulls a rug
out from underneath Aboriginal communities.
Wherever we can have bipartisan support, then we have
to strive, we have to struggle to get that.
Q.
What's the important of community and government
leadership being engaged on a sustainable basis and not
delegating that engagement?
A.
So, having the leadership at the table on a consistent
basis and a regular basis is where, it doesn't just show
commitment with the Aboriginal community, it shows
commitment within the department and it's where you have
sustainability of effort.
Our problem is where, the shine wears off the brochure
and senior heads of different agencies no longer attend
meetings - I'm trying to think of the right words here the meetings, and that sends a message to everyone that
there's a lack of interest. Along with that lack of
interest will be support from government funding. Having
the most senior leadership, whether they're from the
Aboriginal community or government or other sectors is
critical to longevity of programs.
Q.
How importantly do you rate regular monitoring and
reviews and reporting back on the outcomes of
recommendations?
A.
I think accountability and transparency are critical
to good outcomes, to continuing parties being at the table.
One of the things I saw as Children's Commissioner was
about Aboriginal child placement principles. Great
legislation, absolutely fantastic legislation, but unless
there's accountability, unless people are held to be
accountable, whether they're in government or whether
they're in the community, things go wrong and the worst
outcomes in this case was for children who - true to the
example under the child placement principle - should have
been, and should have been and could have been connected
with family and they weren't because there was a lack of
monitoring and a lack of accountability in what was
happening. Now, that was three years ago, hopefully it's
changed.
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Q.
What do you think are some key ways to ensure better
accountability?
A.
I think open and regular reporting is for a start. I
think Aboriginal people need to be at the table in
designing what the performance indicators are. Aboriginal
people need to be involved in setting the terms of
reference for the reviews rather than as clients, you know,
we're there directing the traffic, so Aboriginal people
need to be there.
There needs to be a regular and thorough reporting by
agencies, whether they're government or community, to
community stakeholders on a quarterly basis, regular basis.
Q. Mr Jackomos, thank you very much. Is there anything
that I haven't asked you about that you want to say in
closing?
A.
What I witnessed as Commissioner was the lack of
appropriate Koori-friendly mental health services for our
children. I saw kids who have been sexually abused, not
one or two, but many who hadn't received timely support.
Yarning: we need a strong Aboriginal mental health
workforce across state in every community, not in this
community and not that community. There is a great need
across the state.
There needs to be significant investment in the
provision of tertiary scholarships for our people to
undertake the skills that they need to take up positions at
all levels and all places of the mental health system,
whether it's community or non-community.
There needs to be long-term funding, not short-term.
Aboriginal people need to be involved in designing the
programs that are delivered in our community.
Non-Aboriginal community providers and clinicians and
workers have to be culturally competent or get out, and
that needs to be sustainable. Not just, the fad for
this year and next year, but it needs to be an ongoing
service improvement.
MS NICHOLS:
Thank you, Mr Jackomos.
Commissioners have any questions?

CHAIR:
No. Thank you very much for coming and giving
evidence today, Mr Jackomos. As always, it's given us a
very strong overview and thank you very much for your
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statement.
MS NICHOLS:
May Mr Jackomos be excused, and is it a
convenient time to rise for lunch until 2 o'clock?
<THE WITNESS WITHDREW
CHAIR:
Thanks.
acceptable?
MS NICHOLS:
CHAIR:

I'm told it should be 1.45, is that

Yes, thank you, 1.45.

Yes.

LUNCHEON ADJOURNMENT
UPON RESUMING AFTER LUNCH:
MS BATTEN: Thank you, Commissioners. The next witness is
Helen Milroy who is appearing via video link from Perth.
Hi Helen, can you hear me?
MS MILROY:

Yes, yes, I can, thank you.

MS BATTEN: Thank you.
affirmation.

We'll just ask you to make an

<HELEN MARY MILROY, affirmed and examined:

[1.49pm]

MS BATTEN:
Q.
Thank you, Professor Milroy. Have you
with the assistance of the Royal Commission's lawyers made
a witness statement to the Commission?
A.
Yes.
Q.

I tender that statement.

THE CHAIR:

[WIT.0001.0049.0001]

Thank you.

MS BATTEN:
Q.
Professor Milroy, do your roles include
Professor of Child and Adolescent Psychiatry at the
University of Western Australia?
A.
Yes.
Q.
Honorary Research Fellow with the Telethon Institute
for Child Health Research in Perth?
A.
Yes.
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Q.
A.

Commissioner on the National Mental Health Commission?
Yes.

Q.
Chief investigator on the Million Minds Mission Grant,
Generating Indigenous Patient-Centred, Clinically and
Cultural Capable Models of Mental Health Care?
A.
Yes.
Q.
And Co-chair of the Million Minds Mission Advisory
Group?
A.
Yes.
Q.
From 2013-2017 were you one of the Commissioners
appointed to the Royal Commission into Institutional
Responses to Child Sexual Abuse?
A.
Yes.
Q.
Professor Milroy, in your experience what are the key
determinants of mental illness for Aboriginal and Torres
Strait Islander people?
A.
If you look at determinants in general, so there's a
lot of biological, psychological and social factors that
impact on the development of good mental health for the
entire population, and therefore for the Aboriginal and
Torres Strait Islander population as well. But in
particular for the Aboriginal and Torres Strait Islander
population historical legacy and the ongoing impact of
trauma, racism and discrimination play a much bigger role
and have quite a devastating impact going forward in terms
of mental health and mental health outcomes.
So I'm referring here to past incidents of trauma that
have been experienced by indigenous communities and the
types of harm that have been suffered in the past and the
legacy can manifest today in the form of intergenerational
trauma, the ongoing experience of loss and grief and
ill-health and as well disadvantage and racism and all of
these factors have an ongoing impact.
The other issue that needs to be understood in regard
to such a historical legacy of trauma as well is that this
also impacts on children in the form of a vicarious type of
traumatisation. The children are exposed to traumatic
stories and understanding actually what happened to their
ancestors as well and trying to understand what that means
for them.
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Q.
Thank you. May I just ask you to slow down a fraction
when you're speaking, just so that we can capture
everything that you say. Thank you. You have said in your
statement:
"It is important to note that there are
differences in the way indigenous people
experience mental health issues to Western
populations."
Can you just elaborate on that and explain what those
differences are, please?
A.
So, if you look at the way culture can impact on a
group, then culture isn't just a set of belief systems or a
way of behaving; it also can influence how an illness is
developed or experienced by that particular cultural group.
So, for Aboriginal and Torres Strait Islander people, they
tend to have a cultural life that's very rich and may
involve a certain way of them understanding the world which
may include things like hearing ancestors, seeing
ancestors, other forms of understanding which relate to
things like spiritual or cultural healing and the role that
traditional healers are normal as part of normal cultural
life.
So when you take the next step further, it also then
impacts on the way a person may experience illness. For
example, if you take something like depression, in a sort
of a western context depression may be experienced as a
sadness, a loss of hope, a desire to die and other sorts of
more cognitive type of features. But for Aboriginal and
Torres Strait Islander those depressive features may be
experienced in the form of seeing and hearing relatives who
are deceased and other sorts of experience in a visual
auditory realm.
So you have to understand that the phenomenology is
fundamentally different. If you don't understand the
differences in the cultural aspects of symptoms and the way
it develops, then you don't know what you're assessing.
So, one of the really important factors when dealing with
Aboriginal and Torres Strait Islander communities in regard
to mental health is understanding how that plays out for
them so that we don't get mislabelling or misdiagnosis.
The other thing that can happen in a cross-cultural
context is everything can be put down as cultural and so
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it's dismissed and it's not understood as part of illness,
or it's all mythologised into illness and the cultural
aspects aren't understood and that tends to happen, rather
than some middle of the road where we get a cultural
understanding and we understand the person's symptoms and
their behaviour and their illness in the context of their
culture and cultural belief systems.
Q.
Just another question to establish the context, can
you please explain the altered population structure in
indigenous communities?
A.
So, if you look at the latest ABS data, we can see
that in the Aboriginal population we have a lot of
children, which is fabulous because they're our future.
However, we have less adults in the middle part of the
population and then we have very, very few Elders. If you
compare that to the non-indigenous population in Australia:
the non-indigenous population has lots of adults and Elders
around and less children, so there's the capacity to buffer
families and support children in their development. But
our population structure has been decimated over some
generations, and so, we haven't rebuilt the population
structure to be a well-buffered family system.
It does mean that what happens to children is that
sometimes the burden of care will fall onto children
because there are less adults available and less adults who
are well, because of the burden of chronic disease and
other factors that can contribute to stress in communities.
Q.
I want to ask you about children. How does the mental
health of Aboriginal and Torres Strait Islander infants and
children compare to the mental health of non-indigenous
infants and children?
A.
It's very hard to have community-wide surveys, and
I'll just make one point of caution about data in general.
There's no pan-indigeneity, so all of the communities to
some degree have differences, and so what you might find as
a whole set of risks and difficulties in one community may
not be the same for the next community.
So, a lot of incidences exists on a national level.
For example, if you look at something like suicide in young
people. You can have an averaging out of the suicide data,
but if you look at it in specific communities it can be
extremely high for that small population compared to
another community where the suicide rate might actually be
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relatively low. So, it's very important to understand that
national data doesn't really tell you the full story at the
local community level, and that's particularly so for our
Aboriginal community groups, because our data gets a little
bit washed out because of the larger population and our now
relatively small size.
But if you look at general data, then it would suggest
that Aboriginal and Torres Strait Islander children have
far more risk and a greater level of mental health
complexity as they're growing up. If you look at the AIHW
data around children in out-of-home care, Aboriginal and
Torres Strait Islander children are grossly
over-represented there: something like 10 times the
non-Aboriginal Australian for being on care and protection
orders.
If you also look at the rates of Aboriginal children
in the juvenile justice system, also extremely high and
grossly over-represented, so clearly those sorts of risks
for children are much, much higher. Then if you look at
things like exposure to violence and other sorts of issues,
then that's all going to impact and make it a much more
difficult life for children to grow up in.
If you look at the Western Australian Aboriginal Child
Health survey which was done some years ago now, it's
probably still one of the most comprehensive datasets and
it was able to show some of the social and emotional
difficulties that Aboriginal and Torres Strait Islander
children had. And one of the biggest risk factors for why
children were experiencing difficulty was exposure
stressful life events: so experiencing too much too soon,
too much trauma, not enough support, not enough avenues of
treatment.
Q.
Can I ask you about early intervention. What's meant
by early intervention in the context of mental health and
why is it important?
A.
Early intervention has been around for a long time and
it's important for all populations whether it be health or
mental health. The idea is that, if you can pick up
symptoms and signs early, then you can either prevent
before the development of the course of illness or you can
prevent complications from arising out of adult
presentation.
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It's a little bit more difficult in mental health
compared to health because there's a lot of other sorts of
factors that impact on mental health, particularly in
children. So, for example in development, in child
development, if development isn't on course, for example
the development of language, then that will later impact on
mental health. But in mental health specifically, if
you've got early signs of something like depression or
anxiety in a child, if that's treated early then you're
likely to have quicker recovery, less likely to have
relapse.
A lot of the early intervention work in mental health
has been done in regard to psychosis, and what we know for
something like psychosis which can be a very severe and
disabling disorder: if you intervene early you prevent
relapse and you have a much, much better outcome long term,
so it's a very important concept.
I also just add an extra issue here around children.
We often emphasise the need for early intervention in
childhood which I think is absolutely right. But we
haven't actually even developed intervention services,
clinical mental health services for children at a level
that is sufficient to meet the current need, let alone add
additional resourcing for the early intervention space.
Q.
For the resources that do exist, what are some of the
barriers that prevent Aboriginal children from obtaining
effective early intervention?
A.
From my experience, and certainly my recent experience
having returned to look at some of the clinical services
here in Western Australia, there's a real lack of capacity
in the mental health system to deal with the level of needs
there for children. I know Victoria doesn't have quite the
remote communities that WA has, but there's a real lack of
even available child mental health services in some of the
more rural and remote locations.
The other issue I think in regard to Aboriginal and
Torres Strait Islander children, if you consider the
historical legacy and the generations of forced removal of
children into institutions, one of the biggest fears that
Aboriginal families have if they seek help from a mental
health service is that their children might be removed.
So, there's a lot of trust issues, which are clearly
understandable from the historical legacy and the present
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levels of removal, that make it really difficult for
Aboriginal families to seek help, particularly if it's in
regard to a child's behaviour or distress within the
family. It makes it very, very tricky and very precarious
for that family to seek help.
Q.
In terms of diagnosing, you've said that picking up
early warning signs can be difficult in children and more
so within a cross-cultural context. Can you expand on what
you mean by that?
A.
I'll just pick up the cross-cultural context first.
As I said earlier, behaviour can be different in a
different cultural context, and I'll give one example for
children.
Children from an average perspective often grow up
with a different style of parenting model which was a very,
very good model historically. So, children are brought up
with more autonomy and more ability to make decisions and
be self-reliant. That can present as defiance in a school
setting or in another context. Whereas, in a cultural
context it may be the child expressing their own degree of
independence and autonomy. So, if they're not understood
in a cultural context then the approach that child may
actually increase a sort of adversarial conversation or
outcome as opposed to if it was done within a cultural
context where it would be understood and dealt with
differently.
Sorry I've just forgotten the first part of the
question.
Q.
No, that's all right, that really covered it, was the
diagnosing and the cultural context that needs to be taken
into account. Also in relation -A.
Sorry, if I could just add to the other part, I
remember now. Picking up mental health illness
difficulties in children is difficult anyway because
children are not necessarily forthcoming about their
internal world as an adult might be.
So, you have to use different techniques when you're
assessing - particularly younger children, and I'm talking
about primary school and younger, because they either don't
have the verbal skills or the sophistication to understand
what's going on. So they are really telling you what's
happened by their behaviour and behaviour can be easily
.16/07/2019 (11)
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misunderstood, particularly aggression in boys which can be
diagnosed as either some sort of oppositional disorder or
ADHD when it can actually be part of the trauma if you
understood the context and the history of the child and you
understood what the behaviour represents. We don't have
enough child mental health expertise generally to provide
that level of expertise to the general community.
Q.
You referred earlier to intergeneration trauma. Can
you explain how that can manifest particularly through
families? You gave an example of a woman who was pregnant
and how the trauma can transcend through the generations.
A.
So intergenerational trauma can be transferred via a
number of different mechanisms, it can be biological,
psychological, social, cultural or spiritual depending on
the particular trauma that's being experienced.
Historically for our families, because there was many
generations of trauma that was sustained over a long period
of time, a lot of people affected. So, when you look at
family systems there's the fragmentation of family and the
loss of cultural parenting, which then also impacts on the
parent-child relationship.
If you look at a biological mechanism for example, a
woman who was traumatised during her pregnancy is
potentially going to have her infant or foetus bathed in
stress hormones, that's going to impact on the development
of the infant. The baby may be born with a low birth
weight or prematurely, then that means that the child then
has not a good start to life. That trauma can also impact
on the way that infant and the mother attach, and we know
that early attachment is one of the many detractors in
terms of how relationships develop over time in the
development of resilience and the infant's resiliency, so
then that's impacted. So then, you can see that that child
is put at risk throughout life, which means that the next
generation is then put at risk.
We also know that the impact of high levels of stress
in pregnancy don't just have an impact on that foetus but
also on the next generation subsequent to that because of
the impact on the genetics.
Q.
You have put in your statement, "The key of
trauma-informed care" and you have said:
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"The key of trauma-informed care is to
ensure that it is compassionate and can
accommodate the needs of the person based
on the trauma a person has experienced
throughout their life."
Can you just elaborate on how that care needs to be
delivered?
A.
So trauma-informed care has been around for some time
now and the idea behind is that for a lot of people trying
to either receive services or get assistance or help, but
regardless of what the issue is, they often ended up with
an adverse outcome because there was no accommodation or
understanding of what they've been through, and so, the
trauma-informed care approach was aimed to try and produce
better outcomes for everyone within the system by having a
much more nuanced understanding of the way people come to
services, how they need to be catered for, how they need to
be cared for in a way that's compassionate. In a way the
difference is between asking, "What's wrong with you", to
asking them what has happened and let us understand that
and that way we can then work out how we sort out all of
these issues.
So compassion is one of the key responses but also
having very good understanding and training around what
trauma is, how it impacts on a person's life and their
behaviour, what's required in order to accommodate that.
One of the other hallmarks as well is making sure that when
a person comes into care they're not re-traumatised by the
system, which is often the case unfortunately through some
of our mental health systems and in systems generally. We
make things worse for people while we're trying to help
them at the same time.
There's one other aspect of trauma-informed care that
doesn't always get mentioned either and that is that
working in the mental health system can be very difficult
for staff, it can be very emotional and very distressing
for staff, and so, if we're going to expect the system to
be much better at responding in an appropriate way, we also
have to make sure we have a really resilient and resourced
staff support system as well so that we keep the staff
healthy in order to keep a much better system flow.
When they looked at some work in Canada around staff
support systems they found that, if they supported staff
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better, they actually got better health outcomes.
Q.
That's in terms of supporting staff who are able to
provide the culturally competent care. Can you comment on
the importance of cultural safety training, so ensuring
people deliver that kind of training in care in the first
place?
A.
So, again, cultural competency or cultural safety
training is an important issue for everybody in terms of a
cross-cultural context, but for Aboriginal and Torres
Strait Islander people within the Australian context it's
vital because of the historical legacy and the issues
around mistrust and what happened to people coming into
systems of care.
So cultural safety training is really important
because it allows a person to feel safe when they come into
a service system, that their identity will not be
challenged, their culture will be protected, that they will
have a safe passage to services. So, in some respects it's
a little bit aligned with trauma-informed care as well,
because the idea is to give safe passage and an improved
outcome for people coming into the system.
In terms of cultural competencies, we also again need
to understand, what are the different ways and different
skill sets that we need in order to understand how we best
assess and manage and provide treatment or services or
healing programs for people of a different cultural
context.
As I said earlier, Aboriginal and Torres Strait
Islander people can present very differently in terms of
how they experience illness or distress or what they see as
the right outcome or what they want in terms of a healing
treatment. So, you must have those sorts of understandings
and educational training around what might be required,
what's different in assessment, how do you understand the
cultural influences on symptoms and recovery, how do you
get a second opinion, for example, from an Elder or a
traditional healer or from the Aboriginal community.
Sometimes even things like language translation and simple
understandings around English can make a huge difference in
an assessment interview, so all of those things need to be
factored into cultural competency and cultural safety
training.
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Q.
Thank you. You've referred in your statement to the
Specialist Aboriginal Mental Health Service in Western
Australia: can you briefly outline for us the key elements
of that service in terms of delivering culturally safe and
competent care?
A.
So the service was developed out of an absolute need
and recognition that Aboriginal and Torres Strait Islander
people are not experiencing the same levels of care and
then outcomes as the rest of the population, that they were
falling through the cracks, that a lot of the outcomes data
was pretty poor, so people were present much later, not
engaging with services, getting very poor outcomes.
So, there was a statewide consultation that led to the
development of a culturally informed model of care which
included a lot more emphasis on Aboriginal staff and also
developing the Aboriginal health workforce, the role of
traditional healers in mental health care, a cultural model
of practice in terms of how to engage and assess people
presenting with mental health issues. And also, because
mental health issues in one person can affect the whole
family or kinship system, it was a much more holistic model
derived around looking at the whole family and the
complexity of needs of the whole family system rather than
just an individualised approach.
So the service has been running now for eight or
so years, it has had very good outcomes in terms of
improving outcomes generally for Aboriginal and Torres
Strait Islander families, but also for improving engagement
with mainstream systems. So, the model operates in a few
ways: it can manage families within its own system
structure, it can provide a cultural bridge or a cultural
brokerage model so that people can be assisted in getting
those good connections in the mainstream service that may
be within their area, and it also provides education and
training to upskill the mental health system.
The workforce model that's also aligned with the
service provides an opportunity for Aboriginal and Torres
Strait Islander people to come into the service, initially
at a level of something like a liaison worker or a mental
health worker. They get an education throughout that
process, they get a university degree at the end of the
three year training program, and then they're qualified to
work within the mental health system.
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One of the issues we've had in terms of cultural
safety is not having enough Aboriginal people within the
system to provide that cultural safety help and brokerage
for the communities.
Q.
Just finally, Professor Milroy, based on your
experience and the work that you've done, what do you think
needs to be done to improve the mental health outcomes of
Aboriginal and Torres Strait Islander people?
A.
That's a really big question, we could be here all
day.
Q.
We don't have long, I'm afraid.
A.
I think that first of all, we have to understand the
historic legacy and I don't think we've understood that in
terms of the magnitude of what actually happened and the
ongoing impacts today: it wasn't something that just
happened a couple of hundred years ago, it's very present
in the current populations that we are seeing and
particularly in the impact of children today and some of
their outcomes, so we haven't done very well, and
understanding what was needed to address that historical
legacy.
So, instead of just throwing money at the problem or
putting in the same programs over and over again, we have
to take a step back and have a look at what's actually
required for that community. Some communities, they're
doing really, really well and they've managed to provide
their own healing pathways, which is fantastic, but other
communities are really struggling.
And if there's not good community governance and if we
haven't strengthened that self-determination, then what are
we putting the number of programs into? We're putting them
into a void and, of course, you're not going to go get the
same response.
So first of all I think we need to step back and have
a look at what's actually required, so we need to address
the programs, and not just in terms of single purpose
programs, but a more holistic approach in understanding
community governance, healing programs around grief and
loss and healing programs around interpersonal trauma, and
those three elements all need to be combined to get a more
realistic and robust approach to mental health.
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You then need to address all of the other social
requirements around disadvantage, racism, discrimination,
poor education, unemployment, all of those sorts of issues.
Then we need to have mental health systems that are
really robust, that are culturally competent and safe, that
people can feel welcome when they come into the service and
know that they're going to be well cared for and that
they're going to get the appropriate treatments and
services that they require based on a cultural awareness
and a cultural framework that recognises the importance of
those belief systems and the role that us as humans have
kept as well for many thousands of years.
Mental health is not just a mental health systems
problem, it is everybody's business, and so we need all of
those other collaborations with housing, education,
employment, child protection, juvenile justice, all of the
other issues need to be brought on line as well.
In terms of the mental health system itself, when you
look at some of the remote communities, we just don't have
enough service provision for the younger age groups. We've
had a lot of investment in adult services, a bit less in
older adult, quite a lot of recent investment in youth
which is fantastic, but we actually know that the origins
or the risk factors for most mental health problems will
start in childhood and we haven't seen the resources go
into early childhood as it should.
MS BATTEN: Thank you very much, Professor Milroy.
are there any questions from the Commissioners for
Professor Milroy?

Chair,

CHAIR:
Q.
Thank you very much, Professor Milroy, I just
have one question, because it was very important you raised
the issue of spirituality and the fact that it's not well
understood and sometimes can lead to misdiagnosis.
I noted earlier today we had a witness statement from
Aunty Nellie and in that she said that she didn't think
that the system, the mental health system, did understand
Aboriginal spirituality and that we didn't appreciate that
it's still very present in today's life and that the
presence of spirits and the understanding and how often the
mental health system just doesn't appreciate that and might
mean that's indicative of poor mental health.
.16/07/2019 (11)

1099

H M MILROY (Ms Batten)

Transcript produced by Epiq

1393

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 terms of how you think we go about raising
awareness in terms of all of the dimensions around cultural
safety, how important do you think that element of
spirituality is?
A.
I think it's absolutely vital. It's really
spirituality and the cultural aspects of Aboriginal and
Torres Strait Islander communities, because the focus
obviously needs - because it's part of a whole belief
system and the way you're experiencing the world.
I remember one Elder said to me once, that if he
really told the GP what he actually experienced in terms of
his spirituality, they'd probably lock him up. So, I think
that there is this fear that if you also disclose to a
mental health practitioner what you experience, then it
will be misunderstood and mislabelled, so people don't talk
about it. They don't talk about, you know, talking to
their deceased relatives or the experiences that they have
in regard to healing or traditional healing.
We've had more acceptance, I think, in recent years of
traditional healing models, but not quite enough yet, and
yet, when you actually talk to community members, they've
often gone and had their traditional treatments anyway
without any knowledge of the mental health system. So,
it's happening any way, we should embrace it and
incorporate it into a collaborative model rather than
seeing this us and them sort of divide that we have
currently.
So we've made great strides, I think, in regards to
some aspects of training and education but probably not
enough emphasis on some of those more spiritual and
cultural sides of education and training. We could go a
lot further I think.
We also need to try and increase the Aboriginal and
Torres Strait Islander workforce, that they bring that
culture naturally into systems. Always training from the
outside doesn't always have the same impact as people who
are also in the system that can develop and enhance some of
those skills within the system itself. They're absolutely
vital.
Q.
The other point that you made which I think is very
important about the future Aboriginal workforce in mental
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health is, it can be very stressful. I think we heard
earlier today about how many Aboriginal people will feel
they have an obligation to just not only their own family
and its wellbeing but to the broader community and that
translates for people in their professional lives as well.
How do you think we are best to support Aboriginal
workers who are involved in mental health so they're not
overwhelmed by that sense of obligation
A.
I think that's right because, remember, a lot of our
Aboriginal workers also have issues of trauma within their
own family systems, so they're carrying their own burden as
well as the burden in the families and the communities that
they're working with, so it's doubly difficult I think for
some of our workers.
I've also observed and tried to assist where
sometimes, if it's an Aboriginal system of care, which may
be fantastic, if they're not getting supervised or buffered
and supported by external agencies, they can implode
because the levels of distress and the levels of
re-traumatisation that occur can just keep going round and
round in circles, and so, there's not enough external
support. And I wonder whether we need to look at the
system very differently and not have such isolated service
systems working but a much more well-buffered system that
can be then supervised and supported by other agencies that
help those frontline workers.
If you're the frontline worker and it's not an
Aboriginal agency, the trauma just gets recirculated and it
becomes more traumatising for the workers as well. I also
think we are unfairly burdening some of our frontline
workers, who are working in remote communities where they
are probably seeing some of the most complex and
complicated mental health problems with the least amount of
expertise, training and support, and I think that's just a
fundamentally unfair system and it's not right to place a
worker in that position.
The other issue of course that you also need to be
aware of is, for some Aboriginal workers in communities,
they may well be at risk themselves if something goes
wrong, because they're seen as providing the treatment and,
if something goes wrong, they may be held responsible by
the community. So, if that's not well understood and that
worker's not well supported, they may just have to leave.
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So, I think we have some complexities around
confidentiality and outcomes and responsibility for our
frontline workers as well.
CHAIR:

Thank you.

MS BATTEN: Thank you very much, Chair.
Milroy please be excused?

CHAIR:
Yes, thank you very much, Professor Milroy, for
making the effort to be involved with us from Western
Australia and for your very comprehensive witness statement
and evidence today, thank you.
<THE WITNESS WITHDREW
MS BATTEN: Chair, I understand a restricted publication
order has been made in relation to the next witness.
CHAIR:
Pursuant to the Inquiries Act 2014 the Royal
Commission has made an order in relation to the next
witness, Tamara Lovett. That order prohibits the
publication of the name or the identity of the mother or
any brother of Tamara Lovett if she mentions them in her
oral evidence to the Royal Commission today.
A copy of the order has been placed next to the door
of this hearing room.
MS BATTEN: Chair, may we just wait for one minute. Thank
you. Thank you. The next witness is Tamara Lovett. I
call Tamara.
<TAMARA LOVETT, affirmed and examined:

[2.23pm]

MS BATTEN:
Q.
Thanks, Tamara. Do you want to adjust
the microphone so it's at a good level for you? Great,
thank you. Have you, with the assistance of the Royal
Commission's lawyers, prepared a witness statement for the
Royal Commission?
A.
Yes, I have.
Q.

I tender that statement.

THE CHAIR:
MS BATTEN:
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woman. Is that right?
A.
Yep.
Q.
A.

And you were raised in Melbourne?
Yep.

Q.
You've been living with mental illness since you were
a young girl?
A.
Yes.
Q.
You've said in your statement that making your
statement is part of your mental health journey.
A.
Yep.
Q.
A.

Can you please tell the Commission your story?
Alright. I'm a little bit nervous, so sorry.

Q.
It's okay.
A.
Okay. So,
acknowledge the
meet today, and
everybody, this

my - actually, first I'd like to
traditional owners of the land on which we
I just wanted to say that I don't speak for
is just my personal journey.

It sort of starts with my grandfather being a member
of the Stolen Generation as well as my mother, and it sort
of stems back from my mother suffering from post-traumatic
stress, anxiety and depression from abuse within the
system. This sort of led me from a young age to experience
mental illness quite strongly, dealing with my mother's
panic attacks, and stress, and the way she would - how do I
explain that? - I guess, how she wouldn't manage at times.
So, I was sort of in a position where I had to step up
at a young age, and at that point I had realised that I had
something different going on in my head and wasn't really
sure how to explain it, also didn't really have the space
to talk about it, dealing with my mum's stuff.
At a young age I was also in a position where I was
responsible for three of my younger brothers due to, I
suppose, mum being emotionally unavailable at the time. I
guess this is just putting a little bit into context of
where I've come from, the traumas that I've experienced
leading into until now.
From a young age, I witnessed trauma from a very, very
young age, in terms of witnessing family violence,
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witnessing physical violence
. Have lived through physical violence of
my own, lived through sexual abuse of my own.
Q.
You're doing really well, Tamara.
A.
And, most of the time dealing with these issues, it
wasn't an option to ask for help due to, when you - sorry.
Most of my grandfather's children were removed and it
wasn't an option to ask for help from the fear of the
department coming in and removing children.
Sorry, I didn't think this would be this difficult.
Q.
Take your time, you're doing really well.
A.
All up, through my younger years, before I could
understand what was going on, my mother fought nine court
cases to keep her children, to keep us together, due to her
not being able to - in the words of the department adequately care for her children. She didn't have the
parenting capabilities, she was never taught those growing
up in the system. She had never had those role models to
show her what real emotional support or parenting looked
like.
This stemmed to a fear of me asking for help for a
long time. It wasn't until later in high school that, or
even after I finished high school and I was pregnant with
my first child, that I decided that I would try and break
the cycle, that I would try and put - actually it was
before my pregnancy - I decided I'd had enough, I needed
some support, I needed someone to talk to to get a lot of
the things I'd seen and things I'd experienced off my
shoulders.
And so, I saw a GP, and that GP I saw until I was
pregnant with my first child. She had a very good
understanding of me and the things that I would experience
in my head with my mental health.
Throughout my pregnancy I avoided the closest hospital
to me through family fear of child removal from mental
health issues. I was also warned off of the hospital that
I chose for the same reason, because there was fears around
mental health assessments being done and being reported.
I chose to stick with my doctor at the point of my
first pregnancy, but I did ask for a psychologist or a
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psychiatric referral because I knew at that point, when I
am dealing with a lot of stress, I tend to not sleep; I
experience psychosis, is what they were telling me - you
know, my doctor was sort of saying or the previous people
who I'd spoken to.
And so, we made a plan to do shared care which is
where, through my pregnancy I would go to the hospital for
the important appointments, but then I would see my GP for
every other appointment. It was just a little bit more of
a comfortable process that I was happy with.
I remember my referral going through to the hospital,
and my GP at the time had said that the psychiatrist was
away, but when she came back she would get in contact with
me to make an appointment. Before that psychiatrist came
back from leave, another lady that wasn't part of my care
picked up my referral, read it, and decided that I needed,
without permission from anybody to do with my treating team
or my care team, whatever you wanna call it, decided that I
needed a CAT Team referral, and so, without my permission
and without my knowledge I received a call from the CAT
Team asking me to come in for an appointment, and I've
never heard a great thing about the CAT Team, so was
already kind of stressed out. I was - I can't remember maybe halfway through my pregnancy.
I went in, sat down, and was just, like, smashed with
questions on what my experiences were, what the voices were
that I was hearing, what the hallucinations were that I was
having, what was going on for me and why wasn't I taking
medication, and I should be taking medication regardless of
the fact that I had said that medication wasn't what I
wanted to do, regardless of the fact that my GP had written
a full support letter outlining how I self-managed my
mental illness, how I didn't need medication, I was just
needing support should I feel stressed out at any
point throughout my pregnancy. It was more proactive care
than it was because I was needing it at the time.
I remember leaving from that appointment quite
stressed out, quite angry, and saying, "I don't wanna be
here any more", and I walked out, and I felt like the worst
I had ever felt. I felt like I wasn't listened to, I felt
uncomfortable, I felt forced into treatment options that I
didn't even want.
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And then, within a week or two I think - I don't
remember how I read it, but I either received a letter or I
was back - oh sorry, I should say that the hospital at that
time had decided to suspend my shared care. They said that
I wasn't eligible because of my mental illness, so that I
was only allowed to see the hospital for care, which I
didn't agree to.
I went back to my GP and I said, "This is too much. I
can't - like, I don't want to just go through the hospital,
I want to stay with you", and then after I received a
letter, or she received a letter saying that I was
non-compliant, and it was a very negative letter about me
and about how I wasn't open to treatment, and I was very
frustrated because it, (a) wasn't the plan that I had in
place for my care, it wasn't the plan that my GP had in
place.
They disregarded all of my experience, they
disregarded all of my GP's support letters, and I was
very - at that point I wanted to run away and be like, I
don't want to deal with the hospital any more, I don't want
to deal with - like, I don't wanna go there. I was
nervous, I was scared, and that's not how people should
feel when they're pregnant and just needing a little bit of
extra help.
After my first child was born, I continued with the
same GP that I had for a while. I ended up stopping seeing
that GP out of living too far away, and I think it was
about 18 months after my first son was born - no, it would
have been a little bit longer than that - I received from a
family member who worked in a facility - a childcare
centre - came to me and told me that there had been a
welfare check done on my son, after I had taken him to
hospital for an illness, due to my mental health: no
prompting, like, no real reason as to why there should have
been a notification put in from the hospital. Nobody had
contacted me.
At this point I decided I didn't care, I decided to
continue trying to seek help wherever I needed it because,
at least if I was seeking help when those notifications, if
they go in, or if things like that happen, they've got no no-one's got a leg to stand on because I'm doing all the
right things.

.16/07/2019 (11)

1400

1106

T LOVETT (Ms Batten)

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

2019 public hearings

But that is a stressful way to live: knowing that you
constantly have to have your crap together just to avoid
somebody putting in a notification against you because you
may be feeling a bit stressed out and reaching out for help
or because you have a day where you're not managing.
Fearing that, if you even show one little bit of emotion or
struggle, that you're constantly being watched, or like,
people are constantly waiting for you to mess it up.
This led me, I guess, to a long time of, I access
services, either I get support and I can't tell the full
story, and I can't talk about when I'm struggling too much,
I go into very surface details, on the surfaces. I
instantly get defensive when anyone tries to dig any
deeper, because I fear that my children, or at that time my
child, would be taken away from me.
After my second pregnancy a year ago, I had another
son, I went for my first or second appointment with the
maternal child health nurse, and I did a postnatal
depression scale, and I rated "severe" on that scale. I
was sent home with no support.
A couple of weeks later I had another maternal child
health nurse come out on outreach, and she spoke to me
about postnatal depression. I told her about the first
maternal child health nurse scale that I had done. She
offered to put in a referral for me to speak to somebody
about postnatal depression. Six months later, still no
help or support, and I never saw that lady again.
I had another support worker who tried to follow up,
with no response. And then the last response that was
given was that, that service wasn't adequate, it wasn't the
right service and they didn't accept my referral, and that
was the end of that.
It's taken me over 12 months to find another
counsellor to talk to them about the postnatal depression.
It took for me to be at crisis point. I contacted my
support worker, I sent her a text and said I wasn't coping,
I needed to get some immediate support or, if she could
please just text me a phone number of somebody I could
call - this was a Friday afternoon, so I was understanding
that, you know, services finish at 5, it's the weekend,
there's not really a lot people could do, so just a phone
number for someone I could talk to. I didn't receive a
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response to that.
I called two numbers that I found online for - let's
just call them depression services. The first one I called
answered but the response was fairly cold, which is like,
"What can we do for you today?" And I hung up because I
was, like, kind of needed some more compassion, needed
somebody to - it wasn't just a normal phone call. It
wasn't just like a catch-up, hey, how are you? I was
really struggling.
The second number I called, I was on hold for
20 minutes, then nobody answered. And at this point I had
to pick up my youngest son from childcare, so I basically
just had to tell myself to suck it up, go in and pick him
up and just try again on Monday.
Q.
Tamara, do you want to tell the Commissioners about
some of the problems that you see with the mental health
system?
A.
Some of the issues or some of the problems I find is
that people are too quick to just want to give you a
diagnosis. They don't want to hear, or they don't take the
time to hear the story, like where you've come from, if
there's any trauma that you've experienced in your life
that could potentially - it's not: you don't just sort of
wake up one day and say, yep, okay, I've got all this stuff
going on.
Generally for me it's been a build-up, so to get to
the bottom of that would give them a very good idea of why
my mind works the way that it does, why it defends itself
the way that it does, why I sort of do the - sort of, why
I'm very shut off, why I don't go into depth on things or
why I get frustrated. As soon as I sit down, I'm angry
because I know that they're going to ask me the same
questions, or I'm going to have to traumatise myself. If
I've come from a doctor with a support letter, they will
want to ask the same questions that are already there.
I feel there is not enough Aboriginal people within
services; generally that's somebody who I would look for,
because I feel like I don't have to explain myself.
I feel like, when there are really great services that
are really supportive and do really great work, they
struggle for funding. They either have to re-apply yearly
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or they may not get re-funded again because there may be a
pilot program, and that leaves a lot of people who have
accessed that service with either nothing or with
uncertainty, and it doesn't allow you to build up enough
trust with somebody to really start to work on that healing
to start moving forward, or to start to trust a service, or
a worker, or anything like that.
Q.
Thank you so much, Tamara. Is there anything that we
haven't covered that you want to say? I think you've done
very, very well.
A.
No, that's it.
MS BATTEN: Thank you. Chair, are there any further
questions from the Commissioners?
CHAIR:
Q.
No, I'd just like to very much acknowledge
you and thank you very much for coming, Tamara, today and
sharing your reflections with us. I do note in your
witness statement that you've worked a lot in the mental
health sector and had some very useful suggestions also
that you've made in your witness statement about how to
improve things. But we very much appreciate you being so
brave and coming in to share with us today. Thank you very
much.
MS BATTEN:
excused?
CHAIR:

Thank you, Chair.

May Tamara please be

Yes.

MS BATTEN: And we just need to have a short break to
arrange the next video conference, for 10 minutes, please,
Chair.
SHORT ADJOURNMENT
MS NICHOLS:
Commissioners, the next witness is Dr Graham
Gee and he'll be joining us via video link from Norway.
Dr Gee, can you hear me?
DR GEE:

Yeah.

MS NICHOLS:

Thank you for joining us.

<GRAHAM JOHN GEE, affirmed and examined:
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MS NICHOLS:
Q.
Dr Gee, with the assistance of the Royal
Commission, have you prepared a witness statement which
sets out your opinion on the questions we have asked you?
A.
I have.
Q.
I tender the statement. [WIT.0001.0045.0001] Just a
few questions about your professional background, if I may.
Are you a clinical psychologist and researcher with over a
decade's experience working in the Aboriginal Community
Controlled Health sector?
A.
Yes.
Q.
What's been your area of work in clinical practice?
A.
I worked at the Victorian Aboriginal Health Service
for just a little over 10 years and have worked primarily
with adult help-seeking community members and their
families within the area of social, emotional wellbeing and
mental health. I was a senior psychologist there and
clinical coordinator last year, so I worked in a range of
areas: cultural, issues and cultural support for Stolen
Generation members and people working with cultural
connection, as well as high prevalence mental health
issues, such as depression and anxiety, as well as more
severe end work around things like psychoses.
Q.
Are you a Senior Research Fellow of the Murdoch
Children's Research Institute?
A.
Yes. Currently I've got a four-year national Research
Fellowship to continue doing work with Aboriginal mental
health and social and emotional wellbeing at the Murdoch
Research Children's Institute.
Q.
Dr Gee, can I ask you about the concept of social and
emotional wellbeing, we've heard quite a lot about that
today. Could you explain to us how it is that that concept
links the health of individuals and families to the health
and wellbeing of whole community?
A.
Yes, certainly. Before I do start I just want to pay
my respects to the traditional owners of the land on which
the hearing is, the Wurundjeri people and their Elders past
and present and emerging, and also pay my respects to the
Kulin Nations and the Victorian Aboriginal community.
Social and emotional wellbeing, as is used for the
Aboriginal and Torres Strait Islander people in Australia,
and I'll respectfully use the term "Aboriginal" throughout
.16/07/2019 (11)
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this testimony to refer to the diversity of Aboriginal and
Torres Strait Islander people and cultures in Australia.
We've used that term for going on three decades now,
and it really refers to a more holistic view of health than
the conventional understandings of mental health. It
includes mental wellbeing and mental health disorders, but
importantly it's also much more than just physical,
emotional and wellbeing. So, social and emotional
wellbeing also refers to the wellbeing of families and
communities, and it also recognises that mental health is
shaped by connections to culture, to land, to kinship and
ancestors and spirituality.
In recent years, as we've explored that concept more
in our cultures we've also recognised that social and
emotional wellbeing also extends to more than just
connections to social determinants which we know are really
important, things such as education and employment, as they
are connected to mental health. But in this social and
emotional wellbeing context we also recognise the
importance of historical and political and cultural
determinants and how these cultural factors shape the
presentation and meaning of distress and how mental health
symptoms are understood for actual clients in lots of
different ways.
Just as two examples, historical determinants refers
to the impact of past government policies that's been
experienced by whole cultural groups or communities, in
terms of the impact on the community, or conversely the way
in which communities have resisted the impacts of
colonisation and maintained their cultural continuity.
Political determinants is about sovereignty and
unresolved issues of land rights and uncontrolled resources
and self-determination, and again, historical and political
determinants as it impacts mental health within an
Aboriginal context, they're not abstract - they literally
shape the environment and circumstances in which Aboriginal
children are born into: they influence the type of coping
skills and knowledge or resources that children and
families can draw upon, including the community and the
relationship networks that are so important for recovery in
mental health.
Q.

We've asked you to consider the key risk factors that

.16/07/2019 (11)

1111

G J GEE (Ms Nichols)

Transcript produced by Epiq

1405

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

may detrimentally impact upon the social and emotional
wellbeing of Aboriginal and Torres Strait Islander people,
and you've made the observation in your witness statement
that there's a very significant gap in research on this
question. Can you say something about that and why there's
such a significant gap in the research?
A.
Well, research historically has not been done well at
all in Aboriginal communities; it's been done pretty
poorly, but we are making headway into changing that, and
the way to change that is to have Aboriginal communities
themselves co-design and drive the research and design the
research, but the reality is that it has been done poorly
in the past and there hasn't been enough good research
done.
So, that's part of the reasons why there's a big gap
in research, and I really think it's really just in
recent years that we're really starting to see well
designed research that comes from Aboriginal organisations
themselves, basically.
Q.
Thank you. That said, what do we learn from recent
Aboriginal and Torres Strait Islander national health
surveys published by the Australian Bureau of Statistics
about factors contributing to poorer social and emotional
wellbeing outcomes?
A.
In the past at least three national surveys, we're
starting to get a good picture of a range of risk and
protective factors for social and emotional wellbeing more
broadly.
I just want to say one caveat which is that, our
challenge now is to really - risk and protective factors
are always relative to the type of outcome that we're
looking for, so we do need to map some of these protective
factors and risk factors to specific mental health issues
and what have you, but broadly we're starting to see some
really consistent evidence across, yeah, as I said, the
last three national surveys.
The first thing is that we know that Aboriginal people
report higher psychological distress, so across the country
Aboriginal people are nearly three times more likely to
report high to very high psychological distress in
comparison to other Australians, and we know that this is a
predictor of suicide and mental health difficulties. It's
not the only one, but it's certainly a key predictor and
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it's probably our best indicator of levels of distress in
the communities. We also know that - excuse me?
Q.
Sorry, I interrupted you. I was just going to ask you
about the rates in Victoria, and have Aboriginal Victorians
reported the highest rates of emotional distress, or sorry,
psychological distress in comparison with populations in
other parts of Australia?
A.
Yep, that is correct. In 2012 and 2013, Aboriginal
Victorians reported the highest rate of distress at
32 per cent in comparison to other Aboriginal people in
other jurisdictions, yeah.
Q.
Sorry, you continue.
A.
Just a couple of other factors that are really
important, is that, the Aboriginal people who report being
removed as children from their natural families also report
higher levels of psychological distress than Aboriginal
people who were not removed from their families. So, this
is a really important factor to consider because it's also
associated with higher psychological distress, and again,
Aboriginal Victorians actually report the highest rates of
removal from family. I think it was something like
12 per cent in comparison to other Aboriginal Australians,
where the national rate is something like 10 per cent.
So, the effects of removal are absolutely critical to
consider.
The other thing that we should factor in is the rate
of children in out-of-home care across Victoria for
Aboriginal children has absolutely reached crisis
proportions in my opinion. Between 2010 and 2015,
Aboriginal children in out-of-home care was approximately
12 times the rate of non-Aboriginal children, and
Aboriginal children in out-of-home care in Victoria, again,
was higher than other jurisdictions in Australia.
So, I really can't stress enough for the Royal
Commission that, if recommendations are going be to
implemented to reform the mental health system, we need to
have focused efforts on reducing the rates of out-of-home
care and supporting Aboriginal children in out-of-home care
in the child protection system.
Q.
What about the exposure of Aboriginal Victorians to
social inequality?
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A.
So, like other Aboriginal Australians, Aboriginal
Victorians report inequalities across most social
determinants in comparison to other Australians and other
non-Aboriginal Victorians. We've got clear evidence that
those social determinants, like lower employment and
education and what have you, are associated with higher
rates of psychological distress and other mental health
problems in Victoria, and that's really consistent
internationally with the understanding that poverty and
lack of access to education and what have you is associated
with higher rates of mental health difficulties.
Q.
A.

And what's the - no, you go ahead.
Yeah?

Q.
You go ahead.
A.
I think that's one of the biggest challenges that we
face from clinicians and the service point of view, is this
combination of inequalities and social determinants such as
housing and employment and education. When you combine
that with the other factors that I've been speaking about,
like high rates of childhood removal and children in
out-of-home care, incarceration rates and what have you,
and the damage to the cultural continuity for some
communities in terms of loss of language and dispossession
of land: basically, these are multiple co-occurring risk
factors that are legacies of colonisation. The people that
we're generally seeing in our community health services are
those who experience co-occurring risk factors, not just
one but accumulation of all of these. They are the
families and adults and children that present to our
services with really serious mental health difficulties and
are experiencing multiple crises, and it's near impossible
to address mental health difficulties unless there's
coordinated efforts to deal with all of the other things
that they're experiencing.
I think that's one of the biggest challenges that the
Commission needs to think really carefully about, is that
in some instances we're not even reaching those most in
need because they're so unwell sometimes with so many
layers of adversity that they're actually unable to get the
right services.
So the real challenge is thinking about what kind of
resources and what kind of more coordinated or integrated
mental health system is going to reach those who are most
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vulnerable in the community.
Q.
And thinking about the factors that may protect social
and emotional wellbeing, what are those factors that are
unique to Aboriginal and Torres Strait Islander
communities?
A.
I'll just start, but before I talk about those that
are really specific and important for our community, I just
want to say that, there's also a whole bunch of common
resilience and protective factors that are similar for
populations worldwide which we should also be considering.
So things like self-worth or self-esteem, supporting people
and families to have a sense of control over their lives,
participation in sport and family cohesion, social support,
they're all really, really important protective factors,
you know, regardless of what culture you come from.
We've also got three decades though now of research in
Victoria and across Australia which also shows some
cultural factors that we're consistently seeing associated
with high social and emotional wellbeing.
Essentially, if I kind of summarise them, we're seeing
that there are protective effects for connection to
country, engagement in cultural practices, connection to
Elders, connection to community, having a knowledge of
history we've found is important for adolescents,
Aboriginal adolescents. Increasingly we're calling these
cultural determinants of health and actually we're seeing
that these types of factors are really, really important.
So, those national health surveys that you mentioned
are our biggest studies or surveys that are involving 7,000
to 10,000 Aboriginal people from around the country, and
what we've found is that stronger levels of cultural
connection naturally associated with higher wellbeing,
self-reported wellbeing; it's associated with higher
socioeconomic status, it's associated with higher rates of
employment, lower rates of drug and alcohol use and what
have you. So, connection to culture is incredibly
important.
Q.
Have you also found that community-designed healthy
lifestyle programs are very helpful?
A.
Yeah, absolutely. I'm increasingly, over the years
I'm becoming more and more convinced that, after working in
the counsel rooms for so many years, the last five years my
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big learning lesson as a clinician has been how important
community programs are in terms of building some of the
cultural and community factors that we're talking about.
We've run programs where we've found that, despite
bringing community together in programs that may focus on
healthy lifestyles, physical activity, chronic disease that
don't even necessarily have a mental health focus per se,
we're finding that levels of safety, having a safe place to
heal and these types of things, connection to the
community, a sense of connection, those things are being
strengthened, and we've also found reductions in
psychological distress in these programs, while not even
necessarily having a specific mental health component.
So, these cultural or these community programs build
kind of social and cultural community networks that
essentially I think provide the means for recovery. We
need individual and family counselling as well - don't get
me wrong, but more and more I'm seeing the power of these
programs.
Q.
Can I turn to the question of intergenerational
issues. Do poor social and emotional wellbeing outcomes
and mental illness outcomes cause you to reflect on the
role of collective trauma?
A.
Absolutely. Again, within the context of the legacies
of colonisation it's really important to recognise that
we've got to look beyond, not only personal traumatic
experiences, but collective trauma refers to trauma that
has far wider reaching impacts than just individual
experiences.
So, it talks about the ripple effect through
communities where there's a breakdown of social norms and
cultural practices, and the collective knowledge and values
of entire communities is threatened and it's fragmented as
a result of, generally speaking, structural violence such
as colonisation, and we see this in vulnerable groups
across the world that have been structurally impacted by
violence.
Intergenerational trauma on the other hand refers to
the effects of traumatic experiences being transmitted to
subsequent generations from nana and pop, down to mum and
dad, down to children.
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Q.
What happens when you layer the effects of cultural
trauma, intergenerational trauma and particular
environmental factors specific to the individual?
A.
So, in my clinical or therapeutic experience working
as a clinician at VAHS, essentially it's when people and
families experience all of those types of layers of risk
factors that we've been speaking about: essentially that
creates a really, you know, toxic combination of risk
factors that creates environments where re-traumatisation
among the younger generations is much more likely.
So, you know, risk factors like being members of the
Stolen Generation, intergeneration cultural loss,
disposition of lands, loss of language, ceremony and other
practices. When you combine that with intergenerational
poverty or social disadvantage, and you throw in drug and
alcohol misuse, especially ice at this time, you know, and
family violence or neglect, all of this creates a recipe or
contributes to re-traumatisation. As well as experiences
of racism which we know from our national surveys is,
unfortunately, alive and well in this country.
So, all of those things create really, really
difficult environments for our younger people and,
unfortunately, we see the absolutely unacceptable suicide
rates among our younger generations and, when you have all
of those layers of adversity, the young people just don't
see a future for themselves, in my opinion. They don't see
themselves represented in the future.
So, that's what intergenerational trauma looks like in
our social and emotional wellbeing mental health services.
I just want to be clear that resilience is an important
part of the picture, and I'm not suggesting that all
Aboriginal Victorians are victims of trauma: rather, that a
proportion of the community is at higher risk because of
those intergenerational legacies that I've mentioned, and
those are the families that we're most likely to be seeing
in our services.
Q.
Is there a concept of "intergenerational resilience"?
A.
Absolutely, and I mean, the Koori people of Victoria
are testimony really to resilience and intergenerational
resilience. Given the impacts of colonisation and how
brutal it was in the southern parts of Australia,
intergenerational resilience is absolutely critical. And
not surprisingly, as I mentioned in the health survey
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stuff, we're finding that protective factors are the
cultural strengths that were the very things that were
fragmented because of colonisation, but families that have
managed to sustain those connections, we're seeing
nationally that that's associated with better outcomes in
terms of less drug and alcohol use and what have you.
So it's really a combination of cultural, family and
personal factors that contribute to intergenerational
resilience in my opinion, as well as political factors like
restoration of land and what have you.
Q.
Do you think that in the mental health arena enough
emphasis is placed on putting resources into building
cultural connections?
A.
Not at all, no. We need much more, much, much more.
Cultural determinants of health really haven't been
recognised well enough at all in the mental health space in
Australia and probably a lot of other countries. I think
that the mainstream mental health system is really catching
up in terms of that, but the thing is, we're starting to
get good evidence now, especially those national health
surveys. There's got to be a much greater emphasis on
resourcing communities to rebuild the cultural and
community networks.
You know, they really are - when you get that holding
space from those kind of programs, that creates
environments and stability where recovery is possible.
Q.
What do you say about the necessity of assertive
outreach, particularly to those who have moderate and
severe mental health issues?
A.
I think that that's, and I've said this in my
statement, that besides things like cultural diversity, I
think that assertive outreach is something that's been
missing from the picture, there hasn't been enough of it.
I've mentioned already that those who are most
vulnerable and experiencing severe mental health and social
and emotional wellbeing issues, often they're too unwell to
actually make it into our services. We're actually missing
the most unwell parts of the community.
Assertive outreach to my mind has been the best model
of practice so far that I've seen that supports the most
vulnerable people in community. There's just not enough of
.16/07/2019 (11)
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it.
Wadamba Wilam is a really great example of a service
that's doing that, but they've only got limited resources.
So we need assertive outreach, combined with some of these
community programs that I mentioned - this is my way of
thinking - to actually get out in communities and engage
with those families that we're not engaging at the moment
due to a lack of outreach services.
Q.
Are there any features about assertive outreach that
you'd like to raise? We have heard from Wadamba Wilam
earlier this afternoon and that's, as you've said, an
extremely good example of assertive outreach, but what are
the features that you think the Commission should be
mindful of?
A.
Look, to be honest, I'm probably not the most
qualified to talk about assertive outreach because most of
my work's primarily been done in community programs and in
the counsel rooms. I suspect Wadamba Wilam's probably
named some of those things.
What I would say, having worked with Wadamba Wilam, is
that one of the most important factors is that they are
seeing vulnerable clients over the long-term. So, you
know, this is the thing about the assertive outreach, is
that the 10 session mental health model just does not fit a
family or an individual who is suffering from really the
severe end or moderate mental health difficulties.
So, what assertive outreach when it's done well, which
I think Wadamba Wilam does well, is they engage with a
client over a number of years. They may go through phases
of support and recovery and cycles, it's not a linear
process. You can't work with a family who's vulnerable
like that without having a long-term engagement with the
families over a number of years: that's really, really
important; I think that that's what a successful outreach
model looks like. It has someone helping that family
navigate the mental health system over a number of years as
they get stable, because the reality is that really
significant and more severe end mental health difficulties
and adversity takes years to overcome: it's just not a
short-term, 10 session solution, and we need staff, a
skilled workforce, who can work with families over a longer
period and that's what for me makes it such a good model.
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Q.
Dr Gee, we've asked you to think about examples of
best practice in Aboriginal mental health in Victoria and
elsewhere, and I think your response in your statement is
that the evidence base for that is very thin. Having made
that observation, are there some examples of best practice,
apart from the one we've just discussed, that you think the
Commission should be particularly mindful of?
A.
Yeah, I think we're building an evidence base, but it
is slow, but for a start I think the Commission would be
really well placed to look at the kind of programs and
evaluations that are happening with the National Aboriginal
and Torres Strait Islander Healing Foundation, as well as
the Canadian First Nations Healing Foundation. I was
involved in helping to establish our National Healing
Foundation and we really took the lead from the Canadian
First Nations research.
Essentially, both our foundation and theirs have found
three common elements to many of our Hidden programs. Many
programs focus on reclaiming culture and history, on
strengthening culture and also providing family and
individual counselling. So, this mix of looking at history
and strengthening culture, combined with therapeutic
services are common elements to many programs.
We've got a limited evidence base here in Victoria,
primarily because there's such little money gone into
community-driven research and evaluations. I know at the
moment VAHS is working with three other ACCHOs and the DHHS
on what we call a demonstration site, where we're trying to
map exactly what's working across different services which
I think is really important.
Nationally, there's successful programs, examples are
the Marumali training by Aunty Lorraine Peeters who's a
member of the Stolen Generation and she has a great model
of healing with how to work with the Stolen Generation
members.
The We al-li program by Professor Judy Atkinson.
Professor Pat Dudgeon's suicide prevention work is also
really important examples.
In terms of Victoria, we've spoken about Wadamba as that's probably the best non-Aboriginal service model that
I've seen personally. Alan Thorpe's Dardi Munwurrow1, a
family violence program run for men, I think is another
.16/07/2019 (11)
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really good example of a local program. I've already kind
of mentioned the healthy lifestyle programs, which in this
case I'm thinking about Laura Thompson, a Gunditjmara woman
at Spark Health, and she also worked at VAHS. They're also
running these types of programs that I've already spoken
about that have shown reductions in distress, in building
cultural determinants of health, you know, in relatively
short programs.
Q.
Thank you, Dr Gee. How do you think Victoria can do
better identifying and assisting those Aboriginal and
Torres Strait Islander people who are at risk of developing
trauma-related mental illnesses who are not currently in
contact with service providers?
A.
Yeah, I'm not gonna lie, that's a complex area when
you say "better identification". I'm involved in a
national project that we're trying to understand how to
better support families with histories of complex trauma
and what we're learning is, it's a very sensitive area,
this idea of how you safely identify or work with families
to support and to identify whether they have been impacted
by trauma.
Safety is the number one word that I would say where
we're working with parents and families to look at what's
the most safe way to speak to people within services. Our
learning so far is that we actually have to work with the
services on the ground, like, maternal services and
perinatal services. We actually have to work with each
local service to co-design safe approaches to talking about
complex trauma.
There's a lot of worry or fear from parents that
speaking about complex trauma will lead to child
notifications or child protection issues. So, they're
identifying the first thing is that we've got to work with
organisations to co-design safe ways and safe recognition
and assessment processes.
Q.
Can I just ask you to elaborate on that aspect of
safety, with that particular fear about children being
removed?
A.
So, it may be that there's less focus on, in the
identification, trying to identify complex trauma. What
we're finding is that it's better to talk, to hopefully
create an education component where we can talk about the
impacts of trauma rather than speaking to families about,
.16/07/2019 (11)
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you know, how much trauma they've been exposed to, which is
just generally speaking in a service, unless there's so
much trust already established, that's not necessarily a
safe approach to talking about trauma.
So, it's more to speak about the impacts of trauma in
an education focus so that parents, for example, can think
about complex trauma rather than, you know, telling their
story, for example, which is what we don't want.
But we do want to talk about and find ways to talk
about depression and complex trauma or post-traumatic
stress disorder with parents in case some of those
experiences will - they'll recognise those things
basically.
Q.
One of the things you draw attention to in your
witness statement is that there are no Aboriginal designed
services to deal with childhood sexual abuse. Why do you
say this is particularly important?
A.
Well, I say that because, out of all the types of
interpersonal trauma that someone can experience - and I
looked at some of this in my PhD - we know that experiences
of childhood sexual abuse is a huge key driver of long-term
mental health and social and emotional difficulties
irrespective of what culture you come from. It's huge and
there's just unacceptable rates of childhood sexual abuse,
for adults and children, and we don't have any
Aboriginal-specific services to work in this area.
I just think it's such a key driver, not the only one
of course, but it's such a huge factor implicated in
long-term mental health difficulties that it's time that we
get a community-led process where we can design safe
healing spaces for people who have experienced childhood
sexual abuse. But there are no Aboriginal-specific
services yet.
Q.
More generally speaking, do we need a much greater
focus on early childhood?
A.
In terms of building resilience, I think that,
especially after 10 years of working with adults, I'm
definitely convinced that we need to focus much more on
early childhood and adolescent resilience programs.
We know that Aboriginal children aged 10-14 years are
eight times more likely to commit suicide than
.16/07/2019 (11)
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non-indigenous children, and the solutions lie earlier: we
need prevention and early intervention programs and mental
health promotion and building resilience coping skills and
cultural strengthening.
We need to start earlier at Aboriginal daycare centres, for
example, like Wadamba Wilam in the northern suburbs. We
have to start working with our young ones in building that
resilience early, in my opinion.
Q.
Can I ask you about your views about the most
significant impediments to being able to intervene in
mental illness amongst Aboriginal communities in Victoria?
A.
I think one of the biggest impediments, and the
reality is that this goes for everyone in Victoria really,
is that the current mental health system is fragmented.
It's really difficult for families and adults and children,
it's really difficult to understand how to navigate the
system as it is, because it's so siloed and fragmented.
Even for clinicians and practitioners, it's just,
there's so much disconnect between services. So, I think
the first thing we have to do is think about an integrated
care and better coordination across primary, secondary and
tertiary services.
Better links between ACCHOs that work with families
across a life-span, so the Victorian Aboriginal Health
Service and VACCHO, for example. There needs to be better
communication with hospitals, Emergency Departments and
psychiatric units.
I think we actually need funding for a dedicated
workforce that assists families to navigate these
transitions between services, because at the moment I don't
feel like the client pathways, they're getting this
continuous pathway, it's services are not connected and we
need to connect them up and we need resources and people to
do that so that families can be supported to navigate the
mental health system.
Another thing we've got to do is work on improving the
quality of care within our current services. I think we
need workforce training for staff. As organisations we've
got to look at trauma-informed care, for example. What
else?
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Q.
A.

One of the things -We need --

Q.
No, you go ahead.
A.
We don't have enough Aboriginal design tools to
support our workers on the ground, and that's something
that, you know, there's a huge need for real world
translatable research where community services that are
actually co-designing tools around, you know, depression
and posttraumatic stress disorder and what have you, that
are co-designed by Aboriginal people and clients themselves
and staff, because there's just not enough of them. We've
got some, but we need to have more of that.
Q.
What's an example of a co-designed tool, for example,
to deal with depression?
A.
Well, what I mean by co-design is, basically, you work
with community members on the ground to explore a concept
like depression, or resilience, or post-traumatic stress
disorder, and you work with the community on the ground so
that is, people who may have lived experience of depression
for example, and you work with staff, Aboriginal staff who
work with clients and who are familiar and work everyday
with depression or anxiety for example, and you explore
those concepts and you build questions or assessment tools
based on cultural understandings of those concepts.
And so, you build it from the ground up rather than,
you know, primarily for most of the time we're having to
rely on measures that haven't had Aboriginal involvement in
exploring concepts of distress and resilience. So, you
work with community at the local level to design those
tools and then you test them in community to see where
they're effective in predicting changes in levels of
depression and what have you.
You know, we're already doing that in some respects.
There's a resilience measure that VAHS and myself, for
example, have developed that work with Aboriginal staff on
what they see as resilience: it includes cultural
resilience and we're testing that at Wadamba Wilam and at
our services, and we've found that in those programs I
spoke about there are increases in resilience, for example.
So, we just need to get a whole suite of measures that
can assess things like social and emotional wellbeing,
Aboriginal understandings of that, rather than just
.16/07/2019 (11)
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conventional understandings of mental health.
Q.
Finally, Dr Gee, can I ask you about the really
striking fact that we've heard a bit about today, and that
is the youth of the Victorian Aboriginal population.
You've said in your statement that one-third of the
Aboriginal and Torres Strait Islander population is between
15-29. Do you mean in Victoria or Australia-wide?
A.
Australia-wide.
Q.
A.

Do you know the Victorian figure?
I don't. I couldn't tell you that, sorry.

Q.
I couldn't tell you either actually as I stand here,
but it's still a very high proportion of the population is
young; is that right?
A.
Definitely, yes. I mean, nationally and state-wide,
we have a younger population, that's really well documented
and we're going to suspect, if you refer to the appropriate
stats, you'll find that our youth, there's a much bigger
population compared to the older population.
And, of course, they're the ones that we need to talk
about, you know, how do services look for those young
people, because their views of course are very different
than middle-aged farts like myself, you know, or Elders:
the young have got their own views and they're the ones who
are going to be using our systems in the future, so I think
that we need to really think about how we engage the young
people and ask them what's going to work in terms of
services that will support them.
Q.
Do you think we've grappled with the fact of the
demographic in terms of the importance of continuing to
strengthen culture?
A.
Look, my gut instinct is, no, we haven't. I haven't
specialised in the area of working with children and youth,
so I need to qualify that statement. I think you'll need
to talk to people who work more with the young people. But
certainly I have done some focus groups with the Koori
Youth Council around social and emotional wellbeing, and
judging by the young people's responses in those focus
groups, we've got a hell of a lot more work to do to
understand how to support them better with their
experiences of mental health at their age.
MS NICHOLS:
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questions from the Commissioners to Dr Gee?
CHAIR:
No, I don't think there is any further questions,
Dr Gee, but thank you very much for your very comprehensive
statement and evidence you've given us. I did note in your
CV that you were awarded the 2018 National Health and
Medical Research Council rising star award, and we would
encourage your continuing interest in this very important
research, and thank you very much for making yourself
available, particularly from Norway, so thank you very
much.
A.
Thank you for giving me the opportunity. Thank you.
MS NICHOLS:
for today.
CHAIR:

Thank you very much.

AT 3.45PM THE ARBITRATION WAS ADJOURNED TO
WEDNESDAY, 17 JULY 2019 AT 10.00AM
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MS NICHOLS:
Good morning, Commissioners. The Royal
Commission's terms of reference directs this Commission to
inquire specifically into how to improve the mental health
of those at greatest risk of experiencing poor mental
health outcomes.
Today we will focus on mental health outcomes in the
LGBTQI community. The term LGBTIQ, or QI, is an inclusive
abbreviation to encompass a range of diverse sexualities,
genders and sex characteristics. It stands, of course, for
lesbian, gay, bisexual, trans and gender diverse, intersex,
queer and questioning. The term has evolved itself over
time and is viewed and experienced differently by different
members of the community. Other terms of course are also
used.
There is great diversity of identities and experiences
within and between LGBTQI communities, influenced by age,
ethnicity, geographical factors, location, disability,
migration experience, socio-economic experience and so on.
LGBTQI people are part of all other population groups,
while also forming a specific marginalised population
group.
Although most LGBTQI Australians live happy, healthy
lives, a disproportionate number experience worse health
outcomes than their non-LGBTQI peers in a range of areas,
specifically mental health and suicidality.
The disproportionately poor outcomes are found in all
age groups amongst LGBTQI people. The mental health of
LGBTQI people is amongst the poorest in Australia. LGBTQI
people have the highest rate of suicidality among any
population in Australia.
The evidence, as you will hear, is that the elevated
risk of mental ill-health and suicidality is not due to
sexuality, sex, gender identity in and of themselves, but
rather due to discrimination and exclusion as key
determinants of mental health. This is sometimes referred
to as "minority stress".
There are other contributors to mental ill-health too.
For example, lesbian, gay and bisexual Australians are
twice as likely as heterosexual Australians to have no
contact with family or no family on whom they can rely for
.17/07/2019 (12)
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serious problems. Figures are likely to be even higher for
trans people. There's a long list of compounding factors
like this one.
Trans and gender diverse young people are a highly
vulnerable population with very poor mental health
outcomes. A recent study of the mental health of trans
young people aged 14-25 living in Australia found that
75 per cent had been diagnosed with depression; 80 per cent
had reported self-harming; and 45 per cent have attempted
suicide.
These outcomes bespeak insidious discrimination and
disadvantage that's completely at odds with the values
expressed in this Commission's terms of reference. The
fact that these matters are being considered here is one
opportunity for Victorians to do a whole lot better than
that.
The mental health system itself must, of course, be a
system for all. It must provide the same quality and level
of care to all Victorians.
In today and tomorrow's hearings we will recognise
that communities of place, culture and identity must feel
safe to seek help and be confident that their needs will be
understood and met.
Tomorrow, we'll be focusing on mental health outcomes
in culturally and linguistically diverse communities and on
their engagement with the mental health system.
Ms Coughlan will say more about that tomorrow morning.
For the purpose of these hearings over two days there
will be a focus on these particular broad groups. We
appreciate that there is a multiplicity of issues and also
a number of sub-populations that we do not have the
opportunity to explicitly address in this round of oral
hearings.
The fact that we will be focussing on these
populations and these issues should not be taken as a
statement that these are the only issues or the only
populations with whom the mental health system must grapple
and serve, but we hope that by exposing some of these
issues we can inform our thinking more broadly.
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Turning to the witnesses to be called today. First
you will hear from Ro Allen, who is Victoria's first Gender
and Sexuality Commissioner. Commissioner Allen advocates
within government for the rights of LGBTQI Victorians.
They will talk about the impact of stigma, abuse and
prejudice on the mental health of LGBTQI people and the
need for mental health services to provide inclusive care.
Dr Ruth McNair will talk about her role as a GP at the
Northside Clinic which has a particular focus on providing
primary care and allied mental health services to the
LGBTQI communities in Melbourne's north. She will speak
about the most vulnerable members of the community,
barriers to accessing mental health services, and the
systematic changes that could be implemented to reduce
them.
Associate Professor Michelle Telfer is the Head of the
Department of Adolescent Medicine at the Royal Children's
Hospital. The Royal Children's Hospital has the leading
centre for medical and mental health care for trans and
gender diverse young people in Australia. She will address
why it is that trans and gender diverse young people
experience poorer mental health outcomes compared to the
general population and compared to other parts of the
LGBTQI community. She will give evidence about the gender
service provided at the Royal Children's Hospital.
Katie Larsen is the General Manager, Diversity,
Inclusion and Participation at Mind Australia. She will
give evidence about Mind and the Mind Equality Centre, a
specialist counselling and support service operated for
LGBTQI people. She will talk about Rainbow Tick
accreditation which is a quality improvement framework to
assist health services to move from being LGBTQI friendly
to being inclusive.
Finally, a consumer witness will be called; they will
talk about their experiences as a trans masculine person
trying to access appropriate mental health services and how
challenging this was. They will be giving evidence using a
pseudonym and their evidence will be the subject of a
non-publication order which prohibits identifying
information from being published.
I will call the first witness now, Commissioner Ro
Allen.
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<RO ALLEN, sworn and examined:

MS NICHOLS:
Q.
Commissioner Allen, are you Victoria's
Commissioner For Gender and Sexuality?
A.
That's correct.
Q.
A.

Are you the first such Commissioner in Victoria?
That's absolutely correct.

Q.
And in Australia?
A.
In Australia as well, yes. Before I start, can I just
acknowledge that I give my evidence today on the land of
the Wurundjeri people and I pay respects to their Elders
past and present and all Aboriginal people, and also just
take a moment to remember everyone that we have lost
through suicide, and particularly LGBTQI people today and
it's in their honour that I give evidence. Thank you.
Q.
Thank you, Commissioner Allen. Have you, with the
assistance of the Victorian Government Solicitor, prepared
a statement which addresses the questions the Royal
Commission has asked of you?
A.
I have.
Q.
I tender the statement. [WIT.0003.0007.1001] Can I
just ask you a question about language before we commence.
Is it the case that language used to describe lesbian, gay,
bisexual, trans, gender diverse, intersex and queer people,
in different parts of those communities, has changed over
time and can differ between people and across cultures?
A.
Absolutely. I think every time we look, the alphabet
gets a bit longer, language is evolving. In America, they
just use LGBT; in Australia we use I for intersex
community. Recently in government we've just added the Q.
Sometimes it can be Q and I. There's different variations,
but the same community.
Q.
So today, if we use one of those variations we'll both
be speaking about the same broad community, if that's
alright?
A.
Yes. Some of the data though does just actually look
at different parts of that community. So, if my submission
refers to a particular part of the alphabet, it's because
that's the bit that's been researched.
Q.

Indeed, and we'll go through that when we look at
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particular parts of the data.
In July 2015, you were appointed Victoria's first
Commissioner for Gender and Sexuality. What are the core
functions of your role and how do you advocate within
government for the LGBTQI community?
A.
The core role is really to make Victoria a safer place
for lesbian, gay, bisexual, trans, gender diverse and
intersex community. I do that within government, I sit
within the Department of Premier and Cabinet which gives me
great access to all levels of government. I do things like
train LGBTQI 101, I've recently done that with the judicial
system, magistrates and judges across Victoria to make sure
that when our community is before any judge or magistrate
in Victoria that there's a clear understanding of our
communities and our families.
So, anything that can provide education, reduce
discrimination and stigma, that can be in the corporate
world around how to employ more trans and gender diverse
people who are under-employed. It's in sporting
facilities, so I get to go out of government and work right
across with the AFL and others around sport because there's
discrimination in sporting areas as well, and we know that
physical health has implications on our mental health.
It's a very broad portfolio and I get to work right across
many stakeholders in that.
Q.
How does your role consider and respond to issues
relating to the mental health of the LGBTQI community?
A.
Well, I think my fundamental role is to reduce the
stigma and educate people, and really, as you said in your
introduction, it is not our gender identity, our sexuality
or our intersex variation that is the cause of our mental
health, it is actually the discrimination that we
experience, the isolation, the family rejection that is the
cause of that. So, that's my major focus, I'd say.
Everything I do is for the betterment of the mental health
of the LGBTQI community.
Q.
Can I ask you about the differences between the mental
health outcomes of the LGBTQI community and the general
population?
A.
Yeah. We unfortunately, as you said, many of us are
doing very, very well, but unfortunately some of us are
parts of other high risk groups as well. We know that
homelessness is a key factor; many trans and gender diverse
.17/07/2019 (12)
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folk are homeless due to low unemployment. Certainly, gay
men around poverty, poverty's another issue. Many gay men
didn't believe they were going to be alive as long as they
were so they didn't plan a future in that, so poverty is
one of the indicators, and of course we're represented
there; as well as homelessness; we're also over-represented
in family violence, so we have family violence in our
communities, but for our community that includes the
violence that's perpetrated upon us by our family members,
and so, we know that's another causal or risk factor for
mental health.
I think it's the ongoing minority stress, and you
mentioned that as well: that every day knowing that, any
time you step out of the door, or even within your own
family, you can experience physical or verbal assault or
abuse in any way or shape, and that is an enormous level of
anxiety that we can carry as community.
Q.
Did the Australian Bureau of Statistics in its 2007
national survey of mental health and wellbeing find these
things: that 41.4 per cent of gay, lesbian and bisexual
people over the age of 16 had reported symptoms that met
the criteria for a mental disorder in the previous 12
months, compared to 19.6 per cent of heterosexual people of
that age grouping?
A.
That's absolutely right.
Q.
Did the survey also put that for anxiety, 35 per cent
of gay, lesbian, bisexual respondents reported an anxiety
disorder compared with 14.1 per cent of their heterosexual
counterparts?
A.
That's absolutely right.
Q.
Did the same study report that for effective
disorders, 19.2 per cent of gay, lesbian and bisexual
respondents reported an effective disorder compared with
6 per cent of their heterosexual counterparts?
A.
That's correct.
Q.
Does research conducted by the national LGBTI Health
Alliance in 2016 also show that, compared with the general
population, LGBTQI people of 16 years of age and over are
nearly three times more likely to be diagnosed with
depression in their lifetime?
A.
Yes, that's right.
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Q.
Did that also show that trans and gender diverse
people, specifically aged over 18, are nearly five times
more likely to be diagnosed with depression in their
lifetime?
A.
Yeah, it's a really poor picture.
Q.
Do you see outworkings of these kinds of statistics in
your day-to-day work and life?
A.
Yeah, absolutely. I think that the constant living
with the fear of being discriminated against - I mean, my
own personal experience of physical harm and violence, it
has an accumulative effect - as you've said, minority
distress - and we don't always get included in services and
mental health services.
I think it's important to remember that in mental
health services, it's only in the 70s did homosexuality
come off the DSM as a mental disorder, you know, and so
there's that stigma that's attached to that. It was only
last year that being trans or gender diverse came off the
DSM as a mental disorder.
Q.
What are the implications of that?
A.
Well, it's the belief, the self-shame that people
carry. You know, we don't wake up in the cot hating
ourselves, it comes from somewhere, and it's that stigma
about how we are labelled and identified, whether it's
through the media, whether it's through the recent postal
survey which was a tsunami of attacks on our mental health,
an actual campaign against our mental health. It comes
from those places and we carry that. And obviously LGBTQI
people at different levels carry different levels of that
depending on their life experience. But it's also the
perception of how you may be experienced and not just the
reality of that every day.
Q.
I'll ask you more about that in a moment. Can I ask
you first, do LGBTQI people have higher rates of
suicidality?
A.
Yes, they do, and I think we have very, very bad data
collection around this. I can remember going to funerals
of young LGBTI people and families didn't know that they
were queer; it certainly wasn't recorded, and for the shame
and the stigma related to that. Even if they did know that
their son or daughter or child had actually committed
suicide because of their gender identity not being
recognised or supported in the family, or sexuality, it
.17/07/2019 (12)
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wasn't recorded. So, I would say that even though we know
that statistically the suicide of our community is so high,
I would say it's an under-reporting of that as well.
Also, one of the very high risk periods we know for
mental health in our community is just before you come out.
So, it may be that family generally don't know that
somebody is dealing and grappling with those issues, so
very unreported in relation to data as well.
Q.
Can you elaborate on the very high risk period just
before people come out?
A.
Yeah, I can certainly talk about my own experience and
others. Before you come out is obviously a very high risk
period because you don't really know - it's the fear of
family exclusion, potentially if you're trans coming out,
it's losing your job, your family, your friends; you could
be losing your church, your sports club, all of the
connectors and protective factors we have that protect us
around suicide.
I always say that, you know, it's how the first person
responds when you come out can set you up in your mental
health for the rest of your life, because everybody in the
room that's come out and everybody, LGBTI in Australia will
remember the first time they came out to someone and
they'll remember exactly what that person said, and I think
they're really high protective factors for folks.
It may be the first time that somebody comes out about
their gender identity or sexuality is actually within the
health service, and so, that's so critical that the very
first response they get is a positive one.
Q.
You mean, there may be a conversation with a GP, for
example?
A.
Oh, absolutely. It's so important that every GP has
the basic LGBTQI 101 and says and can refer to appropriate
places and not to conversion practices, which has been an
historic thing that has been obviously very, very
detrimental to our community.
We'll come to that one. Are there particular
Q.
subgroups that have even worse rates of suicidality, like
Aboriginal and Torres Strait Islander young people?
A.
Yep. This is a very dangerous question because there
are so many groups, I may forget. But, of course, all of
.17/07/2019 (12)
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the other intersectionalities within our community and the
combined discrimination and racism for First Nations people
that may or may not be accepted within their own
communities.
Within the migrant and new arrival community and
refugee community, coming out can still be a very dangerous
thing. You can be sent home for conversion practices to
the country that you've come from. If you are a student,
we have a number of international students who come, feel
safer in Australia. Many of the countries they come from,
such as Malaysia or other countries, it's actually illegal
to be gay in those countries. They find some freedom here
in Victoria, the equality state, and so it's very difficult
culturally for them on needing to return, and it's a high
risk of suicide in those periods leading up to when they're
being forced to return home.
Of course, rural and regional folk, the list goes on
in relation to all the different sub-groups. So, rural and
regional folk, isolation for service providers and the risk
of confidentiality in local communities and not feeling
like you can access services because of that.
People with disabilities who are LGBTI, may have
neurodiversity issues as well. For many in the disability
sector and world, they aren't even considered being
heterosexuality or having any sexuality, let alone anyone
with a disability being considered as homosexual or
bisexual.
Bisexual people have a higher rate of stigma and
discrimination than heterosexual people. Bisexual people
can be, not always, but can be discriminated not only from
heterosexual cisgender community, but also within the gay
and lesbian community can be very cruel as well.
I mentioned cisgender there, I might take you to my
glossary.
Q.
That was useful, can you?
A.
As I said, language is ever evolving. Cisgender just
refers to somebody who's been allocated female at birth,
grows up and is a woman, or allocated male at birth and
grows up and is a man. So, just as we have heterosexual
and homosexual, we have transgender, gender diverse and
cisgender, so that's another factor.
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Q.
Can I talk to you about the reasons for the
differences in mental health outcomes. We have both
mentioned minority stress. In that context is there often
reference to the notion of vigilance?
A.
Yeah.
Q.
Can you say something more about that?
A.
Certainly for trans and gender diverse folk, if you
don't fit within what the community and society understands
as gender norms, just going on public transport, you may
need to be constantly vigilant. I live with that myself,
I'm constantly vigilant about where I am and what I'm doing
and always scouring for safety in relation to, just
travelling through the world.
It's not uncommon, it's not uncommon to just have
abuse yelled at you as a LGBTQI person from a passing car.
In my case, many others, you never know whether that's
going to escalate into anything potentially violent.
Then there's other things that you just live with
around access and inclusion in services. The Royal
Commission is absolutely fabulous today, you arrived, you
were incredibly welcomed, there was very friendly security,
very friendly welcoming party, there's crayons and
colouring books for kids, tea and coffee room, everything
you can imagine. But when I asked for the bathroom, I was
directed to male and female bathroom. Now, for me who is
gender non-conforming or gender diverse, instantly it
raises anxiety. To be honest, I came early because of
that, I often turn up early to places.
I also knew that everybody in the gallery, or some
people in the gallery may be LGBTQI and it may be another
issue for them, so I was able to make sure that everybody
here at the Royal Commission, when they were asked, they
send a little WhatsApp message around to all the staff that
they wouldn't just direct people and assume that they were
male or female, that they would make it accessible and I've
got the lights on on the third level.
It's all of those things that you live with every day.
The fact that I know every gender neutral safe toilet in
Metropolitan Melbourne and most of rural Victoria is
alarming, but that's not an individual thing, that's quite
a common experience. In fact, there are apps for safe
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toilets.
Again, you talk about the stigma, I hope that's not
the media grab that comes today. But, you know,
"Commissioner comes early to Royal Commission to scope
toilets."
Q.
I think you might have just made it into the media
grab anyway.
A.
Yeah, I've just done that. That's a chance to talk
about the media, no reflection on the fabulous media that
are here today, but it's how our LGBTQI community is
stigmatised around that.
Q.
Can you say a bit more about negative stereotyping as
a risk factor for the development of poor mental health
outcomes?
A.
Absolutely. I remember as a youth worker speaking to
young people, and the only kind of media or connection to
community they would often see, particularly in rural and
remote communities, was on television, and they'd get this
picture of Mardi Gras, you know, and they'd see a
half-naked drag queen, and they think, well, that's not me.
But they don't see the 100,000 people that are marching for
their rights and their freedoms.
That's how we are a resilient community. We
experience so much discrimination, we come together to
celebrate ourselves and identity because the other parts of
community haven't always celebrated us, and yet what we get
fed back to us are particular images and frantic things
about toilets and trans people in toilets and all this
other sort of stuff.
The messaging we get back all the time is that you're
perverts, you're deviants, you're paedophiles, all of these
misconceptions. And so, as I said, you don't wake up in
the cot hating yourself, all this stuff is accumulative and
builds to minority stress, and how we develop
understandings.
It also stops us from accessing mental health services
because of the sense of not being worthy. The number of
Elders in my community that have said, no, no, no,
Commissioner just make it better for young people, we've
had our time, you know. It's a lovely gesture, but also I
know it comes from a place of not feeling worth and
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valuable, and it's so important that we value our Elders in
community because they have experienced enormous levels of
discrimination.
Q.
Can I ask you about violence, and does research show
that up to 80 per cent of same sex attracted and gender
questioning young Australians have experienced assaulting
behaviour in public?
A.
Yes.
Q.
And 20 per cent of that same group have experienced
explicit threats; 18 per cent have experienced physical
abuse, and 26 per cent have experienced other forms of
homophobia?
A.
That's absolutely correct, and how can that not affect
our mental health? Yeah.
Q.
For trans and gender diverse people, are the rates of
the experience of violence, whether verbal or physical,
particularly high?
A.
Yes, they are. Yeah, absolutely.
Q.
Does data show that about 30 per cent of that group
have been threatened with violence?
A.
Absolutely, and experienced it, yes.
Q.
What about the question of loss of contact with
family? Is the data that rejection by family is higher in
LGBTI people than the general population?
A.
Absolutely, and even the fear of losing family contact
is really high, but the reality is that many LGBTI people,
at any age, can be rejected by their family. Particularly
young people coming out can be rejected, but also older
people who may come out later in life can be rejected by
their children and be particularly vulnerable, if
particularly as an elder they are reliant on their
children.
We had this story not that long ago of an elder put in
aged care who had the power - in the kid's power. They put
them in aged care as the gender they were assigned at
birth, not the gender that they'd be living for the last
40 years of their life. So, family can be, you know, the
perpetrators of violence against our community as much as
the broader community. So, you can get it from all areas.
I think it's also important to remember that, if you
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are from a multicultural community or an Aboriginal
community, you usually have your family around you and you
all travel through and experience racism together. Often
if you're an LGBTI person, you may be the only LGBTI person
in your family, and so, that can also be an isolating
experience as well. So, families can be protective, but
they can also be a cause root of our mental health issues.
Q.
I was just about to ask you that. It may sound an
obvious proposition, but is family connectedness a strong
protective factor against poor mental health outcomes?
A.
Oh, absolutely. You know, I was very lucky when I
came out to my family, I was very, very supported. I have
been supported by family right through this role; my mother
campaigning enormously through the postal survey, you know,
in her nursing home. She'd done the numbers, she said,
"We've got it Ro" based on the nursing home, we're alright.
Reminding everyone except the people who I think are going
to vote "no": thanks, mum.
You know, those connections that people have with
family are so critically important, but there are so, so
many people that don't have my experience of family
connection. And we create our own families, we create our
own families of choice. And, of course, our families not
being recognised has been an enormous barrier; the families
of choice that we create has only recently been accepted
fully in Australia. They all - it all is stigma and
discrimination.
Q.
Can I ask you to say a little bit more about the role
of language and public discourse. You mentioned the postal
survey a couple of times. Is there evidence that there was
an increase in hate speech and conduct surrounding the
postal survey which, for clarity, was the ABS postal survey
to determine whether legislation should be changed to
permit same-sex couples to marry?
A.
Yes. We are now a little bit out of that time-wise,
we can actually start to look at some of the data that we
knew was happening to our communities.
We saw an incredible increase in hate speech on social
media and in the general community during that period.
People will say, look back at history and say it was all
sorts of things, but for our community it was just a
tsunami of attack on our mental health.
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Switchboard, which is an LGBTQI phone counselling
service that I talk about in my evidence, saw an incredible
increase during the postal survey period. In fact, we
didn't have enough volunteers. Switchboard is run by LGBTI
volunteers, so it's peer-led. You will ring up and get an
LGBTQI person. We didn't have enough people during the
postal survey to be able to equip the phones. We ran extra
sessions, emergency sessions, calling up people off the
bench that hadn't been counsellors for 20 years. In fact,
the woman who started Switchboard came back after 20 years
to go through a training session and get back on the phone
so that we could try and meet the need. We know we didn't
answer every call.
Q.
Why do people call into Switchboard typically?
A.
Switchboard provides peer support, so really if
they're struggling for their mental health, or anything
around being LGBTI, life in general, isolated, needing
support. A lot of calls come in just before somebody comes
out and Switchboard can make referrals, but they're really
calling to talk to someone that's like themselves, to hear
someone that understands the journey that they're on, and
that's why peer support programs for our mental health run
by LGBTI organisations governed and run by LGBTI people are
so important in the system.
Q.
Was there preliminary research conducted by the
Australia Institute and by the National LGBTI Health
Alliance based on a study of close to 10,000 participants
following the postal survey which showed that about
80 per cent of LGBTQI people and almost 60 per cent of
allies - and I'll ask you about what that means in a
moment - said they found the marriage equality debate
considerably or extremely stressful?
A.
Absolutely right. I was married three months ago,
happiest day of my life. I would give it up in a heartbeat
if it meant I could undo the three months of torture and
trauma really there was on our community.
People who have been out for a long time, people who
are employed, well to do, feel quite secure in their self
and their identity, whose family supports them, talk to me
about all sorts of triggers that that period gave, and they
were the people that were doing very well. So, it doesn't
take much to think about the people in our community who
are already vulnerable.
Many in our community completely switched off their
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social media during - and I recommended that, but they
switched off their support. So, as well as switching off
seeing all the negative things, during that period they
also switched off from being able to get connections and
support.
Every day you could open the newspaper or turn on the
radio, or anything, and hear that you're going to hell.
You know, it was a regular event, letter to the editor, the
slippery slope argument, all the things that were coming to
us.
I remember for me personally that my partner, now
wife, and I thought we'd protect our child for the next
three months. That was ridiculously naive because it was
everywhere. When you're, as I was, standing in front of a
group of people delivering LGBTI training and talking about
how important it was, behind me out the window was a plane
writing an ginormous "no" in the air. Everybody could see
that, there was an awkward uncomfortableness and eventually
I turned around.
But not only did that "no" affect me in a visceral
way, I knew that the kids in my kid's school were watching
that, all the Rainbow kids in schools all over Melbourne
were seeing that, every LGBTI person that was vulnerable
was seeing that "no" in the air. You know, you couldn't
avoid that, and it attacked my mental health, and I know it
affected so many people.
For me, I have a very, very supportive work
environment. My boss is the Minister For Mental Health.
He was very clear that I was going to get support and
counselling every two weeks during the postal survey. It
would not have looked good for the Commissioner for Gender
and Sexuality to fall over. But not everybody can afford
to do that or has the work environment to be able to do
that. I'm very proud of the Victorian Government that made
rooms available for all the staff across Victoria to watch
the results of the postal survey.
I mean, the fact
every LGBTI person in
they were at the time
real testimony to the

that I know where I was and that
Victoria can tell you exactly where
that the results were delivered, is a
impact that it's had on our lives.

As well, we're now seeing, 12 months on in the
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research, that there's another blip in our mental health at
the 12-month anniversary: you know, people are thinking we
should be still excited, we should all be off getting
married, how wonderful, but we saw another increase in
phone calls and calls on services at Switchboard in that
12-month period. So, I believe it's going to have a
generational impact on our community, and may we never have
another postal survey that a majority in Australia makes a
decision about a minority of any shape or form.
Q.
Can I just return to that same survey: did it also
find that LGBTQI respondents said that experiences of
verbal and physical assaults in the three months following
the announcement of the postal vote more than doubled
compared with the six months prior to the announcement?
A.
Yeah, absolutely. It was an authorising environment
for hate speech, and I think, you know, hate speech runs at
a level in our community, but it just gave the green light.
Again, it's a minority group of people that are so vicious
that they would do that and yell out of cars and physically
attack people, but it's certainly allowed them to do that.
We saw an increase of posters and campaigns, in every
language, campaigning, talking about how deviant we were,
it was in every language in letterboxes all over Victoria;
posters that were absolutely horrific that showed us in
terrible light. We see them occasionally, but there was
certainly an increase during that period which was intense.
Q.
Is work going on to conclude that research or to take
it further?
A.
Yes, there is, yep. And I'm actively involved in a
new coalition of universities and the Victorian Police and
others in looking at hate speech broadly.
Q.
In relation to that survey which was described as
preliminary, will the results or the further work likely to
be concluded within the lifetime of this Commission?
A.
I would need to take that on notice.
Q.
On notice, yes.
A.
But I would hope so, because I think it's a really
clear picture of the impact that that sort of process can
have on mental health, so even the preliminary findings are
pretty compelling, I believe.
Q.

Alright, and if you do complete that work, I'm sure
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you'll provide it to us and we'll ask you for it.
A.
I will.
Q.
Can I turn now to the question of examples of
resilience and self-care in LGBTQI communities. Can you
speak to us about some powerful examples of resilience?
A.
I think generally we need to classify our community as
one of incredible resilience, and we've done that in a
number of ways. I've talked about the celebrations,
festivals and events, Mardi Gras, pride marches. We do
that as a sign of resilience and coming together as
community. Broadly, the community you can just see as
flamboyant festivals of fun, but they have a real intent
about making sure we come together, we check in on each
other.
During the 80s, through the HIV AIDs epidemic, the
Victorian AIDS Council, now Thorne Harbour Health, was
developed. That's a great example of resilience where our
community came together to fight for our survival, but also
fight the stigma that particularly gay men had that lived
through the Grim Reaper campaign which was another media
campaign really that has left a lifetime - people of my
generation will remember the Grim Reaper and that caused
enormous stigma for gay men. So, groups like that.
Switchboard I've talked about, Queer Space at Drummond
Street.
There are so many peer support groups that have been
established by community for community that are really
about resilience and support and being with each other.
Recently it again came out of the postal survey, but
social media now, we have a Grateful Rainbow Facebook
page which again is around making sure that we focus on
resilience and strength and supporting each other, and we
focus on gratitude. So, for 60 days after the postal
survey leading up to Christmas, which we know is a high
point time, because many of our community aren't connected
to family, Christmas isn't always joyous, to post one thing
that we're grateful for. That's coordinated by community
for community.
Those sort of initiatives outside the structured
mental health service go an enormous way to support
ourselves and to remind ourselves, if the rest of the world
isn't, that we are fabulous, wonderful, worth celebrating
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and quite resilient.
Not all members obviously, and we've dived into some
of that, have that resilience. And there's some stigma
about not being resilient in our community as well.
Q.
Can you say a bit more about the expression "by
community, for community"?
A.
I think in government we call it co-design, but
basically what it really means is, nothing about us without
us; that everything, health service, mental health service,
needs to be designed with us. We learnt that in the Royal
Commission on family violence. The projects that are
working, are working with our community.
It's certainly not saying that the only support for
our community needs to be from our community, and we
certainly - I wouldn't want for a minute to let mainstream
mental health services off the hook at all in that. But
what the services they design need to be are inclusive and
culturally sensitive to LGBTI people. The only way to
truly do that is to actually involve LGBTI people in the
creation of those services.
Q.
Yes. Can I ask you now a little bit more about access
to mental health services. Is it the case that there is
evidence about the non-use of crisis supports for fear of
discrimination?
A.
Yeah, absolutely. I think it's absolutely,
unfortunately, on the mental health system to prove that
they are actually safe. When an LGBTI person goes to any
service, they may not disclose in the beginning, and what
they're saying is, do you see me? Am I safe? Can I trust
you? And they are incredibly unforgiving if they get a
poor response in the first place; they're very unlikely to
go back to that mental health service. Or even the
perception, not even walking into that service, that they
will be discriminated against will exclude them from early
intervention and they may only go into that service when
they're actually a tertiary high end need.
You have to remember that an example of a gay man I
know, his experience of the mental health service was
electric shock treatment in his life. He didn't have a
mental health issue at all but that was purely done to him
by the mental health system because he was homosexual and
it was an idea that it was a disorder and he needed to be
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cured as a therapy. There is no way, the earth would
freeze over before this gentleman would go back into a
mental health service. You could paint it with rainbows
and shower it in glitter, this man's not going to go back
into a mental health service. So, it's really about how do
we actually make sure that people know that it is safe and
that they're not going to be discriminated against in that
service, yeah.
Q.
Did recent research undertaken by the Lifeline
Research Foundation show that over 71 per cent of LGBTI
participants choose against using a crisis support service
during their most recent personal or mental health crisis?
A.
That's absolutely right, and there's all sorts of
factors that play in this. People may not want to call up
an ambulance because potentially they may believe,
perceived or real, that the police will be called. I know
that you've heard evidence about the amount of police
involvement in mental health cases.
Unfortunately, our community historically has had a
very bad relationship with the Victorian Police. We're
working very hard to improve that. We now have LGBTI
liaison officers, we have terrific support within the
Victorian Police, but again, historic beliefs and
understandings about whether you will be supported and
discriminated, so even to get into a mental health service
if they think there will be police involvement. Their
family may not call them as well because of that,
particularly if it's a rainbow family and they have poor
experience of the police and the system. Or just being
discriminated when you arrive at a hospital or health
service is so critical.
Q.
Can I ask you whether inpatient settings pose
particular risks?
A.
I think they do, and I think other witnesses will give
you evidence around the benefits of the Rainbow Tick. The
Rainbow Tick is an accreditation that health services can
do. It is so important because it takes you through a
whole journey of cultural assessment, cultural change for
your organisation.
Basically what we do in the health service system
generally is assume that everybody who presents is
cisgender and heterosexual, and it's such a barrier to our
service, it's a barrier for our families. It needs to be
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changed. We've learnt again from the Royal Commission Into
Family Violence that we've funded a number of family
violence organisations to get the Rainbow Tick and we're
starting to see that improved; whether they're a lanyard on
a staff person that is a rainbow or trans colours, a badge
that's really important. We've recently added the black
and the brown onto the rainbow to acknowledge First Peoples
and people of colour.
That is so critical. If I walk into any health
service and I see a rainbow, I'm instantly relaxed and I
know that's a similar experience for many. It's all the
way through. As I've said, if you are misgendered by the
receptionist, it's very unlikely that you're going to stay
in the waiting room.
The other thing is that all of the health services can
be as inclusive as anything; sometimes it's the other
clients that will persecute the discrimination, you know,
in an acute hospital setting. So, you can be a Rainbow
Tick accredited organisation, every nurse and doctor and
orderly can be fabulous, but it's about design and system
to make sure that we're kept safe, not only from the system
but other patients and people within the system that can
lash out against our community.
Q.
Turning to good things in the system, is it the case
that in Victoria members of the LGBTQI community can access
safe and welcoming spaces?
A.
Absolutely. I don't want to paint a picture that we
can't, we absolutely can. The more services that are
getting Rainbow Ticked, the more services that we feel we
can access. There are GP trainings that are happening.
For mental health obviously a GP is a very first point of
call for many in our community, and there are so many very
inclusive GPs.
It's still not uncommon though for LGBTI people to be
actually educating GPs in their appointment. I had a
recent appointment for a vein on my leg and the doctor
wanted to talk about my gender identity and sexuality, and
at the end of the session I said, "Who's gonna charge who?"
You know, it's not an uncommon experience and, when you're
presenting with mental health, you're really vulnerable,
the last thing you want to do is explain your pronoun and
your family make up, you know, or have any doctor ask you
who the biological mother is, or all these kind of really
.17/07/2019 (12)
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offensive things in a rainbow family that aren't relevant
to what you presented about, and so, the onus has to be on
the GPs, as I said, with judges and magistrates and
everybody else, the onus has to be on the service to be
able to present and do the education, and not rely on LGBTI
people when they're presenting for care to be doing the
education.
Q.
Can I ask you about a recent initiative: can we have
the slide, please? [WIT.0003.0007.2000] This slide is
entitled, "Faith Based Service Providers." Can you tell
the Commissioners what that's about?
A.
So, what we certainly found in the Royal Commission
for family violence, and what I've known instinctly, is
that LGBTQI people can feel that accessing a faith-based
service is another inhibitor.
So, churches haven't got a good rap when it comes to
LGBTQI people, that's not all churches obviously, and there
are many affirming and supportive churches. But many
churches have been actively involved in conversion
practices. I don't call it conversion therapy because I
don't want to give it the weight that it doesn't need, but
certainly in Victoria, as in many other states, many of the
mental health services, but in this case family violence
services, are delivered by faith-based services.
I know firsthand from delivering services in Kinglake
after the fires that LGBTI people, one of the only
buildings that was left standing was the Uniting Church and
I was working for the Uniting Church and that's where we
ran food relief and support. They took their animals to
the RSPCA to be fed but they wouldn't come into a church,
and that's a life-threatening event in the person's life,
because of the perception that if they come into that
church they will be discriminated against. So, it wasn't
until they found out that a queer was running the food
relief and I went out to them that they would come.
Similar to mental health services: right now in
Victoria LGBTQI people know that one of those faith-based
services has the right under law to discriminate against
us. So, you know, you have to get over the hurdle and
stigma of coming out, about having family violence or in
this case Royal Commission on mental health, then you have
to go to another service that's another barrier to know
that you could be discriminated against.
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So, you know, I can't wait, I'm a very impatient
Commissioner sometimes, and so, I went to these services
and they said, "Of course we wouldn't discriminate", and I
said, "Well, how - how can we get that message to Victorian
LGBTQI people?" So I was very proud of this piece of work.
Ten faith-based organisations, UnitingCare, Anglicare,
Jewish Care, all signed up to a pledge to say, you know, we
will not discriminate against you. They have the right to,
but we will not discriminate against you, and they signed
up to that and have placed that on their web pages, in
their foyers. You know, VincentCare has gone on, a
Catholic organisation, to get Rainbow Tick accredited, and
that will make an enormous difference to send that message
to community that says, you are welcome here, you have
every right to this mental health service, or family
violence service, or alcohol and drug service as anybody
else and you are going to get fair and equal treatment.
And I think that's really what we're asking for.
We're not asking for special treatment, we're asking for
fair and reasonable treatment to live in dignity to access
services that unfortunately we need at a higher level.
Q.
Are there any other steps that you would like this
Commission to pay attention to that you think are likely to
increase the mental health of LGBTQI Victorians?
A.
I think definitely looking at the system, the whole
mental health system, at every point in entry, whether it's
at the GP training level, all the way to acute care and how
do we make sure that all the letters of the alphabet are
seen.
I think putting an LGBTIQ lens over everything: over,
okay, what are we doing for rural and regional people?
Let's put an LGBTI lens over that. How are we making sure
that gay farmers are supported, gay veterans are supported,
all the other priority groups we're in?
Telehealth, rural and regional folk need to access
telehealth, is that available in a culturally sensitive way
to LGBTI people? I think that's the real focus, is how do
we make the whole system accessible.
And then how do we let LGBTI people know that we are
ready and you will be safe to access this service, I think
they're the key points. I think that services run by,
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delivered for and with LGBTI people are really important
because, for some people they're just not gonna access
mainstream service; for some people they're only going to
ring Switchboard, they're only going to go to Queerspace,
they're only going to go to Thorne Harbour. But for others
in the community they might want confidentiality. The
mainstream services need to be accessible. If you're rural
and remote, if you're from a multicultural community or
your partners going to one service and you want some
confidentiality, or family members, so we need both.
We still need those specialised services that are
LGBTI run and supported, and they need to be centres of
excellence that mainstream services can look at, because of
course we can't just train one round of health providers
and set and forget; we need to continuously train people
around ways to be accessible in our community.
There is a magnitude of things that I think needs to
be looked at, but the lens needs to go over, I think, every
part of the mental health service system.
MS NICHOLS:
Thank you, Ro Allen.
there any questions?

Commissioners, are

COMMISSIONER COCKRAM:
Q.
Thank you, Commissioner. I'm
interested, before you were mentioning about children of
rainbow families. I think we've been aware that at times
they also experience the stigma and discrimination of the
world they live in.
Are there things that we should be thinking about as
the Commission in relation to the children, and are there
things that you think that we should be very aware of in
relation to the impact?
A.
I think I'll just tell you a quick story on the
children front. You know, I mentioned through the postal
survey our children's experience, it was incredible to
actually see how much they took in about that. Okay, my
daughter's a little different as the kid of the
Commissioner, maybe had a little bit more exposure than
others, whether we liked it or not.
You know, she said to me, "Mum, can I write your
speech for the rally, the marriage equality rally?" And I
said, "Absolutely", and I read the speech, and of course I
cried, and I said this sounds like something you want to
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say. Basically she said, yes, she did, and with the
permission of her other mother, she got up in front of
thousands at the state library and said, you know,
acknowledged the traditional owners of the land and did all
that, and said, "It doesn't matter what the postal survey
says. I love my family and my family loves me", and
thanked everybody for supporting her family and her
parents.
So, yes, it does have an impact on the kids; their
relationships or their families being recognised. I
mentioned recently we got married. One of the things that
she said was, "Now I feel legitimate." That's horrific as
a parent to hear that, that she didn't feel - some way,
some message that she got from society that she wasn't
legitimate in a rainbow family. Now, it was in jest and
joking, but it was still there, it's still in her language.
So I think children of rainbow families need to be
recognised and the way to do that is recognise families, in
all their forms, in all their shapes. We're
over-represented as carers as well, and all the forms of you know, LGBTI kids often in families get the
responsibility of looking after their parents or anyone
with a mental issue within families.
So, recognising our families in all their shapes and
forms will have a particular impact to support the mental
health of the whole family, but particularly our children who, can I say, our children are doing incredibly well.
Statistically our kids are doing equally as well on mental
health and everything else in relation to that as kids in
heterosexual families, so I want to make that point really
clear.
Clearly anything that supports the visibility of
rainbow families, and I think we know, we talked about
language and the visibility, that's so important for kids,
to feel seen and supported.
CHAIR:
Thank you, Commissioner. I'd just like to ask one
other thing, and thank you very much for your very
comprehensive overview.
Q.
I guess, I, like everyone, is very challenged by that
data about the suicide rate for members of the community
and trying to think about how we respond better, because
.17/07/2019 (12)
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that's totally unacceptable and it's part of our terms of
reference around suicide prevention.
When you talked about the fact that the point of
vulnerability for people when they first come out and the
importance of the response of the first person who responds
to that, you had mentioned the role of Safe Schools and
what you think is a potential they play. Can you just help
us to understand how else you think we might improve the
way in which the system can help respond to that issue?
A.
It's a great thing that every state school in Victoria
is a safe school. I mean, obviously at different levels,
and not every young person - recent research from Minus18,
which is an LGBTI youth organisation, showed us that not
every young person in Victoria knows that their school is a
safe school, and that's a real worry and something that
we'll keep addressing.
So it may be around the doctor or nurse in school
program. This is so critically important, that all the
doctors, nurses, school chaplains, you know, it's so
important that the very first thing they say when somebody
comes out is, "Congratulations, how fantastic, how
wonderful", and it be a positive thing.
Certainly, that's what Safe Schools is about, it's
just, it's not a curriculum, it's around bullying and
harassment. It's really important that people understand
the impact of bullying at a young age can have a lifetime
impact on a young person as they grow up and around their
mental health.
Safe Schools is really important. Of course, it
doesn't carry over into Catholic and independent schools,
not that - I mean, there are an enormous, you know, growing
number of - not enormous, but Catholic and independent
schools that are Safe Schools. I know there's quite a
market in Safe Schools material broadly in other states
from Victoria, but it's an ongoing thing, we need to make
sure that young people know, by language, by inclusive
language of principals and teachers and everybody in levels
of authority that the discrimination against LGBTI people
is not acceptable in this school, in this health service,
you know, in this workplace, everywhere.
And it's the vigilance of calling it out as
bystanders. You know, "That's so gay" in the classroom,
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every teacher needs to call that out and understand that
statistically there will be an LGBTI person in that class,
whether they've come out or not.
Look, I remember talking to an aged care provider who
said, "We don't have any LGBTI people in here." I said,
"How many residents do you have?" He said, "Over 100." I
said, "You do, you have about 10 at a minimum, go find
them." How do you do that? Provide safe places, they'll
eventually come out, but you can't expect them to, you have
to just assume that they're there. That's so important for
schools.
When we do intake, data intake at a school, if you're
a school counsellor and you say to a young person, "Do you
have a boyfriend or a girlfriend?", and you just ask
everybody. The young boy, "Oh, I don't have a boyfriend",
he might come back two sessions later and goes, "Actually I
am attracted to boys." But until you get over the stigma
of asking the question in the data collection, everywhere
we do.
I mean, I can remember when people used to say, on
data forms you can't ask someone if they're an Aboriginal
or Torres Strait Islander, you know. There isn't a form
now I fill in that I'm not asked, am I Aboriginal or Torres
Strait Islander. And why don't we ask about somebody's
sexuality and gender identity and intersex variation? You
know, our community, we're probably not gonna choose to
answer it if we don't feel safe, but the fact that the
question is there reduces the stigma. So, it's the
systematic things this we put into schools.
Schools are, you know, there's so many supportive
stories of schools that are working with kids that are
transitioning. You know, it's not the teachers that have
the issues around kids transitioning in schools - it's just
not. They are constantly ringing up the Safe Schools team.
As late as last night I was given a briefing by the Safe
Schools team: their training sessions are packed out. It's
not that the teachers don't wanna come, because they know teachers in the frontline know this is critical for young
people. It's really just the parents and board members of
the school that need to get on board and see that, you
know, this saves lives; we're not mucking around here, this
is sheep stations, this is real, and it's so important that
we change the systems, and that we give people identity and
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dignity in that, so that they can present as the gender
that they want to be affirmed in, not what their paperwork
says, and that's so important.
In school, when they transition from primary to
secondary school, and that's a point where young people
choose to transition into high school, they need to be able
to register in that school in a gender-affirming way. It's
so important that our systems are just open to that and so
critical. So many fronts to take it up on, but
systematically data collection recording in schools, Safe
Schools, doctors, all of those things are absolutely
critical.
CHAIR:

Thank you.

MS NICHOLS:
CHAIR:

May Commissioner Allen be excused, please?

Yes, thank you very much.

<THE WITNESS WITHDREW
MS NICHOLS:
The agenda has us taking a 15 minute break
now, if that's acceptable?
CHAIR:

Yes, please.

SHORT ADJOURNMENT
MS COGHLAN: The next witness to be called is Dr Ruth
McNair, and I call her now.
<RUTH MCNAIR, sworn and examined:

[11.27am]

MS COGHLAN:
Q.
Thank you, doctor. Can I just ask you
to sit forward a bit please, just so that the Commissioners
can hear you.
A.
How's that?
Q.
Thank you. Doctor, you've made a statement with the
assistance of lawyers for the Commission?
A.
I have.
Q.
I tender that statement.
a general practitioner?
A.
Yes.
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Q.
A.

You have been since 1993?
M'hmm.

Q.
You're currently a general practitioner at Northside
Clinic?
A.
Yes, I am.
Q.
I'll ask you some more questions specifically about
Northside in a moment. But you helped to establish that
clinic in 2009?
A.
Yes.
Q.
You are also an Honorary Associate Professor at the
University of Melbourne, where you teach and conduct
research?
A.
Yes.
Q.
You are also the Co-Chair of the Victorian Government
Health and Human Services LGBTI Working Group?
A.
M'mm.
Q.
And a member of the Victorian Government LGBTI
Taskforce?
A.
Yes. So, just to sort of explain my identities, as
they're multiple. I'll be speaking from various
perspectives both as a GP seeing a lot of LGBTI clients; as
a researcher, I've done a lot of research in this area, and
as someone who contributes to policy development in the
state.
Q.
Thank you. I said I'd come back to ask you about
Northside Clinic, can I do that now?
A.
Yep.
Q.
You describe it in your statement as an independent
and private general practice in Fitzroy North. Can you
just explain a bit more about it in a general way?
A.
So it's a private general practice, we have a number
of GPs and nurses and also allied health providers, so we
serve the local community as a general practice does, but
we also have a special focus on LGBT clients, not
specifically intersex clients, and sexual health and HIV
medicine. So, probably approximately half of our clients
will be LGBTI, and the other half local community.
Q.
And of the half that you've said are from the LGBTI
community, most of those patients are adults?
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A.
Yes, although increasingly we have young trans and
gender diverse patients under 18 as well.
Q.
Just in your role as a general practitioner, you see
private practice patients and in relation to both physical
and mental health issues?
A.
Yeah, of course.
Q.
How does the clinic cater for the mental health needs
of the patients you see?
A.
Particularly for the LGBT patients there is a lot of
mental health that is brought to us as part of their
consultation. So, we discuss counselling and whether that
might be required, we discuss medication, but by and large
we do a lot of support and guidance around how to navigate
the system, but also how to navigate family, how to
navigate society around their LGBTI identities. So, I
think as GPs we provide a lot of support: many of our
clients don't progress to counselling, that just remains as
part of the GP-patient relationship, and then some
obviously would need more specialised care.
Q.
Can you then just talk about the specialised care
that's available through Northside?
A.
So, yeah, we've appointed several clinical
psychologists, counsellors and family therapists to be part
of our team. We've specifically identified those people
who we trust and know to be LGBTI inclusive: some are
members of the LGBT community and some are not, but through
word-of-mouth and through personal knowledge, we've asked
them to be part of the team because we trust them and we
hope that our patients trust them as well.
Q.
There is one clinical psychologist that specialises in
care for trans and gender diverse clients?
A.
Yes.
Q.
In terms of the clients who are using the mental
health services available through Northside, they access a
mental health care plan?
A.
M'hmm.
Q.
A.

And that provides them generally with 10 sessions?
Yeah, that's right.

Q.
Can you just explain what sometimes happens at
Northside to manage the needs of those clients beyond those
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10 sessions?
A.
Well, that's very common, so a lot of the LGBT
patients that we refer for mental health support - and this
might be to our own counsellors or external counsellors they'll use their 10 sessions within the first three months
of the year and then have another nine months to go without
Medicare rebated psychology services. So, we tend to
manage them either through coming back regularly to the GP
or referral back to their own counsellor, but with an
arrangement that might be a reduced rate from the
counsellor.
One major issue, that there's very few, if any, bulk
billing counsellors and psychologists who are in the system
who also understand and are good at LGBT care, so it's a
huge financial burden for those patients to then undertake
further counselling without the Medicare rebate.
Q.
And so, this arrangement that you've described is the
individual choice of a practitioner to choose to reduce the
rate that they receive?
A.
Yes. Most of our counsellors would do that, many of
the counsellors I refer to outside of the clinic will also
do that, have a reduced rate on a case-by-case basis
depending on the patient's needs and economic
circumstances.
But it's a major level of stress for those patients
because, you know, I often see them after they've had their
10th session, they feel at a loss, they don't know whether
to continue to access that service, they can't really
afford to do that, so we end up having the sort of burden
of care back into the primary care system.
Q.
I've asked you about, or you've described the mental
health services available through Northside Clinic.
Northside is also co-located with the Mind Equality Centre?
A.
M'hmm.
Q.
Can you briefly describe what that is, we'll hear
evidence about that later but just briefly?
A.
Yes, I'm very pleased that Mind is presenting, I think
it's a wonderful model. Mind approached us, we had a space
to rent and they approached us when they were considering
setting up their LGBTI Equality Centre, this was about
three years ago. They had identified the need to serve
this community in a more professional and detailed way in a
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specific clinic. We thought that was a very good
association that we could develop and it has been the case.
They've set up next to us in rooms that they rent from
us. It's quite an independent relationship, but we do
refer patients actively to them and vice versa to us, so
it's been a very good arrangement. Being next door, it
means we can go and talk to each other about clients, we
can have discussions on the phone because we know each
other really well, and I think our patients appreciate that
too.
Q.
Can I move on to ask you about the groups within the
LGBTIQ+ community that are most likely to access services
and why that is?
A.
I know that Ro presented issues around barriers to
services, and I totally support her words there, but I have
noticed in my practice and also through my research that
there's a high level of access to mental health services
amongst this community.
What we don't really know is whether that level of
access is commensurate to need, and I suspect that the need
is even higher than the access.
So, what I've seen in my research is that a large
number of people are accessing mental health services, and
I would include general practice, primary care, mental
health nursing, counselling support and the hospital
inpatient services in that category.
It's over-represented amongst certain subgroups of
LGBTI people, particularly trans and gender diverse people
are accessing the mental health services at a high rate,
and also some subgroups, particularly bisexual and
pansexual people, and this is what we've seen in the
research around the need, there's much higher levels of
need amongst the transgender diverse, pansexual, queer and
bisexual groups.
Also, clearly amongst other groups, but perhaps they
don't access services as readily, such as refugees, asylum
seekers, people with disability and so on.
Q.
One of the matters you note in your statement is that
there's more likely to be access by urban dwellers as
compared with people living in rural communities.
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A.
This is a point of great concern amongst those of us
doing this work. I mean, my clinic is based in an inner
urban setting, so is the other equivalent clinic in the
south; we don't have clinics like ours in the outer urban
area or rural areas, and this means that there's less
knowledge and understanding of who to refer to in the
mental health system.
We also don't have readily identifiable LGBTI expert
counsellors in rural and outer urban settings, so I think
this is a major limitation, and I see this in my client
group: a lot of patients come to our clinic from rural or
outer urban areas of Melbourne and Victoria. My first
point is, "Why do you come here when you live
100 kilometres away?" And they say, "I just don't know who
to go to in my local area", or "I have tried a local
counsellor or local GP and found that they, firstly, have
no understanding of my specific issues; secondly, they felt
they were homophobic or transphobic; thirdly, they didn't
know who to refer me to", so the default was to come to our
clinic which, you know, I hope that in a decade, two
decades, our clinic doesn't need to exist, and we shouldn't
need to exist: this should be the case for any person going
to any general practice or community health service in
Victoria, that they can access care that is knowledgeable
and understands the system well enough to refer them to a
locally inclusive provider.
So, at this point we exist to serve that need, but
hopefully we won't need to in the future.
Q.
I might ask you about that more a bit later. Can I
ask you now about particular groups though that you might
not have much knowledge about, and lack of access by those
particular groups.
A.
In research and also in the community discussions
we've been having - firstly I'll focus on asylum seekers
and refugees. This would be one of the most disadvantaged
groups of LGBTI people in Victoria. They live in Victoria,
they often don't have access to Medicare. They also don't
have access to the LGBTI community, and this is often
related to their fear of being outed in their community or
their family discovering that they're LGBT back home.
They feel very concerned about discussing LGBT issues
when an interpreter is present, because the interpreter is
naturally from their own community, so there's a lot of
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fear around discrimination within the community and I think
this creates a huge lack of access to appropriate services
and care.
So, I understand for many asylum seekers I've talked
to, and this is through my work on the Pride Foundation
Australia, that they don't feel services understand their
specific needs around their LGBT status. For many of them,
they've come to Australia as a refugee because they're LGB
or T and their own country of origin criminalises their
activities. So, it's very difficult for them to prove that
they're LGBT, which is one of the requirements to attain
refugee status, so this is an extremely difficult position
to be in.
They also have often very major trauma histories
through their refugee experience. So, I fear that most of
those people are not accessing the mental health system as
they could and should be doing.
Another major subgroup are people with disabilities:
Ro mentioned them in her evidence. We know that people
with a disability who are also LGBT often have difficulty
understanding their sexuality or gender identity in
relation to LGBT community. So, they don't feel like they
can access community very easily. They don't feel they can
discuss their LGBT status openly with a health provider for
similar reasons that a family can be very involved in a
caring capacity for people with disability, are often in
the room or closely connected with the health provider, so
issues of confidentiality are very difficult to maintain.
A person can feel that they can't expose or disclose
their sexuality or gender identity to a health provider
because of fears that their family will discriminate
against them, or worse, reject them.
Q.
You say in your statement that further research is
required with respect to how these groups access mental
health services?
A.
Definitely. They're quite underserved, both in the
health system and in research.
Q.
Can I ask you now about the most common barriers to
accessing mental health services, and in particular for you
to please address the internal barriers and the external
barriers: just starting with the internal barriers and what
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that includes?
A.
Just to put this into context, I did a piece of
research for Beyond Blue about four years ago: they asked
me to look at lesbian/bi women and I extended that to queer
women and transgender diverse people and their mental
health and access to the mental health system. So, we did
this by doing an online survey, that was responded to by
about 1,600 people in Australia, and then did some key
informant interviews with health providers and services as
well.
The issue there, we obviously did a lit review and
tried to understand what were some of the key barriers that
were uncovered in the literature as well as my
understanding from the clinical practice. So, we made a
division between internal and external barriers to access,
because they're important.
So, firstly, internal barriers: I mean, these are some
things that might arise because of homophobia, internalised
homophobia, biphobia or transphobia, and just to define
that: that would be, let's say you've grown up in a family
that often vilifies gay or lesbian people. There might be
commentary around media engagement with that group, so the
child is learning and listening to this discussion and can
take on those values for themselves. But as it emerges in
their own mind that they're lesbian, gay or bi or trans,
they've already learned these negative stereotypes, so it
becomes internally focused and they say, well, that means I
must be wrong, evil, inadequate in some way.
So, if one has this feeling of internalised
homophobia, biphobia or transphobia, it can mean that you
don't feel worthy of accessing support, that this is not a
legitimate issue, and so, that can be one of the major
barriers to seeking support. So, one might describe, for
example, I've got a young bisexual person in my practice at
the moment, she's about
, she describes very clearly this
idea that she's had throughout her life that being bisexual
or lesbian is just completely wrong. She's from a
faith-based family.
And so, she's grappling with this constantly at the
moment, you know, is it right or wrong? You know, which is
my moral compass? How do I determine that when my family
are so clearly on that side of the equation? And, I'm the
first person that she's discussed her bisexuality with.
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She feels that this is immoral for her
and so, I'm trying to work with her on
moral system, which is a huge thing to
situation where her most close support
family.

to feel like this,
how to reframe her
do for anyone, in a
comes still from her

So, I think for this young woman: she's
, she's been
grappling with this for years, has only just come to a GP
to talk about the issues. There's no way she will access a
mental health provider at the moment because she feels that
she would just have to reveal this immorality to someone
else, so it will require several months or years of
discussion before she can access. So, from her
perspective, that is a very major internal barrier, this
sort of moral compass.
Q.
One of the things you mention in your statement about
one way to overcome that internal barrier, in a system
sense, is to enhance mental health literacy?
A.
Yes. I mean, I'll come to that a bit later perhaps,
but the idea that - I mean, this woman isn't attached to
the LGBT community at all, so I think this would be a very
difficult thing to do, to draw on community assumptions or
advice - she's not connected yet, perhaps she will be in
the future.
But that's one idea more broadly, is to look at how we
can communicate this to the LGBTI communities, to say, you
are allowed to access mental health services; in fact it's
a good idea; in fact it's better than that, it's an
excellent idea and there are great people out there who can
help you. So, this is something that's emerging in our
communities as an important message for health promotion,
not just for mental illness, but for this young woman that
wouldn't work.
Another of the internal barriers is an idea of needing
to be self-sufficient. I think we've seen this, if we look
at the gendered or binary gender of the mental health
system access, we know that women are much more likely to
access counselling than men, for example. It's a similar
issue around men in our society needing to feel
self-sufficient, sufficiently regard themselves as the sole
person who is guiding their own life, and so, to let that
guard down and say, no, I do need a bit of help here, it's
okay to get some help, I think that's also a problem for
some LGBTI people. They just feel that this should be part
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of what they do anyway in their life.
Turning to external barriers: I think Ro's really
touched on this largely, but it's partly about knowing who
to see who will be LGBTI inclusive; that can be really
difficult to understand. Perceived discrimination Ro's
talked about as well.
I wanted to touch on an issue of continuity of care
because I think this is another major external barrier.
So, if a person has attempted to access - whether it be a
primary care provider or a mental health provider - and
found that person to be lacking in their LGBTI
inclusiveness or knowledge, then they might doctor-shop:
they might work through the system to find other people and
in the end might have seen six, eight, 10 different people.
I've got many patients in this category who have seen many,
many counsellors but only for very brief periods of time.
So, first they lose the motivation to see more
counsellors because they don't feel they've had an adequate
level of support or benefit, so they've lost trust in the
system, and so, we've lost that opportunity up to a
point to encourage them to see someone on a regular basis.
So part of what I'm doing with patients in that group
is re-engaging them with the system, saying there are
supportive, inclusive counsellors out there, I know them,
I've worked with them, I've had good feedback from other
people in your position, and trying to re-engage and
encourage continuity, so a relationship that's long enough
to develop a deeper understanding of the person and
therefore reach a deeper level in counselling.
Q.
Can I ask you about poverty and financial inequity
being another major barrier to accessing mental health
services.
A.
So, I know the Commission has received a lot of advice
already about financial inequity: that's not new to you at
all. But for this group, we know that poverty is one of
the underlying issues that create health inequalities for
LGBT people.
I'll just give you an example: this is a woman I
interviewed for one of my research projects a few years
at the time, lesbian, had had a lot of
ago. She was
family violence as a young person and had left home early
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as part of my homelessness research. So, she had left home
at about the age of 15 because she felt that her home
environment was not supportive: more than that, was
violent.
She'd been homeless for many years, at least a decade
of her life, from about 15-25, and as a result of that had
had no access to education or training. And at about 25
managed to exit the homelessness system, find accommodation
and start training.
So, at the age of 29 she was looking at her peers and
saying, they've all achieved their degrees, they've
achieved status in their various occupations, they've got
into a committed relationship, they're starting to think
about buying a house, and she was reflecting on her life:
she was still training, she wasn't in a committed
relationship, she still had unstable housing, and she was
extremely poor.
So, you know, she was an example of what happens
frequently in this community, with repeated or confounding
factors that affect mental health and the ability to
progress in life: it's a repeated story equally for people
who are transgender diverse, for gay men. This is a huge
issue around accessing education and training, and
therefore accessing a good workplace and secure employment
and income.
So, with that as a background, many, many LGBT people
don't have enough money to finance through the private
mental health system and have to rely on the public mental
health system, which is difficult to say the least.
Q.
Are there barriers greater for certain groups, and if
you could address what you describe as marginal and
emerging identities as a starting point?
A.
So, you'll be very aware that this community is
diversifying rapidly. We have a hugely diverse group of
young people, and people of any age actually, who are
understanding their gender in a diverse way now, with many,
many different terms that are out there, increasing all the
time which I find difficult in training, because I'll give
people a set of terms and then in a few months the terms
have changed and they come back to me and say, "You didn't
tell me that term", and I say "I've only just learned it
myself."
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For people who are in these - what I'm calling
emerging groups, emerging to me, not necessarily to them so they might be what we call questioning their gender or
sexual identities. "Pansexual" is a common term that's
being used in the community at the moment, and that relates
to people who have attraction to people of diverse gender.
The queer community is very diverse as well, and gender
diverse obviously.
So, these emerging communities don't have that
connection with like-minded others necessarily, so they can
find it very difficult to find support groups that are like
them. They can feel marginalised both in mainstream
society and what might be called the heterosexual cisgender
normative society, but also they can feel marginalised
within the LGBT community.
And so, these people have less word-of-mouth, so they
have less ability to listen to peers and understand what's
out there, you know, what is an affirming general practice,
what is an affirming counsellor, and this is one of the key
strengths in the LGBT community, that we do talk with each
other, we discuss who's out there, who's safe. We talk to
people about which physio might be good - it's not just
mental health, but let's focus on mental health. So, I
think the emerging or marginal groups have less ability to
understand the system and to navigate the system in that
way, as well as being more marginal in terms of their
mental health, so that's one group that's particularly an
issue.
Another with greater barrier would be people who are
using drugs or alcohol. We know that that's a significant
additional factor or possibly a factor that's creating the
mental health issues in the first place: the chicken and
egg situation, don't know what comes first sometimes. But
certainly we know there's a lot of alcohol and drug use as
self-medication for mental health problems in the
community.
Quite often people gather together in a group where
everyone is using the same drugs or using a lot of alcohol,
and this is a group that might be trying to gain support
from each other but not being able to access the broader
mental health system very well.
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I wanted to mention another group which is around
people with trauma histories. So, again, if we're looking
at perhaps underlying reasons for the high, the very high
mental health inequalities in this group: one of the
underlying issues seems to be trauma, and not just one
episode of trauma but repeated re-traumatisation for
people. This might be a trajectory from family violence or
family rejection, through to rejection or trauma within the
education system, in workplaces and within society
generally.
So, these people, again, have even higher difficulty
finding appropriate services: you know, services that both
understand their trauma history as well as understand their
LGBT status and other disadvantage. So, it's a concern
that the most vulnerable members of this population can't
access appropriate care.
Q.
Can I ask you now about what the enablers are for
people accessing mental health services? So, what makes a
good service?
A.
We tried to look at this from a research point of view
in the Rainbow Women's Society I talked about before that
was funded by Beyond Blue, in some work I've done with
alcohol and accessing alcohol services for lesbian and bi
women. The enablers seem repeatedly to be the same. So,
first, accessing a GP that is supportive: that seems to
have a high level of agreement in the surveys, and I
understand this to be about, if one has a supportive GP and
can come out to that GP as LGBT, then this can enable
uncovering of other related issues.
And so, one's mental health that might have been quite
suppressed in the conversation, you know, a person would
often come to a GP first for their physical health issue,
the mental health's in the background, they're testing the
system; is it going to be supportive? Okay, yes, then I'll
disclose that part of me as well.
So I think having a GP where there's some continuity
of care, there's a relationship developing, there's a level
of trust, the more difficult issues are raised over time,
and then this same GP can refer out to the appropriate
services. So, that's one enabler that's incredibly
important.
Another is community support.
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already, but if there is a supportive peer group who is
like-minded and has collated information about what's out
there in terms of support, and shared that knowledge in the
group, and indeed encouraged people to access supportive
care, then that will be an enabler for mental health
support and care
As I said, I think people who have found such a group
have a much better chance of recovery because they can find
the right people to go to and be encouraged to maintain
that relationship.
Q.
What about having reliable information about what
services are available?
A.
Yeah, I mean reliable in terms of word-of-mouth: I
think at times people have different experiences in health
services, and this can be very difficult when I'm training
service providers. You know, we can't be all things to all
people, and I know that at our clinic we've received
criticism because we've not dealt well with a bisexual
person, we've not understood a trans or gender diverse
person very well. I mean, there's a high bar that we've
set and we need to be criticised to be sure that we're
maintaining a good standard.
Having said that, some people will have a uniquely bad
experience based on a difficult receptionist, or it was a
bad day for the clinician: that's not an excuse, but that
person has had a bad experience, so unfortunately that can
filter through peer support groups and that clinician or
service is no longer acceptable in the group. So, I think
up to a point that can be a very difficult situation,
because in fact that group or service might be entirely
appropriate.
So I think - we'll come to peer support in more detail
but I think that's one of the very difficult things for a
peer support organisation to do, is to navigate how these
services appear to individuals, yet how they might be
supportive to the whole community.
Q.
You also mention in your statement access to
counselling services online can be particularly important
for young people.
A.
Yep.
Q.

And so, can you just tell the Commissioners about
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that?
A.
I've talked with Headspace quite a bit about their
services, because clearly there's an online Headspace, and
they've set that up deliberately for both rural and remote
young people, but also young people who just can't
physically attend a service. They have found that to be
very effective.
Recently in the last two or three years Headspace have
started collecting data on sexual orientation and gender
identity of the people who access their online service, and
it looks like in most areas it's between 20 and 25 per cent
of the young people accessing the online Headspace service.
This is much higher than you would expect from
population data, so I think this supports the theory that
we've been developing for quite a while that a number of
LGBT people would put their toe in the water in an online
service: let's test the system, let's see if I'm going to
get some support that's affirming of my sexual orientation,
gender identity, and having had that affirming care in an
online service, they will then be more likely hopefully to
access face-to-face services.
So, that's certainly the case at Headspace, and I can
see there's a few emerging online services that are
specifically designed for LGBT people with mental health
issues. Out and Online is one example. ReachOut is doing
some work in that area. Beyond Blue are looking at some
online support as well they've specifically targeted at
LGBT people. I think that's an incredibly valuable
addition to the mental health service.
It doesn't replace face-to-face services in any way,
but I think it enables access for people who are rural or
remote, and hopefully enables the building of trust in the
system.
Q.
Can I take you back to Northside Clinic and ask you
some questions about the inclusive care that's provided
there.
A.
We pride ourselves in being a high quality general
practitioner which is accredited and so on, but we also
have additional processes that we have developed over
the years, and mostly through word-of-mouth and feedback
and internal discussion on how to be more inclusive for
LGBT clients. I'm deliberately not discussing people with
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intersex variation because we haven't yet enabled those
systems in our practice and we need to.
So, for LGBT clients, we start with, what's the face
of our clinic to the community? So we do advertise our
service actively in the LGBT community. We attend
midsummer carnival, we have a stall, we run blood pressure
checks and things, but it's really just to help people know
who we are and meet us.
You know, we have the rainbow flag at the front.
Having said that, that's not the only thing. If you just
had a rainbow flag and nothing else, that's actually a
really poor approach, because people can let their guard
down a little. As Ro said, she feels more comfortable when
she sees the rainbow flag, but if nothing happens after
that, you've let your guard down and you've been
disappointed - that's no good.
So, you know, that imagery on the front of the clinic
around saying that we're LGBT inclusive, having imagery
that's appropriate, is the first step. Then training the
receptionists to be appropriate, to use appropriate
language. I mean, these are very simple steps, it doesn't
cost money, it's just a process. To understand that we
don't have to use titles, we don't have to use Mr, Mrs, Ms,
Dr, this is not relevant to one's health care in any way
and it removes a significant barrier for some people.
An example is we used to send - we still do - send
letters out to our patients reminding them they need their
cervical screening. The letter used to say "Dear Ms X";
well, we have a number of trans men who need cervical
screening as well. If that letter says, "Dear Ms X", they
will be horrified, it would be completely inappropriate,
and it would probably mean they wouldn't come in for their
cervical screening let alone anything else. So, there's no
need to have a title in letters on their medical file so
we've removed that altogether.
Likewise when we call names in the waiting room, we
try to ensure we're calling the appropriate name, not the
so-called debt name or their birth name, that's
particularly important for gender diverse and trans
clients.
But also some LGB clients change their name, and this
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is related to difficulties in family circumstances, so we
need to be sure that we're using the name they select
rather than their Medicare name. So, we've trained
receptionists to be appropriate around not using titles,
using appropriate gender, using appropriate names, and also
being very careful around confidentiality.
Our clinic is a melting pot and a meeting point, so
people often see each other in the waiting room, that's not
always a good thing. The receptionists sort of look out
for that and can help negotiate what's happening in the
waiting room.
And then, attempting to improve the way we offer
services within the consulting room, and that's around
again confidentiality, training ourselves in the LGBT
community issues that are most important, and the top of
the list is mental health and suicide prevention,
understanding drug and alcohol issues that are specific to
subgroups in the community, engaging with appropriate
counselling staff and so on.
I think another big part of it is developing our
referral networks, which we do gradually over time, based
again on feedback and meeting different providers, so
understanding who is supportive of this community, and not
just supportive, but affirming of LGBT status.
So, these are all things that are fairly easy to
institute in a clinic such as ours or any other general
practice.
Q.
Commissioner Allen mentioned this morning the Rainbow
Tick: is that something that Northside Clinic has or wants?
A.
M'mm. We have looked into doing Rainbow Tick
actually, just to say we've got it. I think we have pretty
much done all of the things that would be required in the
Rainbow Tick, and we haven't got Rainbow Tick at the
moment.
I feel that Rainbow Tick is one end of the spectrum of
inclusive practice. It's most helpful for large
organisations that have an infrastructure that can
introduce all of the system change that's required by the
Rainbow Tick accreditation. For smaller practices such as
ours and health services, we don't have the infrastructure
to create that enormous amount of change, but we do have a
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set of very clear directives that we've provided for our
staff.
Q.
You mentioned the role of peer support workers briefly
earlier. Can you just address that topic now and
particularly with regard to your academic work on the
subject?
A.
So, I think if there's one system reform that you
could focus on most for our group, it is supporting the
peer support work that's happening in our community. This
is partly because, as Ro was saying, it's about resilience
building, but mostly because a lot of the LGBT patients I
see in my clinic rely almost entirely on peer support as
their mental health support.
So, as we've said, there are a lot of barriers to
accessing the mental health system. For those particularly
marginalised groups, the only level of support they get is
through a peer support group, and this is not ideal, but
it's the reality at the moment.
So I think what we're needing to do is integrate the
peer support system into the mental health system in a much
more effective way: to have methods of cross-referral so
that practitioners know these peer support groups exist and
can refer to them, but also to have methods for the peer
support workers to refer into the mental health system, and
at this point that's not happening effectively.
One of the key points is that, if peer support workers
are looking after a group of LGBT people with significant
mental health concerns, generally speaking they have not
had adequate training to do that, and they know that
themselves, they're crying out for some training and
support, because this is a complex group of people, often
with complex trauma histories. Within one group setting,
particularly when there's - well either online or
face-to-face - networking in the group, there can be quite
a lot of lateral violence in the group. Difficulties with
policing identities or with understanding who is in a
relationship with who.
So peer support workers need a great deal of training
to understand how to deal with those issues, how to address
lateral violence, for example, in a safe way so that the
group is sustaining and not re-traumatising. So, I think
that's a huge issue that can be addressed within the
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Victorian health system.
Q.
And so, in addition to that change, there are other
systematic changes that you perceive as desirable. Can you
please address - and you've already touched on this - but
the idea of mental health practitioners receiving adequate
training in relation to LGBTI inclusivity, and so, you said
that needs to be more broadly applied?
A.
Yes. We have a problem with LGBT inclusion in
curriculum at all levels at the moment. It's very
piecemeal, it's not embedded in curriculum in most training
organisations. It happens, if there's an individual
champion, and sometimes that appears for a few years and
then disappears again if that champion has left the
organisation, and this would be whether it be at university
level, at a training organisation or at a continuing
professional development level. So, I think there's a
major issue at the moment in understanding how are we going
to address more systematic training within the sector.
There's certainly individual work happening. I've
been working with Queer MD which is a group of LGBT medical
students at Melbourne Uni and they've got colleagues both
at Monash and Deakin. They are raising issues of needing
to have LGBT inclusion in the curriculum, and have been for
a number of years. It's still regarded as quite a marginal
issue in the curriculum and really only appears in the
student conference that is student led and delivered. So,
you know, that's at this stage falling on deaf ears by and
large.
And this is partly because there's a huge competition
for curriculum and do we have - where do we sit in the
hierarchy of need. But I think we can make the case, and
we have made the case already, that there's a huge need in
this community that can be addressed through curriculum
change.
Okay, that's a systematic approach to understanding
that LGBT needs to be embedded, just as Aboriginal and
Torres Strait Islander health has been embedded in the
curriculum over the last 20 years. Easily done, I hope,
over time.
As Ro said, I think a lot of LGBT people resent having
to train their health provider in their own specific
identity, and this is a conundrum that I have in training
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health providers, because on the one hand I'm saying to
people, please listen to your patient, listen to your
client, try to understand their perspective, their
individual identity, how does that play out in their life?
But that can easily become a little mini training exercise
from the patient to the clinician. And, as Ro said, that
was a very difficult thing that they identified and
understood in their own life.
If people had done that two or three times, they start
to resent it so much that they maybe decide not to come out
to a new provider, it just becomes too difficult, and their
own issues are lost in that. So, we need to avoid that.
Q.
I'll just ask you briefly about some other systematic
changes and then move on to what you ultimately would
recommend. You say that there needs to be greater work
done on mental health promotion.
A.
M'hmm.
Q.
There are good examples of that with the National
LGBTI Health Alliance and what's been produced there. In
addition to that, further research into LGBTI mental health
and health care needs to occur, and further data collection
by mainstream services.
A.
Look, just focusing on mental health promotion for a
moment, we're starting to build a literature around
resilience. So, it's been difficult because until quite
recently we've had to focus in on the negative statistics
to raise the awareness and to make the case for curriculum
inclusion in training and to make the case for inclusive
practice.
The argument has been, well, there's a much higher
need, there's a much higher burden of mental illness in
this LGBT community, so we need more focus and more
attention. That can be quite pathologising for the
community; it is very pathologising. A lot of community
members, whether they've experienced personal mental health
problems or not, worry about the fact that they'll be
assumed to have a mental health illness because they're
LGBT.
So I think, to try and avoid or reverse that approach,
I think we need to be looking at resilience building as a
really important strategy, and also how we're already
enabling resilience in the community, it comes back a
.17/07/2019 (12)
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little bit to the idea of internal barriers to seeking
help.
So, if we've come from a point of saying, we have
internalised homophobia for example, how do we overcome
that, and it's partly about systematic change clearly, but
partly about, let's build our own LGBT community support
and resilience, let's celebrate ourselves, let's understand
what we're good at: we're very good at peer support, we're
very good at connection, we're very good at reaching out
for those marginalised groups. We're better than many
other communities at doing that, let's celebrate that and
support it.
So, I think we can make a greater effort to do that.
I mean, the Victorian State Government have done some
amazing work recently in leadership training for young
LGBTI people, and those new emerging leaders are starting
to look at this idea of resilience and positive support,
supporting our positive mental health, so that's a huge new
wave I think that we can look forward to over the next
few years.
The mental health promotion: there's a little bit
happening, for example there was a document produced about
mental health first aid, specifically for LGBTIQ
communities. It's a nice brief, four, five-paged document.
A bit of guidance for whether it be peer support groups, or
parents or schools, any level of community, to say how can
we pick up early signs, early intervention, and prevent
longer term problems.
Another lovely piece of work that is about to start is
primary prevention for families around trans and gender
diversity. So, building an education piece for families,
and this is particularly looking at multi-cultural
families: you know, how do we support the family to
understand what is trans and gender diverse, that it's a
nominal variation of gender identity, and that we can
helpfully help them to understand this before they present
negative attitudes to their children. So, I think that's
going to be a really lovely piece of work to focus in on in
the next few years.
Q.
Can I ask you then, just finally, in relation to the
key changes?
A.
So, there's been work done on this over the last
.17/07/2019 (12)
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10 years or so. The key piece that I'll refer you to is: A
Closer Look At Private Lives. So, this Private Lives 2 was
a big LGBT health survey that was done in 2010. Beyond
Blue sponsored some additional analyses of that survey to
look at mental health, and out of that analysis, plus the
work that we were doing on the LGBTI ministerial advisory
group at the time, we developed a policy and program
framework for mental health support.
And really, it looked at a three-level system or
three-tiered system of support in the mental health system.
So, we felt that the majority of LGBTI people needing
mental health support should be able to access that through
the mainstream system, but that all areas of the mainstream
system needed to be LGBTI inclusive. So, that would
involve, as we've discussed, training, accreditation,
whole-of-system change. Whether that be Rainbow Tick or
not is a question to be discussed.
Then the second tier were mainstream services that had
an embedded LGBTI stream. So, an example of that is the
Mind Equality Centre, for example, or perhaps more recently
the community health system in Victoria. There's a new
LGBTI inclusive practice toolkit that's going to be
released in a couple of months that is encouraging a sort
of embedded LGBT stream within community health. So it
might be identified practitioners who are LGBTI champions
who would preferentially see those clients.
Then the third tier would be for that minority of the
most vulnerable of LGBTI patients who for many reasons
don't feel comfortable to access mainstream mental health
services and who need peer-led, LGBT-led system. So, that
might be people who go to Thorne Harbour Health, work
through Switchboard, go to Drummond Street services.
Again, at the moment all of these LGBTI-specific
services are based in urban areas: there's very few, if
any, that will be in the rural sector. So, if we had a
concerted effort to develop a three-tiered system like
this, we would need to address specialist services in rural
areas as a key point, and/or more online and
teleconferencing accessibility.
Q.
Can I just pick up on, just finally, one question you
raise, the point about Rainbow Tick or not. Could you just
very briefly address that?
.17/07/2019 (12)
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A.
I think we've learned some lessons from the family
violence sector in the last couple of years. So, there was
a recommendation from the Family Violence Royal Commission
that all family violence services in Victoria should
receive the Rainbow Tick accreditation, and that was an
astounding recommendation, it was fantastic actually to
acknowledge the need for that training.
But it created problems on the ground, because many
family violence services are tiny, they have a very small
staff group, a large volunteer group as well, and it
emerged that, for those smaller organisations, it was very
difficult to obtain a Rainbow Tick: it's an expensive
process, it takes a lot of time. I think VincentCare, it
took them a couple of years. They employed a worker two
days a week for that two-year period to enable Rainbow
Tick, so that's not possible for small organisations.
I think a recommendation that's broader that's around
LGBTI inclusive training and system change would be
appropriate, because then that can cover off small
organisations, it can cover off organisations that are
already doing the work, such as Northside; it doesn't have
to be Rainbow Tick, there can be a number of levels before
that.
So, I think Family Violence in the end have come down
to an idea that, in one region there's a Rainbow Tick
accredited service, all the other smaller services do some
training in the area, and then can work with that Rainbow
Tick accredited service as the local peak, if you like.
That seems to be a better way to navigate that approach to
the system, and this would certainly apply for the mental
health system where there are many small services that are
operating that probably can't access Rainbow Tick but could
do some work in upskilling.
MS COGHLAN:
Thank you, doctor. Chair, do the
Commissioners have any questions?
CHAIR:

Professor Fels.

COMMISSIONER FELS:
Q.
Thank you for your evidence, I
have two questions. One, is there data about the economic
status of LGBT people?
A.
Yeah, there is. So, the HILDA survey, which is a
national household survey, is starting to indicate that
.17/07/2019 (12)
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some groups of LGB - and we don't have trans or gender
identity in that survey - but the LGB community have a
lower economic status than equivalent heterosexual.
There's also some data that will be coming out from
the Victorian population health survey. We hope that
report will be out in a couple of months. I'm not at
liberty to give you that information at the moment because
it hasn't gone to the Minister, but I have seen the data
and it confirms significant areas of economic disadvantage
for LGBTI community in Victoria.
Q.
Thank you. My second question is something that's
been raised by GPs before, and I'm talking about the GP,
not the psychology bit, that the MBS fee schedule, how do
you view it with your interest in LGBT, it tends not to to the extent you're driven at all by economic incentives,
it doesn't encourage lengthy consultation and so on.
A.
Quite.
Q.
Can you comment on your perspective on that?
A.
Yes, that's totally correct. So, example: if I see a
person in 15 minutes, which will be a standard general
practice consultation time, that's a level B consultation,
so that's remunerated at a certain rate. If I see them in
30 minutes, which is more likely for some of the complex
issues that I have to deal with for LGBT community, I'm
remunerated at a level C, which is about a third again on
top of the level B rate. So, it's not double. So, the
more level Cs or longer consultations I do, the less money
I get per day, and that's economically a problem. I'm
trying to run a practice.
I mean, we've talked with Mind Equality recently about
the fact that they're bulk billing most of the providers
that got to that - sorry, the patients that go to that
service and that's not sustainable in the long term.
Equally for our clinic it's not sustainable to bulk bill,
we have to add an additional charge for two-thirds of our
patients.
So, when we're talking about complex mental health
care, and particularly in a scenario where a patient cannot
or does not want to go to a mental health provider, the
burden of care rests on the GP. We have extended 30 or 45
minute consultations with patients on a regular basis with
minimal remuneration, all bulk billed, so this doesn't
.17/07/2019 (12)
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work.
CHAIR:
Q.
Thank you very much. I'd like to ask just
one other question which goes to that issue of the burden
of care. I was mindful throughout your evidence of talking
about the fact that many of the people you see are
reluctant to go and seek access to specialist mental health
services, and I noted you said also for those who are
accessing peer support, many times people are overwhelmed
by the complexity of the mental health issues they're
presented with.
What role do you think there is for secondary
consultation? If people don't want to access the
specialist mental health services, how can you bring
sometimes that greater expertise you might need in the
management to reduce that burden of care, I guess, or share
the burden of care?
A.
I think that has a huge role to play. An example is,
the Monash Gender Clinic is now offering secondary
consultation for GPs. So, Jaco Erasmus is the Head of the
Monash Gender Service and is also a psychiatrist, sees a
lot of gender diverse and trans patients in his private
practice as well. So, he started offering a secondary
consultation service in the last couple of years,
particularly for rural and remote GPs, but also anyone in
the urban sector.
It means that a GP can see a patient who's trans or
gender diverse, talk about their complex needs, talk to
Jaco and get some discussion about how to deal with
whatever it is, and it might mean that they don't have to
see Jaco at all. So, I think that would be fantastic if we
can have a service that is extended beyond transgender
diverse to all the LGBTI communities.
Just to touch on intersex for a moment: most GPs that
I know, and I'm certainly in that group, don't have
expertise in seeing people with intersex variations. The
literature is still really poor on what are the mental
health concerns for people with intersex variations. We've
touched on it a little bit in Ro and my evidence, so that
needs more research. But, you know, to have secondary
consultation based on - and whether it be children or
adults, who have intersex variations, if we could talk to a
psychiatrist or endocrinologist about these issues, we may
be able to retain that patient in our system rather than
.17/07/2019 (12)
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refer them out for specialist care, which I think is a
principle that works for the health system generally, of
course.
CHAIR:

Thank you.

MS COGHLAN:
CHAIR:
today.

May Dr McNair please be excused?

Yes, and thank you very much for your evidence

<THE WITNESS WITHDREW
MS NICHOLS:
The next witness is Associate Professor
Michelle Telfer. I call her to give evidence now.
<MICHELLE TELFER, affirmed and examined:

[12.29pm]

MS NICHOLS:
Q.
Dr Telfer, are you a general
paediatrician and adolescent medicine physician and Head of
the Department of Adolescent Medicine at the Royal
Children's Hospital?
A.
Yes.
Q.
With the assistance of the Royal Commission have you
prepared a statement addressing the questions we have asked
of you?
A.
I have.
Q.

I tender the statement. [WIT.0002.0003.0001].
Have you been at the Royal Children's Hospital for
seven years?
A.
Yes, I have.
Q.
Are you President of the Australian Professional
Association for Trans Health which provides a support for
the network of professionals who work in trans and gender
health?
A.
Yes, that's correct.
Q.
Are you the lead author of the Australian Standards of
Care and Treatment Guidelines for Trans and Gender Diverse
Children and Adolescents?
A.
Yes.
Q.
Has that guideline now become internationally
recognised?
.17/07/2019 (12)
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It has.

Q.
Can you tell us, in short, what is meant by the term
"transgender" so we can be clear about that?
A.
Transgender?
Q.
Yes.
A.
So, transgender is an umbrella term that covers a
number of different trans identities, and a young person is
trans when they're sex assigned at birth, which is
determined by their physical anatomy, does not match with
their gender identity. Their gender identity being the
deep inner sense of whether someone is male, female or
somewhere in between.
Q.
And, what about "gender diverse"?
A.
Gender diverse is similarly used in this context as an
umbrella term. As Commissioner Allen and also Dr McNair
had described, there are lots of different terms that cover
this population. Trans and gender diverse were used as the
overall term that pretty much encompasses everyone, and
certainly for the purposes of today I'll use trans and
gender diverse to encompass everyone.
Q.
Thank you. I want to ask you about how the mental
health outcomes of trans and gender diverse young people
compared with those in the general population. We've heard
a little bit about that already today. Can I just ask you,
from your perspective on the basis of the experience you've
had, do trans and gender diverse young people experience
higher levels of discrimination, stigma and bullying?
A.
They do. The best evidence we have in Australia comes
from a study that was nationwide, online study, conducted
in 2016 and published in 2017. It's known as the Trans
Pathways Study and that looked at 859 young people between
the ages of 14 and 25.
This particular population of trans and gender diverse
young people were nationwide not particularly well
supported in terms of their physical and mental health.
The outcomes are frightening for us who work in this field,
where 75 per cent had been diagnosed with depression;
72 per cent with anxiety; 80 per cent had tried to
self-harm at some stage, and 48 per cent had attempted
suicide.
We know from our own anecdotal experience with the
.17/07/2019 (12)
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gender service that, with excellent family support and
medical services, including specialist services, that these
rates are somewhat lower, and certainly what we see is, a
large number of young people who come in having experienced
self-harm and suicide attempts who improve with regards to
their mental health once they receive that support.
Q.
The study you just mentioned, that's an Australian
study?
A.
That's right, was conducted across Australia.
Q.
Is there international data to indicate that there's a
demonstrated risk of increased homicide when openly
identifying as being trans or gender diverse?
A.
That's correct. That data comes from the USA. We
don't have comparable data here, but the data in the US
certainly suggests that being trans and gender diverse, and
expressing that gender diversity is a major risk for
homicide.
Q.
What are the sources of stigma that trans and gender
diverse young people experience?
A.
I often go back to a common definition of stigma,
because I think it's helpful to think about it in this way,
in that, stigma is a mark of disgrace that really isolates
a person from others or separates a person from others. We
know that having depression or anxiety, having self-harm or
attempting suicide, causes stigma.
But what we know from trans and gender diverse young
people, is that, they experience stigma just for being
themselves. So, being transgender alone is enough to have
a mark of disgrace. And, with that stigma comes obviously
the discrimination, the social exclusion, the family
rejection and so forth, and that leads to the mental health
problems that we've discussed.
So, there's almost like an exponential rise in stigma
because you're stigmatised for who you are, and then
stigmatised for the negative consequences of that original
stigma.
I think, in my view, that's the reason why the mental
health outcomes are so poor in this group, and are so
difficult to change, because the stigma is experienced not
only in wider society, but the young people experience
stigma from their parents, from their siblings, from their
.17/07/2019 (12)
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peers at school, from their teachers, in all sorts of
aspects of their lives.
And I've witnessed myself in my clinic, only just in
the last few weeks, having a parent tell their child, their
very intelligent, empathetic, very generous child, that
they are a disgrace on the family, and that sort of thing
really affects us as clinicians, and I couldn't imagine
what that must have felt like for that young person.
So, we see it firsthand as well as hear about it from
the young people as an experience of their daily lives.
Q.
Have you had experience of transgender and gender
diverse young people failing to complete school despite
having high academic ability?
A.
Absolutely. Trans and gender diverse young people,
when they're at school, experience a high degree of
bullying and hostility and sometimes even physical assaults
at school, and often can't persist with their schooling
because of that hostile environment. A lot of these young
people are very high achieving, very intelligent, have
great academic potential.
Many go into distance education and try and complete
their schooling that way, but that creates a whole other
level of social isolation and it can be really difficult
coming from a place of being isolated to really reach that
potential and get through to where they should be, which is
being at university and achieving high results.
Q.
Is there a longitudinal cohort study which is being
carried out by the Royal Children's Hospital Foundation,
and partly funded by the Victorian Government, looking at
outcomes for trans and gender diverse young people over a
period of 20 years?
A.
Yes, that's correct. So, there's very little
longitudinal data looking at long-term outcomes for
children and adolescents: partly because the specialist
care that we provide really has only been in existence
internationally over the last 20 years.
So, when the State Government gave us the funding to
commence a specialised gender service we felt it was
necessary to evaluate our outcomes. We started to measure
with everyone who came into the service, their physical
health, their mental health, their family function, their
.17/07/2019 (12)
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level of bullying and other measures really to look at
where they're at at the beginning.
We then follow these young people with surveys as they
go through the clinical service, and we're currently funded
for four years, but I ambitiously called it Trans 20,
hoping that we would be able to keep it going for 20 years,
because I think that's where its value lies in looking at
that long-term data and actually using that data to improve
outcomes into the future.
Q.
Do preliminary results as at about now show a link
between experiences of bullying and mental health issues,
with 17 per cent of trans and gender diverse young people
who are experiencing bullying showing a high risk of
suicide, compared with 8 per cent for those who didn't
experience bullying?
A.
That's correct. So, there was a high rate of bullying
itself compared to the general population, and those that
were bullied were significantly worse off in terms of
suicidality.
Q.
Could I ask you about the mental health outcomes of
trans and gender diverse young people compared with the
broader LGBTQI community?
A.
Yes. So, when we look at the suicide or attempted
suicide rates in the trans and gender diverse community,
they are higher than any other group that I'm aware of. I
think that, in terms of social acceptance of trans
identities, we're still quite a long way behind the
acceptance of the lesbian, gay and bisexual communities.
We saw from the marriage equality debate leading up to
the postal survey that this was certainly evident, with the
"no" campaign actually using transgender children as a
source of fear for those who might be thinking of voting
for marriage equality.
They produced this campaign through the television and
through social media which really did demonise trans
children in the sense that what they said is, with this
slippery slope argument, that if we have marriage equality
there will be more transgender children. And, not only did
they suggest that this is possible - because it's not,
no-one can create someone's gender identity - but not only
did they suggest it was possible, but they suggested that
that was something to fear and something parents would or
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should be concerned and worried about.
Q.
What do you say about the notion that children don't
absorb the nuances of adult debate about social policy?
A.
Yes, well, I think as we've heard from Commissioner
Allen, children are very perceptive with regards to what's
going on in the world around them; and, not only that,
they're very IT savvy and able to navigate the internet and
social media really well. But even really young children
pick up on what's being said, whether that's in the home,
at family events or at school.
It's just like, I suppose, being in a room where you
hear your name mentioned, you sort of turn around to see
what's being said, and for children and young people who
are needing to be vigilant about their environment and
knowing when it's safe to express how they feel or not,
they are vigilant, hypervigilant, when it comes to
information that's out in the media and the noise that's
being created with this.
I think, when social commentators talk about
transgender children and demonise or vilify them, they're
really projecting that view to the adult audience and to
try and create fear within that adult audience, but the
people that get hurt the most are the trans children who
are experiencing it in that very personal way and who are
taking it all in.
We know they're taking it in because parents tell us
how their mental health is affected at these times where
there is a lot of noise in the media. But also, at the
Children's Hospital where we're known as a very
gender-affirming safe space to be, they'll come in and tell
us about how it's really upsetting them, and they look to
us for reassurance, that they're okay, that they're
worthwhile and that they deserve to be loved by their
family and taken care of by their doctors.
Q.
Can I ask you now about that service. The service is
now an internationally leading statewide specialist
service. Can I take you back to 2015 when it was created.
What were the circumstances that led to the investment of
money that made that service possible?
A.
If you don't mind me going back even further?
Q.

Absolutely.

.17/07/2019 (12)

1184

M TELFER (Ms Nichols)

Transcript produced by Epiq

1511

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

A.
That would be probably helpful in setting the scene
for it. The Royal Children's Hospital had its first
transgender patient present for care in 2003, the second
patient presented in 2005, and the third in 2007, so it's
fairly recent in terms of medical care for the Children's
Hospital.
I joined the service in 2012, and that year we had 18
referrals, so still a very low number. What was happening
at that time was that there were a number of individual
clinicians who were seeing patients within their overall
practice, fitting them into their clinics and providing the
care that was required, and that was fine when the numbers
were low and it was fairly easy to manage.
Between 2012 and 2014 there was an exponential rise in
referrals, and in 2014 we had 104 new patients, which
obviously overloaded these clinicians, and it wasn't
possible to see them all in a timely manner. Actually,
what happened in a short period of time is that the waiting
list blew out to 14 months.
And we know that the time on the waiting list is a
dangerous time, because in terms of risk of suicide the
highest time of risk is the time between coming out, as
Commissioner Allen was saying, but also the time which is
kind of related to that, is when a person decides that they
want to seek care and actually time that they can access
care. So, having a long waiting list is literally a killer
and it's also one of those entities which you can't define
because you don't know the people that are on that waiting
list.
So, for me, being responsible for the adolescent
medicine team, and we held the responsibility for what was
the gender service as such, was that, I felt that the risk
was too great and the responsibility I wasn't comfortable
with in certainly going about things the same way.
Q.
Do you mean, the risk of suicide amongst young people
who were waiting to get in?
A.
On the waiting list, that's right. Because we hadn't
met these young people before, we didn't know who they
were, what their level of risk was, but we knew it was
going to be high.
So, with the support of the Executive of the Royal
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Children's Hospital, we approached the government at the
time to ask for some help to make sure that these young
people were looked after and were safe. And at this stage
it was 2014 and there was a state election that year, and
so, we met with the government of the time and we also met
with the opposition.
And what has been really interesting for me was that,
about two weeks before the election Four Corners did a
story called, Being Me, and Being Me featured two highly
intelligent articulate young trans girls, Georgie Stone and
Isabelle Langley, and they talked about their stories and
their families and they also talked about how the Royal
Children's Hospital had helped them and how they were doing
well because of the support that they'd received.
And, as I think you've probably seen with this Royal
Commission, it's the personal stories that make the
difference, that make things make sense. And, following
the election, we had the Labor Government come into power
and we worked closely with them to then get a funded
service up and running. And, from the beginning, I have to
say, they have been extraordinarily supportive. I mean, it
helps having a Minister for Equality and a Minister for
Mental Health who has come in being very well informed on
the issues at hand.
There was an announcement that the gender service
would receive $6 million over four years to establish
itself as a service. And, with that money, because we had
no structure in place, it was a really good opportunity to
actually put together an efficient evidence-based service
right from the start.
So what I did was, I hired 12 part-time staff: so we
had paediatricians, psychologists, child and adolescent
psychiatrists, and some gynaecological support and also
included in that team was a clinical nurse consultant and
others, and we've been able to produce outcomes over the
four years which has, as you mentioned, led to
international acclaim and, if I may indulge myself, we have
been written up in The Lancet as a world-leading service
for children and adolescents who identify as trans and
gender diverse.
Q.
Can I ask you about the multidisciplinary and
integrated nature of your service: how that works and why
.17/07/2019 (12)
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it's important that it has those two features?
A.
Yes. So, multidisciplinary integrated care really is
a system of care that brings together disciplines across
medical mental health and allied health specialities. And,
when you bring together that expertise in a co-located
environment, you can create a team that is there to
primarily support that young person at the centre, their
family and their extended support networks.
So, how that might work in a practical context with
the Royal Children's Hospital is, if I use the example of a
10-year-old who comes to see us. We run an initial triage
assessment. Once we receive the referral, that's done by a
clinical nurse consultant or a junior doctor, and that's
really to assess the level of risk, as well as to provide
support and education to that young person and their
family, and we also link them into community-based support
so that we know that, whilst they're waiting for further
care they can access what they need in the community: sort
of primary care and across community-based mental health
services.
We also then allocate them a paediatrician and a
mental health clinician. So, that mental health clinician
may be a child and adolescent psychiatrist or it may be a
psychologist, and the paediatrician and the mental health
clinician form the base of that multidisciplinary team and
they make decisions together along with that child and the
family.
And why this works, is that - and I should add, sorry,
that although we have the core paediatrician and mental
health clinician as the base of that team, we also have
subspecialty expertise with gynaecology, with speech
pathology, with others that we can bring in as required
over the life course of that person's care at the
Children's.
And why I think it works, why it's been acclaimed as a
way that we've been able to achieve good outcomes, is
because the co-location and the multidisciplinary nature
allows really efficient and effective communication; it
provides a safe place for families to ask questions and to
make plans with us collaboratively.
It also, I guess, in terms of that emotional safety,
they have a home, they know where to come if they have any
.17/07/2019 (12)
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problems and they know how we can be contacted as things
arise and we can be flexible within that team.
Q.
Is there a misconception in some parts that the role
of the mental health clinician is to diagnose gender
dysphoria?
A.
Yeah, it's really interesting when we think about
mental health clinicians within the context of trans and
gender diverse children, because you don't really need
someone to diagnose a person with gender dysphoria, because
a trans identity is something that's so innately personal
that really only that young person or adult, depending on
what time of their life they're coming in, only they know
how they feel about their gender and whether that's a
problem or not for them.
The mental health clinicians really have a role in
managing the consequences of that person's experiences when
they're living as a trans person, or trying to help them
understand some of the feelings that they may have and
their fears and anxieties, as well as the - obviously, we
manage risk and so forth.
But I think what's really important to note as well,
is that, it's not just the mental health clinicians within
our team that are there to support mental health, because
for trans and gender diverse children it's actually the
medical interventions as well as some surgical
interventions that help their mental health.
So, for young people they often say, "I don't need to
talk about this any more, I just actually need to
transition", or for someone who might be 12 or 13, "My
emerging puberty is causing me so much distress", that the
only way to manage that distress and the consequences that
come from that distress is actually to have the physical
interventions from the paediatricians with puberty
blockers.
So, as a team, it's not just the mental health
clinicians that are responsible and are effective in
improving someone's mental health, but it actually takes
all of us. So, from the paediatricians, our clinical nurse
consultant, our speech pathologist, everybody has the
primary goal of working to help that young person be who
they are and, in that way, improving and maximising their
mental health.
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Q.
What are the trends in the demands for the service at
the Royal Children's Hospital?
A.
Yeah, so if we go back then to 2014, it has continued
to increase exponentially, and that's not just because of
who we are and that we've got a service that's accessible,
but it's a phenomena that is consistent across western
societies. As trans people have become more visible, and
as expressing one's trans identity has become more socially
acceptable, what we've seen are large numbers of people
coming forward.
So, the graph which is
this rapid rise. Last year
we've just done the figures
six months of the year, and
last year's number, so it's
over 300 new referrals this

And when you think that we're a statewide service,
we're the only specialist service for trans and gender
diverse children and adolescents in Victoria, we don't
treat these young people for a short time, we keep them and
look after them and care for them usually until they finish
Year 12 when they can be transitioned into adult care, so
our numbers increase accumulatively as the years pass.
Q.
And the costs of providing that kind of care are high,
aren't they?
A.
They are high, and if you think back to that number of
new referrals, 104 in 2014 when we were negotiating with
government about funding for the gender service: we've now
had a 300 per cent increase based on the figures for
this year, a 250 per cent increase if you look at the
numbers from 2018, so we're trying to do the same care with
three times the number of young people, and it's actually
more than that because of the accumulation of patients over
time.
Q.
And the same funding?
A.
Yes, the same funding. So, our four years of funding
actually ran out two and a half weeks ago on 30 June, and
we're currently working with the Department of Health and
Human Services on how it's going to be funded from here.
I'm confident that the Victorian Government have a
really good understanding of what the needs of this
.17/07/2019 (12)
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population are, and I know that they're very keen to
continue to see good outcomes and that they know the
pressures that we're under at the Royal Children's Hospital
in terms of numbers.
They're also aware that what we've seen is that we've
continued to do the triaging assessment not long after
young people are referred, so we're seeing them quite
quickly, but what's happening now is that the time between
that point and seeing the paediatricians and the
psychiatrists and so forth is stretching further and
further apart.
So, whilst we're doing our best to stay on top of it,
it's a constant challenge and we haven't seen any increase
in funding and I'm hoping that that will come.
I think, with a service like this, where you have a
uniquely vulnerable population, there's always going to be
a need to look at care in a complex way and to do what you
can to get good outcomes, and essentially save lives.
From a department perspective or what have you, I
think there's always going to be a risk that they will want
to fit you into existing funding mechanisms, and this is
something that - a risk that we carry and an anxiety that
we carry because of the politicisation of trans health and
trans children in particular, that with changes in
government we might end up having to really struggle to
find that funding.
What's really clear to us is that activity-based
funding, or the current systems that are often used to
allocate funding, really don't cover the cost of providing
good care for this vulnerable group. And it's because
activity-based funding is really based on the face-to-face
interactions at the hospital with the young person and the
clinicians, but we do more than that when we are providing
great care, because the problem itself is not actually the
child in front of us; the problem is their environment that
they're often living in.
So, we don't just focus on the child, we are focusing
on the child, their parents, which may be mum and dad, it
might be a stepmum, a step-dad, the siblings, the
grandparents, schools. We also have to work with other
care providers such as foster carers, carers in residential
.17/07/2019 (12)
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units or elsewhere to make sure that we're providing
comprehensive and holistic care, and none of that is
covered in activity-based funding. The calculations that
we've done at the Children's suggests that only a third of
our costs would be covered, and obviously our waiting lists
would blow out if our staffing was reduced by that much.
Q.
How do young people without supportive families get
access to a service like yours?
A.
Yeah, well, we see - that's a good point, because we
only see young people that have at least one parent who's
supportive, because to come to a specialist service you
need to get a referral from a GP, and then come in to the
Royal Children's Hospital. So, most kids need a parent to
assist them with that.
I have to say, we have had a couple of young people
who are highly resilient, very resourceful who have managed
to do it on their own, but it's pretty rare. So, there is
a whole population, I suspect, of young people who aren't
able to access our service because they don't have that
family support, and I think that's where the school system
is really important in looking after these children and
adolescents, but we don't know who they are and we can't
measure them, so it's very much an unknown.
Q.
We've asked you some questions about what changes
you'd like to see systematically to the mental health
system to better address the mental health needs of trans
gendered young people. You've already mentioned secure
long-term funding for specialist multidisciplinary
integrated gender services, and we've probably covered that
one.
A.
I did.
Q.
A.

And you've emphasised secure and long-term.
Yes, thank you.

Q.
Are there other aspects of systematic reform that you
would like to emphasise?
A.
Yeah. I think, when we're talking about the most
vulnerable, they're the ones without the family support,
without the parents that can bring them in, and we've seen
great success with Safe Schools and also with the Doctors
in Secondary School Program, which my team has been
involved in, in terms of providing secondary advice and
education.
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I feel that, if we could extend and build on the
success of Safe Schools and the Doctors in Secondary
Schools Programs and put mental health clinicians within
schools, then that would provide a great resource for young
people who don't feel supported at home.
There has been some of this work starting with some
psychologists in schools actually being recently
implemented by government, but I really think that it would
be worthwhile to extend it out.
And existing services that are community-based tend
not to be connected to the other services. So, for
example, if we take community-based psychologists and so
forth, when you're a statewide service and you're dealing
with psychologists across the state, trying to communicate
patient information and treatment plans and so forth with
lots of different people can be really inefficient.
But because we're dealing with the schools often
anyway, and supporting that young person in schools, if we
had the mental health support in the school as well, it
would just provide, I think, a better more well-rounded
level of support for each of these young people.
So there's the school level, there's the primary
health care level, which I think Dr McNair has described
very well, and then there's the next level which is the
specialist services, which I won't go into because we have,
as you've explained.
But we need to have the support at all of those levels
and, taking it a step further, I think integrating with the
adult gender services as well and ensuring that transition
is happening so that people aren't falling through the
cracks.
Q.
Just on that point: is transitioning occurring well or
at all between the child and adolescent and the adult
services for trans and gender diverse people receiving your
kind of care?
A.
Yeah, we're very lucky in Victoria because we've got
fantastic specialist GP practices like Northside Clinic and
Equinox, and Prahran Market Clinic as well. Because most
of our young people have gone through a multidisciplinary
assessment and care, by the time we transition them into
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adult services, usually after they've finished VCE or once
they turn 18, around that time, they often don't need
specialist care through the Monash Gender Clinic, they just
need good general practitioners who can continue on with
that level of support and hormone prescribing.
We do have some young people that have severe mental
health impairment who do need specialist mental health
psychiatrists to be involved, but they're usually the
minority actually. And, we've developed really strong
relationships with both the Monash Gender Clinic and the
specialist GP practices, and we develop relationships with
young people's GPs, their family doctors that they've been
with for a long time, over the time period that we've
looked after them. I'm often very pleasantly surprised
with how many GPs wish to take on the care and have learnt
through the communication with us what to do and feel
confident to carry on with that care.
Q.
Thank you. Dr Telfer, is there anything that I've
missed out that you really wanted to say?
A.
I guess, just as a final comment, I do understand that
this is a very supportive environment here today: I think
trans children are often demonised and vilified in the
media, and we all have probably seen how brutal that can be
for them.
But I just want to say that, there is absolutely
nothing to fear from supporting trans children. Trans
children don't come with a political agenda, they just are
being themselves, and I think what is ultimately what these
children and adolescents want is what all children and
adolescents want, which is to feel love unconditionally by
their families, to go to school and do well and have
friends, to go to TAFE or university and get a job and have
relationships and have their own family. Often that really
basic message around, just want to have a safe, normal,
happy life, is lost with all the noise that's often
generated more widely.
MS NICHOLS:
Thank you very much.
questions for Professor Telfer?
CHAIR:

Yes, Professor McSherry.

COMMISSIONER McSHERRY:
Q.
Thank you very much,
Associate Professor. Just one question from me. You've
.17/07/2019 (12)
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mentioned in your statement a bit about the tyranny of
distance, those living in rural and regional areas. But
you've mentioned shared care: could you perhaps tell us a
little bit more about that, how that would work for people
living in rural or regional areas?
A.
Yeah. So, about six years ago there was a nurse
consultant up in Wodonga who approached us from a service
called Gateway Health. And Wodonga had a number of trans
and gender diverse young people who were seeking primary
care there, and she said that she'd identified some
specialists who were interested in becoming involved with
their care.
What we managed to do is to provide some education and
training to two paediatricians and a child and adolescent
psychiatrist who are based in Wodonga. We developed a
shared care model which initially we required - to provide
quite a lot of support for these specialists in helping
them manage patients, but actually six years on they're
doing it on their own, they're highly capable, and these
young people from Wodonga, whilst we're aware and sometimes
intervene with their care in terms of providing that highly
specialised interventions such as fertility preservation
procedures, et cetera, they really don't need to come to
Melbourne any more and they're receiving their care in
Wodonga.
I was only there a couple of weekends ago and seeing
some of the young people who I looked after as young
children who are now doing really well as older
adolescents, and they've been able to set up a wonderful
service.
So, I think, if we could do the same in other areas of
regional and rural Victoria, we could access these
vulnerable children and provide much better care for them.
COMMISSIONER McSHERRY:

Thank you.

CHAIR:
Q.
There's just one other point I'd like to
raise, Associate Professor. In the material you gave us
and in the attachments it did show the data about the high
prevalence of mental health distress and risk. As a result
of the interventions through your clinic, have you been
able to measure improvements in mental health and wellbeing
and reduced risk of harm and suicidality, for example?
A.
Yeah. So, Trans 20, which is the longitudinal cohort
.17/07/2019 (12)
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study, has generated some preliminary data that we haven't
yet published, we're in the process of trying to publish
that. But what we've seen in the first year of engagement
with the service is that levels of depression and anxiety
have decreased significantly, and we've seen improvements
in quality of life.
We've also done some qualitative work around their
experiences of accessing the service, and that's been
really positive, with the families and the young people
themselves expressing an increased sense of agency over
their own health, their own identity and their own ability
to navigate society and their life in general, with
improved levels of confidence, as well as engagement and
also their sense of self, which has been very much improved
by having the Children's Hospital being involved in their
care.
Q.
Thank you very much.
A.
In terms of suicidality, it's probably too early to
look at the actual numbers, but I have to say, in the
16 years that the gender service has been in operation,
we've seen lots of young people presenting with a history
of attempted suicide, but once they're actually in the
service and getting the support, it's quite - well, it's
very uncommon.
I was thinking this morning actually how many young
people I'm aware of who have needed to be admitted to an
acute mental health facility because of a suicide attempt,
and from those who are engaged in our service, I could
think of four; which, compared to the Trans Pathways data,
where one in two were attempting suicide, it just goes to
show how a bit of support can turn people's lives around.
THE CHAIR:
MS NICHOLS:

May Dr Telfer be excused please?

CHAIR:
Yes, thank you very much for your evidence today
and your statement.
<THE WITNESS WITHDREW
MS NICHOLS:
lunch.
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LUNCHEON ADJOURNMENT
UPON RESUMING AFTER LUNCH
MS COGHLAN:
The next witness to be called is Katie
Larsen. I call her now.
<KATIE LARSEN, affirmed and examined:

[2.04pm]

MS COGHLAN:
Q.
Ms Larsen, you've made a statement with
the assistance of lawyers for the Royal Commission?
A.
Yes.
Q.
I tender that statement. [WIT.0001.0035.0001] You are
the General Manager, Diversity, Inclusion and Participation
at Mind Australia Limited?
A.
That's correct.
Q.
In that role, you oversee Mind's organisational
diversity and inclusion, and inclusion strategy, as well as
its participation and engagement strategies?
A.
That's correct, yes.
Q.
In that role, what do you strive to achieve?
A.
I strive to achieve a mental health service both as a
service provider and as a workplace that considers a
response to access and inclusion requirements and needs of
marginalised people in communities, as well as
understanding how we can centre the voices and experiences
of people who have lived experiences, people who benefit
from our services in the work that we do and the decisions
that we make around service design and delivery.
Q.
I want to ask you about what Mind does, but also about
the Mind Equality Centre. Can I just ask you about Mind to
start with, and can you just explain, please, Mind's role
in mental health service provision?
A.
Absolutely. So, Mind is a leading Australian
community managed mental health service provider. We have
a focus on recovery for people experiencing severe and
complex mental illness and mental distress.
So, we operate nationally across Queensland, South
Australia, Western Australia and Victoria. In Victoria we
have a range of services and supports, including
information and advice, support coordination, in home and
community care, subacute services and family and carer
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supports.
Q.
Then, what about the Mind Equality Centre?
A.
Yes, the Mind Equality Centre is a LGBTIQ+ specialist
service. It was developed in 2017 after members of our
senior executive group identified that there was both
disproportionately high rates of mental illness and mental
ill-health amongst LGBTIQ+ people in our communities, and
also that there was a lack of specialist services to meet
the needs of those communities.
Q.
One of the things you say in your statement is that
the Mind Equality Centre provides a range of targeted
allied health supports.
A.
Yep.
Q.
Can you just explain that a bit further, please?
A.
Yeah, so essentially we have LGBTIQ+ specialist staff
and they provide a range of services, allied health
services, through things like individual and family and
relationship counselling, suicide prevention and a range of
other counselling supports.
Q.
What about the staff who are employed there?
A.
So, the staff that are employed there are LGBTIQ+
specialist staff: so what that means is that they have
practised expertise in working with and meeting the needs
of LGBTIQ+ people in communities. They may be LGBTQI
identified themselves or they would be very strong allies
of the community.
Q.

In your statement you say that:
"The Equality Centre meets the needs of
some of the most vulnerable members of the
LGBTIQ+ communities."

Can you just expand on that, particularly in relation
to the way in which the Mind Equality Centre provides
services?
A.
Yeah. So, as has been discussed this morning through
the other testimonies, there's a range of factors that
contribute to the vulnerabilities that LGBTIQ+ people and
communities may experience.
So, we respond to those in terms of how we deliver the
practice that we provide, but in addition to that we also .17/07/2019 (12)
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what we're seeing is a real vulnerability in terms of the
people who are seeking that access of a LGBTIQ+ specialist
service. So, about 95 per cent of the people that access
the Equality Centre do so through the Medicare Benefits
Schedule or the MBS, and of that 95 per cent, about
85 per cent are unable to meet the gap payment through
various reasons relating to their vulnerability.
So, that makes it quite challenging for us as a
service to be sustainable and to continue, because running
a service - and the Equality Centre is funded almost
entirely by Mind itself, the larger organisation - is
really challenging when not receiving those kinds of gap
payments, so there's a real issue of sustainability for us.
Q.
So what happens in practice?
A.
In practice, we cover the gap payment for the most
part, yes.
Q.
Can I just ask you this: how does the Mind Equality
Centre address barriers to accessing mental health services
experienced by members of the LGBTIQ+ community, bearing in
mind some of the evidence that the Commissioners have
already heard today?
A.
Yeah, so I just wanted to touch briefly on, I guess,
what we've discussed previously, so the disproportionately
high rates of mental ill-health and the interrelated nature
of those mental health rates with experiences of stigma,
prejudice, discrimination and marginalisation, and the
corresponding impact where there can be a real lack of
interest in engaging with mainstream health providers or in
accessing those services through fears of what's occurred
before.
So, essentially when there's been experiences of
discrimination or ignorance within mainstream mental health
services, it erodes trust in the mental health system more
broadly for LGBTIQ+ people.
So, what the Equality Centre seeks to do is to provide
a space that is culturally safe, it's welcoming, and that's
it's culturally safe and welcoming right through the way
the service operates. So, it's sort of from the moment
where you first have interaction with the service right
through your care journey with the service. So, that's
about having LGBTIQ+ staff who understand some of those
negative experiences and how they might influence someone's
.17/07/2019 (12)
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engagement with mental health services; it's creating
visibly welcoming environments, which is things like
rainbow flags but also the publications that are visible,
the kinds of posters that are displayed, little messages to
people that this is sort of a green light of inclusion
space, they can feel comfortable accessing the environment;
forms, processes, language all those kinds of factors as
well.
No assumption is being made about someone's sex
characteristics or gender identity or sexuality and a range
of other factors that support that as a welcoming and safe
space.
Q.
What's the importance of ensuring that staff are
experts in LGBTIQ+ practice?
A.
Well, it means that they understand the unique needs
that exist for LGBTIQ+ people and communities, particularly
where there's increased levels of vulnerability.
What we know is that a lot of people have experiences
with mental health services where they may experience
anything from ignorance through to outright discrimination.
It makes it very challenging to trust a service and to
actually engage with why they're there, which is around
mental health support.
And also, it means that there can be an understanding
of where there might be intersections of particular aspects
relating to identity and also health. So, for example,
people who may be accessing the service that identify as
transgender or gender diverse and also have autism spectrum
disorder and understanding a little bit about what that
means.
So it's moving beyond sort of a broad line inclusive
process into something that really deeply understands the
diversity and the challenges and some of the complexities
in the LGBTIQ+ communities.
Q.
You say in your statement that the Equality Centre
regularly engages with the LGBTIQ+ communities to ensure
that it understands their needs. What does that include?
A.
It includes a whole range of things. I think we've
talked a lot in some of the other testimonies about
community, and for a service like the Equality Centre it's
important that we're engaged and connected with community
.17/07/2019 (12)
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in all its forms. So, that means things like attending
conferences and forums and actually sharing our own
practice knowledge and learning from other specialist
providers to understand their practice experiences; sitting
on alliances and boards and committees; and also regularly
attending events: things like the midsummer carnival;
Pride March, those kinds of things all make a difference
both in terms of ensuring that the service is really
connected to the needs of the community and also increasing
visibility amongst the community that there are really safe
spaces that they can look to.
Q.
The Commissioners have heard today about the Rainbow
Tick accreditation; can you just briefly describe what it
is, please?
A.
Sure, so the Rainbow Tick accreditation is essentially
a quality framework. So, it's about assisting health
services to move from a place of being LGBTIQ+ friendly,
which is sort of that space of, we welcome everyone, we
respect everyone, to actually deeply understanding what it
is to be LGBTIQ+ inclusive, which is systematically looking
at how your service operates and meets the needs of the
community, and it's actually working proactively rather
than responsively: so taking accountability for a health
service to step right through from governance through to
operations a space that is LGBTIQ+ inclusive and that all
the systems and processes support that.
Q.
And, there are six standards that need to be met or
built around in order to achieve the accreditation: can you
just very briefly identify what they are?
A.
Yes, certainly. So, the first one is organisational
capability: so that's that embedding LGBTIQ+ inclusive
practices across systems.
Workforce development: so how staff and volunteers
understand their responsibilities to LGBTIQ+ consumers and
are trained and able it to deliver appropriate services.
Consumer participation: which is a particularly
important one, which is how LGBTIQ+ consumers and
potentially carers are consulted about and participate in
the planning, development, review of the service.
Welcoming an accessible organisation is the fourth
one, which really picks up on those kind of physical
environment factors as well as information structures,
.17/07/2019 (12)
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resources and processes.
Disclosure and documentation is another key area, and
that's actually picking up on the particular, I suppose,
sensitivities or concerns of LGBTIQ+ people about how their
information is stored and, if they do choose to disclose,
around their sex, sexuality or gender identity, that they
can be assured that information is kept safely and there
are good processes in place around confidentiality.
Culturally safe and acceptable services: so, that's
how services identify, assess, analyse and manage risks to
ensure cultural safety of LGBTIQ+ consumers.
Q.
The Mind Equality Centre achieved the Rainbow Tick
accreditation in February 2018?
A.
Correct.
Q.
In terms of the process of achieving it, how long did
it take?
A.
It took about 12 months, and that was with pretty
intensive work around it. So, we had two primary staff
members guiding that process, the practice leader of the
Equality Centre at the time and also a quality and practice
advisor based at our central office.
So they attended the HOW2 program which is run by
Rainbow Health Victoria, formerly GLHV. So that was four
sessions, four workshop days but in between that a range of
steps undertaken to start building competency with the
Equality Centre and supporting elements of the
organisation, and there were reviews of policies,
procedures and systems to ensure they complied with Rainbow
Tick standards as well as finding where the gaps were
within our organisation in that process.
Being the Equality Centre, being a one service within
our larger organisation, that meant that the level of
change required at that deeper systematic level would be
less than a large organisation doing it for the
whole-of-organisation.
Q.
Can I ask you about that whole-of-organisation: it is
the intention that Mind will seek to achieve the Rainbow
Tick?
A.
Yes.
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Q.
Why, apart from what you've identified, why is that
going to be much more difficult to do?
A.
I think it's just a more resource-intensive and
time-intensive process. Because, the great thing about the
Rainbow Tick is, it really doesn't leave any stone unturned
around LGBTIQ+ inclusion. So, it asks you to embed change,
both culturally and technically across the organisation.
So, to do that we have an organisation of over 900
staff operating across four states and a range of different
models of service that we deliver on also, each with their
own processes. So, while we have overarching organisation
processes and policies, we also have one specific to the
service. So, it's a process of exploring all of those
areas and ensuring that they comply with the Rainbow Tick
standards. So, it's a process whereby we have committed a
staff member part time to work on that over the next
18 months, we're aiming to have the Rainbow Tick early
2021, and also kind of recognising that there's a resource
element more broadly than that, so that particular staff
member as well as support from myself and other departments
within the organisation. Which will be probably most of
our central office functions, I would think, would be
involved in some way in supporting that process.
Q.
What sort of financial investment is needed for that?
A.
Well, a very conservative estimate, I think, is about
$60,000 which accounts for the staff time of the person
appointed to the role, some other resources from my unit
and from our quality and practice team, but it doesn't take
into account things like paid consumer and carer
participation, our executive time and also our
organisational functions time: things like IT, payroll, HR
and other systems that will need to support the changes.
Q.
Why is it considered that the Rainbow Tick
accreditation is so important?
A.
Well, aside from the reputation in the sense that it
offers a market to LGBTIQ+ people and communities that it's
a safe organisation to respond to, it's a quality
assurance, I think.
It's about, for
accessing mainstream
matter of luck as to
negative experience.
range of factors: it
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encounter; it might be your geographical location in terms
of understanding an awareness of LGBTIQ+ issues in that
area; it might be the buy-in of leadership, that this is a
really important function of the organisation; or any other
range of factors.
The Rainbow Tick sort of takes all that chance out of
it, I think. It works very systematically to provide
assurance right across the organisation and it's centred
around - it moves beyond goodwill and good intention into
really accountability around leadership: it's actually sort
of opening your organisation up to be reviewed and
considered and how well you're actually meeting all of
these elements which the Rainbow Tick guides on in terms of
a fully inclusive experience.
Q.
Can I ask you about the challenges facing the mental
health system in being inclusive and how you would address
that?
A.
Yeah. So, there's sort of four key challenges that I
would see in the issues that we were discussing today.
First is the lack of funding and prioritising of
population-specific mental health services for LGBTIQ+
communities. So, particularly for people who live outside
of inner city Melbourne in terms of access to something
that really understands the complexity of need that
sometimes exists.
So, that spans every aspect of the mental health
services, from counselling, to GPs, to bed-based services.
One of the things that we've discussed internally at Mind
is the lack of specialist services that are particularly
looking at bed-based environments for trans and gender
diverse people. So, you're looking potentially there at
complexity around an environment when someone is living for
a short period of time and there needs to be real
understanding of issues around sexual safety and risk
mitigation and trauma-informed practice which is
interrelated with identity. So, we have those process in
place, but there's another layer there to ensure that
people who are trans and gender diverse are able to access
the services and spaces in bed-based environments that
aligned with their gender identity and that they're able to
do so feeling supported, not only by staff but also by
other clients.
I think that's a really key aspect of this discussion,
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and it sort of leads into my next point, is that, we have
environments that directly meet the mental health needs of
people trying to access them. So, while LGBTIQ+ specialist
services are absolutely crucial and Commissioner Allen
talked about centres of excellence earlier today, and I
think that's absolutely spot on in terms of what we're
thinking about, we also need to make sure that if people
are in acute or inpatient or crisis environments they have
access to the best mental health support for the experience
that they're having. So, we need to look at that within
specialist services and ensure that they're available as
long as they do not consistently get addressed in the
mainstream environment.
That said, I think we also need to look at the
mainstream mental health service environment and I think
there's some urgent areas that we need to address in that
space, again, so that people can access the mental health
services and environments that are most critical for the
care that they need.
I think, to do that, mainstream mental health services
really need to better appreciate and respond to the role
they have in providing safe and accessible services, and
that's across the board in the mental health system. And,
if we don't have that in our mainstream mental health
system, then I think it's also really important to
acknowledge that we're actually failing to meet the needs
of some of the most vulnerable people in our communities,
and that's LGBTIQ+ people as well as other people from
marginalised populations. If we're not meeting the needs
of the most vulnerable, then I don't think we're meeting
the needs of the communities that we're working in.
And, whether in LGBTIQ+ specific or mainstream
settings, we need to be able to respond to
intersectionality and in that I mean, that while it's
important that we have population specific responses around
LGBTIQ+ people in communities as well as other communities,
for example Aboriginal and Torres Strait Islander, and I
know CALD communities will be discussed tomorrow, we also
need to recognise that people don't exist in isolation in
one identity or another. There's a whole range of ways and
experiences that make us who we are, and our mental health
system actually needs to be able to understand that too.
I think often we have LGBTIQ+ services over here, and
.17/07/2019 (12)
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then services for other communities over here, and what
happens when someone who's Aboriginal and gay wants to
attend to go to a service that's culturally safe? Where is
that service currently? That's the question I would ask.
So, one of the things we're trying, and looking at at
Mind, is really a broader notion of cultural safety, and in
doing that as well as attending to population-specific
responses, actually looking at broader concepts of
inclusion and understanding things like unconscious bias
and power, and privilege, and equity, and ensuring that in
the way that we respond to inclusion, as well as looking at
those unique needs of populations, we're also having a
broader discussion about how identity intersects with poor
mental health outcomes and how that's interrelated with
systematic discrimination and oppression, what we've talked
about here today.
And, if I can just make one final point on that area,
which is that, I think - and I think this has come through
this morning as well - but when we're talking about the
mental health service system and specific populations and
communities, we're not just talking about mental health
services. We could create the perfect mental health system
for LGBTIQ+ communities, which would be fantastic, but
unless we're also dealing with systematic issues and
individual issues around homophobia, biphobia, transphobia
and interphobia, we're still going to see the
disproportionate rates of mental ill-health until our
communities and our society more broadly is safer for
people who are different and sit within these communities,
I think we still have a long way to go and I think that the
mental health system has a responsibility in also attending
to that aspect of the work.
Q.
Can I just ask you, this will pick up on some of the
themes that you've raised: beyond those matters that you've
already raised, what else can be done, and this is from a
systems point of view, to be more responsive, suitable and
inclusive of LGBTIQ+ consumers?
A.
So, one of the things that I think is absolutely
critical, and Commissioner Allen referred to earlier today,
is voice: the voice of LGBTIQ+ people in the design of
services across our leadership structures. We need to have
people in decision-making rooms who have lived experience
so that we can ensure that those lived experiences are
guiding us through the expertise that they provide.
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Look, funding is always likely to come up I imagine,
but from a couple of angles: firstly, from looking at
LGBTIQ+ specific services and making sure that people can
access those environments that best meet their needs from a
mental health perspective.
But also that we think about, within mainstream mental
health, that we actually have funding provisions for
organisations and service providers to actually address
meeting the needs of LGBTIQ+ people in communities and
other marginalised communities. And that we then have
requirements that are built into funding requirements that
we are meeting the needs of the most vulnerable people in
our communities.
I think we need to consider competencies in workforce.
We were just discussing earlier around workforce and
actually being out at work in environments like Mind and
other organisations: it's relatively new that so many of us
can be open about our identity, and also interrelate that
with our work, and that's relatively new. So, there's
still a long way for us to go into terms of building
competency and safety in workforces, and also developing
kind of workforce training for mental health providers to
make sure we are meeting the needs of LGBTIQ+ people and
communities.
When I say that, I think we can have advanced training
for complex and high levels of vulnerability, but we need
that basic level of consistent practice around inclusion to
be operating right across the service system as a mandatory
element.
I also would like to say, and I think Dr McNair spoke
to it earlier, about looking at competencies in tertiary
and other training around LGBTIQ+ inclusion, and also
looking at it as part of professional development programs
and considering what we could do about a peer workforce
relating to LGBTIQ+ lived experience.
I think we could also look at our models of care. We
have a whole range of models of care that support mental
health services. What we don't have is many that build in
social determinants of mental health and really understand
how identity and discrimination relate with poorer mental
health outcomes and we need to be able to have those
.17/07/2019 (12)
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conversations in mental health care models as well as
conversations about symptoms and treatment and other
holistic models that we might use as well.
And advocacy, as I sort of spoke to earlier, I think
it would be wonderful to see the mental health system more
broadly consider the role of advocacy for addressing
discrimination and its inter-relationship with poorer
mental health. So, Safe Schools has been mentioned several
times today: I would say that's the starting process in
terms of better mental health outcomes. Also addressing
where there is discrimination in workplaces and the kinds
of conversations that we have in our community and more
broadly in our society around LGBTIQ+ experiences because,
as we've heard several times, they continue to impact on
the mental health of LGBTIQ+ people in communities
MS COGHLAN:
Thank you Ms Larsen.
Commissioners have any questions?

COMMISSIONER FELS:
Q.
I have one short one. The role
of families and carers in this situation, often we've heard
in other parts of this inquiry quite a lot about their
role, their contribution: slightly less about that today.
Is there any reason for that, or is their role a bit less
perhaps than in other areas of mental health?
A.
Oh, no, I don't think so. I think possibly what this is my own sort of speculation a little bit - possibly
what's happened is that we're possibly having discussions
in a little bit of a siloed way again. So, we're talking
about LGBTIQ+ people today so therefore we're talking about
LGBTIQ+ people, but absolutely families and carers are
critical.
I think in the mental health system and in the health
system more broadly what we have had is a history of
families and carers, particularly where they might be
partners or other forms of relationships and queer
relationships, not necessarily being acknowledged. So, I
think it's an absolutely critical area, both in recognising
and not making assumptions about who people are in LGBTIQ+
people's lives, and also thinking about families of choice
which, for many people responding to questions and forms
like next of kin and those kinds of questions can be
challenging, because they might look quite different for
people who have families of choice rather than still
remaining connected to their family of origin
.17/07/2019 (12)
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COMMISSIONER FELS:

Thank you.

CHAIR:
Q.
Thank you very much. I just have one other
question I'd like to ask, it's in relation to - and we
heard this morning from Commissioner Allen for the need for
many LGBTIQ+ people to be hypervigilant, to be aware of the
environment in which they are for their own personal safety
and wellbeing. In your statement you also talk about the
challenge of bed-based services and the need for people to
feel both physically and sexually safe.
When you think about that, through this Royal
Commission we've heard already about how challenged those
environments can be, and when you think about what the
design of bed-based services should be into the future and I'm conscious that Mind itself provides a number of
bed-based services, including PARCs - have you got some
thoughts of what needs to be built in to really make sure
that, where that need is there and someone must access a
bed-based service, they are able to feel safe, both
physically and sexually?
A.
So I won't talk to the actual structures of the
buildings, I don't have a strong service delivery
background, so I think I would be stepping into a space
that I'm not the best person to answer that question, but I
would say that there's probably two elements: one is, while
we have a broader mainstream system that is regularly not
meeting the needs of people who are particularly trans and
gender diverse, then we do need to think about LGBTIQ+
specific bed-based environments in the interim where that's
not available or, more broadly, then it is really about
having probably an advanced level of training as a minimum
requirement for staff: not only for staff to be inclusive,
but also to think about how they create environments that
are safe by working with the other clients that are
potentially accessing the bed-based service, because it's
both. So, I think that would be the place to start.
Q.
Thank you. There's one other point I just wanted to
take up which is the discussion about the ability to
maintain a financially sustainable service. You describe
that at the Equality Centre 85 per cent of your clients
have a difficulty paying the gap.
A.
M'hmm.
Q.

I guess we've also heard a lot at this Royal
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Commission about whether 10 sessions even on their own are
sufficient. What do you find in terms of the work that you
do at the Equality Centre about whether those 10 sessions
is all that's needed, or how do you supplement that if
no-one has a capacity to pay?
A.
So again, I won't - I'll take that on notice in terms
of how we always supplement that, but from my discussions
with the staff at the Equality Centre, I certainly know
that the 10 sessions are not enough, and therefore it can
create a barrier, or it creates a difficulty for us in
terms of how we allow that person to access the service.
CHAIR:

Thank you.

MS COGHLAN:

Thank you.

May Ms Larsen be excused?

CHAIR:
Yes, thank you very much for your statement and
evidence today.
<THE WITNESS WITHDREW
MS COGHLAN:
The next witness I propose to call, their
evidence is the subject of a non-publication order, and
they will be giving evidence in the name of a pseudonym.
Chair, will the terms of that order be read now?
CHAIR:

Yes, thank you.

Pursuant to the Inquiries Act 2014, the Royal
Commission has made an order prohibiting the publication of
any information that might identify the next witness.
A copy of that order has been placed next to the door
of the hearing room. Throughout the hearing today the
witness will be referred to as the pseudonym "Alex Smith".
I would like to remind all persons present including
the media that any material which will enable the
identification of this witness cannot be published.
The hearing of Alex Smith's evidence will be limited
to those people attending today's hearing. For those
watching on the live stream, this portion of the hearing
today will not be broadcasted. I ask that the live stream
now be cut.
MS COGHLAN:
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(Live stream cut.)
MS COGHLAN:

I call Alex Smith.

<ALEX SMITH, affirmed and examined:

[2.36pm]

MS COGHLAN:
Q.
Alex, you've made a statement with the
assistance of the Commission staff?
A.
Yes.
Q.

I tender that statement. [WIT.0001.0021.0001.]
You were born in England and grew up in Western
Australia?
A.
Yes, that's correct.
Q.
A.

You moved to Melbourne in 2004?
Yes.

Q.
A.

How old were you then?
24 - 23, 24, yeah.

Q.
Can I ask you how you identify?
A.
I now identify as a trans masculine person, so I've
medically transitioned, was assigned female at birth.
Q.
There has been, over the course of particularly your
20s, sort of a change in how you have identified?
A.
Yes. So, when I first moved to Melbourne I identified
as a lesbian female, you know. As a small child I probably
did identify more as transgender, but yeah, in my 20s I
identified as lesbian. In my later 20s, I identified as a
non-binary person, and since I've begun my journey of
medical transitioning, I now identify as a trans masculine
person and use he/him or they/them pronouns.
Q.
Can I ask you about your first interaction with the
Victorian mental health system?
A.
Yes, that would have been when I was around 25, I was
admitted to an Emergency Department in a large metropolitan
hospital. As a result of a self-harming incident I
required a number of stitches all up my arm, and I had,
yeah, not a great experience when I went into the ED
Department. They said to me that I was silly and that I
shouldn't do things like this, and that I was taking up a
bed that could otherwise be used for somebody who was sick.
And, I wasn't, like, provided with any referrals to the
.17/07/2019 (12)

1210

A SMITH

Transcript produced by Epiq

(Ms Coghlan)

1537

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

mental health service or provided any follow-up care, other
than getting my stitches out at my GP, and that person also
didn't ask me if I wanted to see somebody or anything like
that.
Q.
So, on your own, after that time you signed up for
counselling provided by an LGBT-specific health service?
A.
Yes. I found that there was a service online that
catered mainly to the gay male community at that time, but
was prepared to accept female identifying people, and yeah,
I accessed that service at that time and had some sessions
with them.
Q.
When you first contacted that service, and I'll just
read this from your statement and ask you to comment on it,
you say:
"I remember feeling pressure to be
performative about how unwell and volatile
I was so to increase my chances of getting
help."
Can you just explain that?
A.
I think that all of us in the LGBTQI community know
that mental health services that cater specifically to our
community are badly resourced, and that there's always a
wait list and that, in order to access care when you need
it, you can't take a strengths based approach to how you're
feeling, you need to be as vulnerable and, you know, really
lay it on thick about how difficult things are for you,
which I think - you know, I understand that people - that
there's a list and that people need to be triaged into a
level of urgency, but I think that the lack of resources
create a situation where there's an incentive for people to
be performative about how unwell they are because they know
that, if they don't do that, they'll be bumped down to the
bottom of the waiting list.
So, for people that are trying to practice resilience
and a strength-based approach to their life in an every day
situation, that can mean that they're less likely to be
able to access services in a timely fashion, which is a
shame.
Q.
You ended up attending around 16 counselling sessions
with that service?
A.
Yes.
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Q.
But you found, given the way the structure or the
counselling service operated, that it was - you would see
different counsellors?
A.
Yeah, my understanding is that the people that I was
seeing at the time were people, like, who are Masters
students doing their studies at a Uni and were doing a
placement with this health service. So, you know, while
they were all lovely, caring and compassionate people, they
would - like, their placement would end and then you would
be, you know, like handed over to a new Masters student who
would also be completing their rotation: so there was a
lack of continuity of care, perhaps a lack of clinical
expertise because they weren't - you know, they were at the
beginning of their careers rather than in the middle of
them.
And yeah, I found it really emotionally draining for
that to happen and, when one of my counsellors came to the
end of their placement I decided not to go back there
because I couldn't - yeah, I just didn't feel like I could
start again with another person.
Q.
Can I ask you about a period of time in 2010 when you
were working as a public servant and you contacted the
Employee Assistance Program: can you just tell the
Commissioners about that?
A.
Yes. Yeah, I was working for a large institution at
that time and they, like many organisations, had an
Employee Assistance Program that you can call up to make an
appointment for counselling. I did that with the service
and had a meeting with them and expressed to them that I
was having significant difficulties at work because I felt
really uncomfortable using the female toilets, and that I
didn't wanna use the men's toilets either, and that - yeah,
I just felt like it was a really difficult part of my every
day and that, you know, I'd be running around to try and
find a disabled toilet, which is not ideal either, and the
Employee Assistance Program counsellor or psychologist said
that that was something that they couldn't help me with,
they didn't know anything about that, and they didn't offer
me, like, a referral to anywhere else either.
So, I didn't speak to anybody, like a mental health
service or anything like that about my gender-related
issues for many years after that because I felt really
embarrassed and upset about how that went.
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Q.
Soon after that, you moved to New South Wales for work
and then to the Northern Territory, and returned to
Victoria in 2016, in regional Victoria, a large regional
Victorian town. There was a point in time where you felt
the need to access services, and so, what did you do about
it?
A.
Yeah, well, that was a bit of a difficult situation
because at that time I identified as non-binary, I was
going through a process of assisted reproductive treatment
with my partner at the time, which was a queer
relationship, and I was having a very difficult time at
work and in my personal life, so I wanted to access
counselling support but I felt that, if I went to anywhere
in the country town that I was living in, that, you know,
best case scenario they'd be, like, "How curious, tell me
about all this stuff", and maybe I would be able to speak
to somebody, but I wouldn't be able to speak to anybody who
had any, like, knowledge or competency about my life, about
my relationship decisions.
And I was worried that, by going to a country-based
service and presenting as somebody who was non-binary, that
they would consider that in and of itself a part of a
mental health concern that I had, and that I would be
subject to either, you know, intentional or unintentional
stigma and discrimination, so I didn't see anybody in the
country town.
I contacted a service in Melbourne which was a couple
of hundred Ks away and attempted to get on the wait list
for services there. I did the intake process and things
like that, and I asked if there was any possibility that I
could speak to somebody either after hours when I got home
from work, which was about 6 o'clock, and do a
telephone-based appointment, or if I could come into
Melbourne on a Saturday or a Sunday, because I was working
full-time at that time, to see somebody.
Yeah, and it was quite a long time until I was able to
access services - this is many, many, many weeks - and
yeah, I wasn't able to access the service in a way that
worked for me. I had to essentially leave work so that I
could speak to the person who was available to talk to me
on the telephone: like, I would sit in my car, because it
was half an hour to get home and I couldn't - so I just
ended up having to do the telephone counselling in my car,
.17/07/2019 (12)
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basically parked next to the train station in this country
town, yeah, which wasn't ideal.
Q.
One of the things you say in your statement is that
the telephone counselling you did get was too little, too
late, because you had to wait so long.
A.
Yeah. I was going through the assisted reproductive
treatment stuff at that time, and I was in a relationship
with my partner at that time, and we had to make a really
difficult decision around whether or not to continue with
IVF treatment or not, and I felt like I was not
psychologically stable enough at that point to make a good
choice, and I'm not sure that I did make the best choice,
and I certainly really hurt my then partner a lot
throughout that process by behaving poorly, with a lack of
insight, respect, and yeah, I think I was really struggling
with gender identity-related issues.
You know, going through IVF while identifying as a
non-binary person is extremely emotionally challenging, and
also medically challenging, and not having any
psychological support at that time, I think, yeah, really
impacted on me and I think it really impacted very
detrimentally on my relationship at that time which then
came to an end.
Q.
Can I ask you about March 2018 and getting support to
transition and what was available, if any services, at that
time?
A.
Yes. So, I had increasingly decided that I wanted to
start medically transitioning with hormone replacement
therapy, and I was extremely concerned about losing my
family through the process, who I have a strained
relationship with already. So, I really wanted to access
some mental health support, and I was working full-time as
I had done throughout this period.
I called up a LGBTQI service and they let me know that
there would be a long wait list. I was referred into a
service that didn't have a long wait list, but that I'd
have to pay, you know, like the gap payment on a mental
health plan, which I was able to do at that time because I
was working. That was, yeah, like, really fantastic being
able to access a LGBTQI-specific mental health service at
that time where I didn't feel like I would have to explain
the basics of, you know, what transgender is, what hormone
replacement therapy is, what that would mean for somebody's
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emotional health or that they would have some competency
around the basics of trans and gender diverse health care,
so yeah, that was good.
Q.
A.

You saw a clinical psychologist at that service?
Yes.

Q.
And, although you were grateful for that, it wasn't
the right fit for you?
A.
Yes. The particular counsellor I didn't feel was a
great fit for me, because he was a cisgendered male, and at
that time, yeah, because of the nature of my transition I
felt like it was really difficult to talk to a person with
that identity about my body and my life, and it just felt
really uncomfortable and it made it harder for me to
disclose things that would probably be useful to disclose
while accessing mental health support.
But I was very much aware that, you know, he was
really one of the only available people in Victoria who I
felt would understand the basics of my situation and was
also one of the only people that was able to write what I
call the WPATH letters, which is the letters that you need
to get gender-affirming surgery, so I wanted to stick with
that person for that reason.
Q.
Ultimately, you stopped seeing that psychologist, in
part, because you couldn't afford to continue?
A.
Yes. So, once I made the decision for hormone
replacement therapy I also wanted to have chest surgery,
which is very expensive, it's not available under Medicare,
it's classed as elective cosmetic surgery, and it costs
about $10,500 to have that surgery, so I didn't feel that I
could pay for mental health support with that counsellor
while saving for surgery because it was obviously quite
expensive.
Q.
You talked about some telephone counselling that you
had previously. You ended up reconnecting with that
service for the purposes of having some counselling with
your partner.
A.
Yes. I was having an extremely difficult time. I
think that within the first year, certainly within the
first six months of your decision to transition and to come
out to, you know, your entire extended workforce,
community, friends, friends of friends, and your family,
it's extremely - for me it was an extremely difficult time
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and I ended my relationship with my immediate family except
for my mother, so it was a very difficult time and that had
a really big impact on my relationship with my new partner.
I mean, she, to be honest, was basically doing all the
mental health care work for me, which wasn't good for her
and it wasn't good for our relationship. So, we really
wanted to access - she really wanted to access relationship
counselling and I really didn't wanna go to, like, a
mainstream couples counsellor, because I just felt like I
didn't wanna have to talk to that person about what being
trans meant on top of having to have a really awkward
interaction about my relationship.
So, I wanted to go back to the LGBTQI-specific
service, but yeah, it took an extremely, extremely long
time to get to see a counsellor and yeah, again, it was
very much that process that you have to call up - and my
partner was calling up, you know, crying on the telephone
asking when we're gonna get to see somebody. She was
really worried that our relationship was going to come to
an end and that, you know, like, if it was going to, at
least we could talk through things first. Yeah, so it was
really a very, very difficult time for me and I think I
probably did the most acute part of the transition, like,
the first three months in the workforce without any mental
health care support.
Q.
Eventually, you were connected as a couple with a
counsellor, but that turned out to be the same person who
had previously provided you individual telephone
counselling.
A.
Yes, that's right. That person was somebody who was
part of the LGBTQI community and identified as gender
diverse, so I think it was felt by the service that they
would be a good fit.
For us, I don't think that they were the best fit. I
think, like, it's hard for anybody to find a counsellor or
a psychologist that is a good fit and I think that, when
you're trying to find a good fit in an extremely - you
know, in a very - you know, with a service that has no
resources, and that there are hardly any people around, you
kind of don't really get heaps of choice, and that, if you
decide to stop seeing somebody, you know that that's gonna
mean that you're gonna be on a wait list for, you know,
three to six months somewhere else, so I decided to stick
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with that person for some time, and we definitely made the
best of it.
Q.
Can I ask you about some privacy concerns you had
around that time and you say this in your statement:
"At the time when my partner and I were
accessing couples counselling it dawned on
me that a lot of my workplace colleagues
were friends or had professional
relationships with my couples counsellor
and individual counsellor."
So, that was a realisation you had at that time?
A.
Yes. I think the LGBTIQ service sector is a small
sector, everybody knows each other or, you know, has
professional relationships in one way or another, and I
think that it is hard to access appropriate, inclusive,
specialist mental health support without, yeah, feeling
very much like your privacy might be compromised.
And yeah, I became worried about, you know, how many
people for example would have access to my clinical file,
what the processes were around whether there would be an
alert if somebody else accessed my file, where the file was
kept: yeah, I became really worried that just sort of
anybody could read my case history if they wanted to. And,
you know, that stuff I don't feel was particularly well set
out, so yeah, I decided that that was becoming more of a
barrier to me than of benefit at that point.
Q.
You later on decided to seek assistance through the
private system?
A.
Yes, I decided that - you know, because I was
concerned about the close-knit nature of the LGBTIQ mental
health system, that it would just be better for me to go to
somebody else that might not know anything about trans or
gender diverse issues, or at least didn't know anyone that
I knew and wasn't gonna talk to anybody about my life and,
you know, the person that I did see who was recommended
through an acquaintance was really good, but like, when it
came to the end of the session, they let me know that you
couldn't use a mental health care plan for that kind of
therapy, and so, yeah, I had to pay I think it was like
$145 for the session, which, you know, under other
circumstances I probably would have had the capacity to pay
because I do work full-time, but I've just been through
.17/07/2019 (12)
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chest surgery which, as I mentioned, is very costly, and I
also had to take a significant amount of time off work, so
I just couldn't afford to pay for that because I'm already
trying to pay off debt related to my medical transition.
So, yeah, that's what happened with that.
Q.
Can you tell the Commissioners about your experience
with online counselling services?
A.
Yeah, I think that online counselling services is a
really good idea. It's just that, the two times that I
attempted to access them, I couldn't get through to
anybody. Like, I had - yeah, it was on my telephone and
you would just wait to connect to a counsellor to join the
chatroom or whatever it is, and yeah, nobody connected.
So, like on neither of those occasions was I able to get
any support, which I actually think would have been a
pretty good fit for me because, you know, I have a concern
about my privacy, so the idea of being able to access an
anonymous service would have been good. And I do think
they're good, I just couldn't access it.
Q.
You refer in your statement to accessing online peer
support via a Facebook group: can you just talk about that?
A.
Yeah. So, a transgender and gender diverse
organisation in Victoria runs a really, like, wonderful
online Facebook group called The Shed, which is for trans
masculine people, people assigned female at birth who are
non-binary or transitioning to a male identity. That was
an amazingly important resource for me.
It was so encouraging to see people that looked like
me that were going through the same dilemmas, were having
the same weird and at times humorous things happen. You
know, to see photos that people would generously share of
their, like, chest surgery for example; people talking
about the cost of health care and different private health
insurance companies and how to access gender affirming care
under them.
I really couldn't have continued with work, I think,
without having that online Facebook group. I was a bit of
a, like, lurker on that group: I didn't really spend much
time posting on it or asking questions, but just to be able
to see people going through the same thing was of immense
personal support to me, and knowing that there was somebody
at the trans and gender diverse organisation that was
volunteering their time to moderate it and to make it work,
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yeah, I was immensely grateful for.
I hope that one day people like that can be given the
resources and support and recognition that they deserve,
because they really are saving people's lives and they're
saving people's careers and relationships, so that was
incredibly important.
Q.
Can I ask you about the recommendations that you would
make to improve the mental health system starting with a
publicly accessible database?
A.
I think that, if there was a database of some kind, or
even one that I could access through a referral, that
clearly stated that there were a bunch of different mental
health practitioners in different areas who had either done
LGBTIQ-inclusive training, including trans awareness
training, that would be immensely helpful.
Because, you know, at the moment you're extremely
reliant upon, I guess, word-of-mouth. Particularly in
rural and regional areas, I'm just not sure that such a
thing does exist, but if there was a resource that was
created where there would be gaps, then at least we could
start to address those gaps and ask people to opt in and
maybe ask them if they wanted to undergo training and
become a specialist or, you know, an advocate for further
services in their area.
Q.
Just picking up something you raised about trans
awareness training: you see that as particularly important
as compared with having just an awareness of a gay or
lesbian client.
A.
Yeah, I mean, I think that an awareness of gay,
lesbian and bisexual issues is extremely important as well,
because obviously trans and gender diverse people have all
different kinds of sexualities, but I do think that it's
fair to say that there's probably less stigma and
discrimination and a greater awareness and appreciation of
the contributions of gay and lesbian and bisexual people.
I think that there's still a very low level of
awareness or understanding of trans and gender diverse
issues, and I think that it's the kind of issue that most many, if not most, general practitioners and mental health
practitioners think, I don't know how to deal with that and
I'm scared of getting it wrong so I don't wanna try. And
so, I think that any inclusive practice training program
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needs to focus on trans and gender diverse issues because
we have different issues.
For example, if you do decide to access hormones, you
know, going through a second puberty as I did is a pretty
specific situation that comes with its own mental health
challenges. You know, the grief around parental and
familial rejection around trans and gender diverse identity
is quite specific; having some knowledge about surgery,
desire for surgery, and an awareness of the fact that there
isn't, like, publicly accessible surgery available and the
dilemma that that puts people in.
Certainly, the lack of access to bottom surgery in
Australia: there's only one surgeon that provides that kind
of surgery and it costs, you know, almost $100,000. So,
having people that understand and that you don't have to
educate about those issues and that that's the struggle
that you're carrying with you when you come in to see
somebody, would be really helpful.
Q.
One of the themes that you've mentioned in your
evidence is about privacy management, and you would like to
see more professional practices around the protection of
privacy. Can I move on to ask you about the number of
mental health sessions provided under a mental health plan?
A.
Yes. Well, my understanding is that you get your six
initial sessions and you can go back to get an additional
four sessions if you speak to your GP about it.
So, for me as a trans and gender diverse person, the
idea that you could have 10 sessions and be sorted with
your transition is absurd. You know, really I think that
most people going through, particularly that first year of
transitioning, should be I think entitled to one-on-one
counselling support at least fortnightly I would have
thought, and you would exhaust your entitlements under the
Medicare scheme within two and a half months if that was
the case.
I think particularly because there's a current legal
requirement for you to engage with a clinical psychiatrist
or psychologist in order to get the WPATH letters so that
you could undergo affirming surgery such as the chest
surgery that I had, I think it should be an obligation
that, if government is putting that requirement in front of
us, then I believe that we should be entitled to accessing
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free or low cost mental health support so that we can
actually get those letters so that we can engage with
medical practitioners to get the gender-affirming surgeries
that we need.
Q.
Just finally, can I ask you about peer support
services?
A.
Yeah, so the peer support service that I suppose I
informally had a relationship with was The Shed which I
mentioned, which was the Facebook group. They also do,
like, they organise camps and have meetings and things like
that, and they're an absolutely crucial part of the - maybe
not a formal part of the mental health system, but it
should be, and the fact of the matter is that at the moment
most of those people that do that kind of work are doing it
on a volunteer basis, often who have been through
incredible struggles in their own life and know how
difficult it is, and so want to volunteer their time to
support people in the same situation as them.
I think that those community organisations should be
resourced and that, whether that's financial resources so
that they can be paid for the work they do, or whether it's
so they can access mental health care support, because
certainly sometimes people in those roles are the first
responders to an acute - you know, disclosures, mental
health crises, disclosures around difficult sexual assaults
and things like that, all the difficult things that people
go through in life, and particularly for trans and gender
diverse people that may be struggling with their identity,
people like that are absolutely diamonds that volunteer
their time to look after other people, and I think that
they should be given access to mental health care support
as well while they're doing that kind of peer support.
MS COGHLAN:
Thank you Alex.
have any questions?

CHAIR:
Q.
I just have one. Thank you very much, Alex,
for your material today and for being so willing to share
with us your journey in your statement.
You made a point in your statement that reminds us of
the need to think about who we need to educate and inform
about transgender issues, because you said at one point in
your journey you were refused service by a pharmacist in
central Melbourne as they did not wish to provide HRT.
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When you're thinking about this inclusive program of making
sure that discriminatory practices aren't there, I think
that was a very important reminder for us, so that's a
broader group of people. Do you want to add anything to
that?
A.
Yes, I was listening to Dr Telfer's wonderful evidence
about the youth-based service, and it really did bring a
tear to my eye to think about how much of a difference that
would have made to somebody like me if there were, like, an
adult version of that where you could go somewhere and see
a psychologist, where you could get your HRT prescription
somewhere that you knew was gonna be safe and inclusive.
It would make such a difference to have allied health
services and pharmacy services under one roof, or at least
under a few roofs that we all knew about.
At the moment there's nothing like that: you look on a
Facebook group like The Shed and ask people, you know,
"Have you been to a pharmacist and, if so, how were you
treated?" And you try and follow the good tip, but it's
always dependent on who's working at the front counter.
Yeah, it was incredibly difficult for me getting my
first script of HRT, it was incredibly upsetting to be
refused service. It was absolutely humiliating, it
happened about a hundred metres away from my workplace. I
had to go back into work, I didn't know what to do, I
didn't know where to go. Yeah, it was absolutely
humiliating, so yeah, if we could have a kind of
multidisciplinary approach to care, that would be an
amazing improvement on the current situation.
CHAIR:
Thank you very much, Alex, and again, thank you
for having the courage to come and share with us today,
it's been very helpful.
MS COGHLAN:
CHAIR:

Thank you.

May Alex be excused, please?

Yes, please.

<THE WITNESS WITHDREW
MS COGHLAN:
Thank you, Chair, and Commissioners, that
concludes the evidence for today.
AT 3.15PM THE COMMISSION WAS ADJOURNED TO
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MS COGHLAN:
The focus of today's hearing is on culturally
and linguistically diverse communities.
Victoria is Australia's most culturally diverse state,
with almost one quarter of the population born overseas.
Victorians come from over 230 countries, speak over 200
languages, and follow more than 120 different faiths.
The number of people with refugee backgrounds settling
in Victoria is also higher than at any time during the past
three decades.
This diversity brings huge opportunities for Victoria
and should be widely celebrated, yet many people describe
difficulties in overcoming the significant barriers that
exist for individuals, families and communities when
seeking culturally responsive mental health care.
Much of the feedback from community consultations
centred on the need to recognise and tailor services to
Victoria's diverse cultural CALD communities and to address
the significant barriers to access that they face.
Refugees and asylum seekers in particular are at
greater risk of developing mental health conditions than
many other population groups in Victoria. This is due to
the compounding disadvantages they face, including trauma
and disconnection, discrimination and socio-economic risk
factors such as unemployment and unstable housing.
When compared to the Australian born population,
culturally diverse communities can often face greater
stigma about mental health challenges, language and
cultural barriers, and limited knowledge of the social
services system and available mental health care.
There also needs to be an improved data and evidence
base in order for services to address known barriers to
access and provide quality care and more responsive
services. Doing so will ensure Victoria's culturally and
linguistically diverse communities can be confident to seek
help and receive the services they need.
The first witness to be called today is Adriana
Mendoza. She's the manager of the Victorian Transcultural
Mental Health. VTMH is a statewide provider of
organisational development, community engagement, workforce
.18/07/2019 (13)

1584

1225

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

2019 public hearings

education, and support and research and evaluation.
Her evidence will cover the fact that people from CALD
Communities are less represented in the mental health
system and in services. She will address the barriers
encountered when addressing the mental health system too.
Her evidence will cover how the mental health system
can be more suitable for and inclusive of CALD groups.
You will also hear from George Yengi. George was born
in South Sudan and came to Australia when he was 14. He
will talk about his own mental health issues and access to
services. He will also speak more broadly about the views
of and challenges faced by members of the South Sudanese
community in Melbourne in relation to mental health.
Kylie Scoullar will be called. She's the General
Manager, Direct Services, at Foundation House. Her
evidence will focus on refugee and asylum seeker groups.
She will talk about the mental health issues affecting
those groups, barriers to accessing the mental health
system, and how the system can be designed to better
respond.
You will also hear from Adwin Town. Adwin is a member
of the Chinese community. He is a pastor and will talk
about his experiences assisting people as a migration
consultant. He will share his perspective of mental health
not being acknowledged in conservative Chinese culture. He
will talk about community leaders needing to obtain
knowledge about how to recognise mental health issues and
refer people for help.
This afternoon the video submission of Kali Paxinos
will be played. Ms Paxinos will talk about her role as a
carer for her son and her experience in the context of the
Greek community.
Then you will hear from Marie Piu, CEO of Tandem. She
will talk about the challenges faced by carers more
generally and the additional challenges faced by those from
CALD backgrounds.
Ms Batten will call the first witness.
MS BATTEN:
.18/07/2019 (13)

The first witness is Ms Adriana Mendoza.

I

1226

Transcript produced by Epiq

1585

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

call Ms Mendoza.
<ADRIANA MENDOZA, affirmed and examined:

MS BATTEN:
Q.
Thank you, Ms Mendoza. Have you, with
the assistance of lawyers, prepared a witness statement for
this Royal Commission?
A.
That's correct.
Q.
I tender the statement. [WIT.0002.0004.0001] Could
you outline for the Commission, please, your current role
and your responsibilities?
A.
Absolutely. Thank you for the opportunity. I was
appointed as Manager of Victorian Transcultural Mental
Health last November, and prior to that I worked as an
education consultant within VTMH. I have 10 years of
experience working with communities and mental health
workers, which of course informs my current role, and my
main responsibility is to support VTMH's program areas and
service to make sure that as an organisation we continue
supporting the system to be more inclusive and to address
inequity.
Q.
Thank you. Can we first understand what is Victorian
Transcultural Mental Health, and that it is also referred
to by the acronym VTMH; is that right?
A.
Absolutely.
Q.
Could you tell us about that service and what it does,
please?
A.
Absolutely. Victorian Transcultural Mental Health is
a mental health capacity building unit. And our main
mission, as I was saying before, is to support the
workforce to increase its capacity to be more
diversity-responsive, with the overarching objective to
support individuals, families and communities.
We work through four specific program areas.
you like me to talk about the program areas?

Would

Q.
We will come to that, I just need to ask you some more
background questions first but we will come to the
programs. Before we get to the programs, can you explain
to us why you focus on culture, why is culture so
important?
A.
Thank you. Culture represents the perspective through
which individuals interpret the world, so of course, it is
.18/07/2019 (13)
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our main focus. And culture also represents how the
society supports migrants, communities, individuals and
families. Sometimes there is the assumption that culture
is equal to ethnicity, and from our perspective as VTMH,
this represents risk of generalising that people from the
same country will have the same expectations from the
mental health system or will have the same views about life
or about what is mental health: recovery and trauma.
That is why, when we think about culture, we suggest
the mental health system to also think about
intersectionality as a way to respond to diversity, as
culture represents more than our ethnicity. For example,
it represents social diversity such as age, gender, our
life experience, religion, our sexual orientation and more.
And then the intersection between these social
categories or identity points may result in advantage or
disadvantage for the person, because the society will see
this person in a particular way depending on the
intersection between these categories, and at the same time
the person will form their mental health experience and
will give meaning to their own mental health experience
depending on these identity points.
Q.
We may return to that. Before we come to that, can
you clarify for us which groups fall within the definition
of culturally and linguistically diverse?
A.
I am referring to individuals, families and
communities who have diverse backgrounds such as asylum
seekers, refugees, international students, skilled
migrants, emerging communities and established communities.
Q.
A.

Does VTMH advocate on behalf of all of those groups?
Absolutely.

Q.
You mentioned that VTMH has four main program areas:
they're organisational development; education, professional
development and workforce support; community engagement;
and research evaluation and projects. I'd like to ask you
about each of them in turn.
Can you start, please, with organisational development
and explain to us what VTMH does in relation to
organisational development?
A.
Absolutely. I would like to start by saying that, for
us as a capacity building unit, it is very important to
.18/07/2019 (13)
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form collaborative relationships with organisations; this
is not about VTMH telling organisations what to do or how
to engage with communities, but it is more about guiding
their self-assessment and their possibility to reflect on
their policies, their strategies, their practices, how they
are involving consumers, carers, and how they are working
with people who have lived experience.
So this particular area concentrates on what we call
partners in diversity. This is a solid partnership and
long intense process in which we support a particular
organisation to identify challenges and then think about
strategies in terms, to be more culturally responsive and
diversity responsive, and we do it through different ways
such as training or conversations in which we reflect on
challenges and opportunities.
We have a specific model that incorporates the
standards that were mentioned in 2009 by the government, by
the mental health system, so we incorporated these
standards and we support them to go step-by-step and think
about how to implement these new strategies. So, it is not
just about thinking of what is possible, but about
supporting the process of implementing these new practices
and that's why this process takes around three years.
Then, after the intense partnership process, this is
followed by the sustainability stage in which we support
organisations to think how to sustain their learnings and
their new practices.
Q.
Thank you. The second program area is education,
professional development and workplace support: could you
please explain for us what that involves?
A.
Absolutely. This involves understanding the situation
of each organisation, group and workers, and think about
their learning opportunities. We have different strategies
that are available for mental health and community workers
such as training, which involves workshops, and we cover
topics such as how to work with interpreters which, as we
know, is a big challenge in the mental health system.
Also, how to engage with communities; recovery,
assessment and diversity, and we also have our introductory
workshop to support people to think about these big
concepts that are connected with culture responsiveness,
but to put them on the ground and then think how to
practice these concepts.
.18/07/2019 (13)
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We also have online resources that are free and that
are available for the whole sector, and of course these
resources are totally connected with the workshops that I
just mentioned.
We facilitate forums. For example, in August we are
going to facilitate a forum about innovative programs that
community organisations have identified to put community at
the centre of mental health services. This is a good
opportunity for different sectors to get together and learn
from each other.
We also have seminars, and this represents a good
opportunity to inform the sector about different strategies
that organisations are utilising.
We have also what we call reflective conversations as
we strongly believe - and this is based on evidence and
feedback - we strongly believe that being culturally
responsive is not just about accruing knowledge but also
our reflecting on the way we understand consumers, the way
we understand ourselves as practitioners, how to negotiate
power, how to hold different perspectives when you are
interacting with a consumer who might have a totally
different perspective than the clinician or the worker.
So, we provide this space to reflect on meaningful
challenges.
And, the other strategy that I would like to mention
is called transcultural clinical discussions. This
particular opportunity concentrates on the identity of a
client with support teams to think about how to assess the
mental health of this particular client in a way that we
are considering the context and the cultural identity of
the person.
Something that we hear very often is clinicians and
mental health workers saying, "We don't know if some
symptoms are actually symptoms, or if we are referring to a
cultural identity of the person." The question itself is
positive because this means that workers are trying to
avoid stigmatising the person. Then as a strategy we put
together the session to concentrate on the cultural
identity of the person and how to assess that.
Q.

One follow-up question from what you just said.

.18/07/2019 (13)
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the forums and the innovative programs, is that different
services sharing what they're doing, or is that coming from
VTMH?
A.
This is different services sharing what they are
doing.
Q.
The third program area is community engagement: what
does that involve on behalf of VTMH?
A.
This is a program area that supports services and
organisations to think how to engage with communities and
what it is important to consider when we are supporting
individuals, carers and communities who have different
mental health difficulties.
Q.
The final area is research evaluation and projects:
are you able to tell us about a recent project example
that's relevant to the mental health system?
A.
Absolutely. For VTMH it is always very important to
keep updated regarding different initiatives that are
happening within the mental health sector, and this
specific program allows us to do that.
I can give you an example of our latest evaluation
report and it was based on 13 programs. These services
were supporting migrants, refugees, asylum seekers, and of
course they heard from different communities, they heard
their concerns, and also how communities are looking after
each other.
VTMH was in charge of writing a report and this
process was supported by the Department of Health and Human
Services, and it was managed by the main big bodies that
represent consumers and carers. So, as you can see, it was
a collaborative process, and our role was to evaluate and
support organisations that were facilitating the process.
Q.
Are you able to tell us any of the key findings from
the report?
A.
Yeah, totally. I have incorporated the main key
findings as part of my witness statement. For example, one
of the main barriers identified is lack of consultation and
collaboration with communities, and we have written some
recommendations that, if you like, we can revisit when we
talk about barriers and recommendations during this
session.
Q.

Thank you, we will do that.

.18/07/2019 (13)
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could you briefly explain to us what the Victorian Cultural
Portfolio Holder Program is?
A.
The program involves different service providers,
different workers that represent organisations within the
mental health and community sector. We share challenges
that we are facing as well as opportunities. One example
can be how we are involving lived experience in our
programs.
Feedback says - for us at VTMH it is very important to
evaluate our services and think how to enhance them, and we
went through a whole evaluation process of this particular
program - and feedback says that workers find this space
very meaningful in terms of understanding what different
services are doing, how to support each other. It also
provides a platform to learn about different strategies.
However, something that feedback is underlining is
that workers are finding that it is not very easy to
generate organisational change. So it seems that the
platform is very good in terms of accruing knowledge, in
terms of sharing the challenges, in terms of thinking out
opportunities, but not necessarily in terms of generating
meaningful, big organisational change.
And when we went through that to understand why, why
was the reason, then they were very clear in terms of
explaining that sometimes there isn't the authorising
environment within organisations to make sure that good
practices and trauma-informed practices don't depend on
individuals. So, this is something that I will mention
also as part of the barriers that we have identified at the
organisational level, because good practices are dependent
on workers and this creates a lot of barriers.
Q.
Just before we get to the issue of barriers, are you
able to comment on the level of engagement by CALD people
with the mental health system as compared to the general
population?
A.
Absolutely. As I was saying before, VTMH engaged with
different stakeholders within the mental health system,
also statewide organisations, national organisations and
research units and, of course, people with lived
experience, communities, families and consumers, and the
common message that we are receiving is that migrants and
people from diverse backgrounds are not very well
represented within the mental health sector from the acute
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services to community care.
Q.
Not very well represented in terms of, there are not
very many of them: is that what you mean?
A.
Exactly.
Q.
Let's discuss the issue of barriers. I would like to
deal with barriers in two different parts: first at an
organisational level, and then we'll come to the community
level. You've identified five barriers at the
organisational level, one of which you mentioned earlier.
The first one is good and culturally responsive and
trauma-informed care depends on individual workers.
Could you explain that barrier for us and then I
understand you'd also like to suggest some solutions for
each barrier?
A.
Absolutely. I would like to start by saying that
today I am going to concentrate on five barriers, but this
doesn't mean that these are the only five barriers within
the system. Because I am time-limited I chose these
barriers to be expressed today.
As you were mentioning, we have identified that
trauma-informed practice and culturally responsive
practices often depend on specific individuals and that
creates the situation that if individuals who are very good
workers leave the organisations, the organisations are not
going to have a proper structure to sustain their
learnings.
The other situation is that, if good practices depend
on workers, then they are not going to have enough power to
make organisational change while they are part of the
organisations. Because of that solution, or more than
solution, a recommendation that I would like to put on the
table is to think about the possibility to make sure that
cultural responsiveness is a mandated - or becomes a
mandated component for organisations that are supporting
individuals, families and communities who have different
backgrounds.
The reason why I am suggesting that is because we
believe that cultural responsiveness and trauma-informed
practice is something that underpins everything: the
interaction with clients, the culture of the organisation,
the policies, the strategies, so it is not an element that
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you can add on.
Additionally, we believe that it is important that the
leadership sector becomes more involved, because most of
the time they make decisions that frontline workers are not
able to make, and also because we are thinking in terms of
supporting systematic change, not just individual change.
If this becomes a mandated component, then I think
that perhaps this is going to allow different organisations
to understand what culture is and what cultural
responsiveness is, because sometimes we get the impression
that there is the assumption that, if you don't work with
migrants, then cultural responsiveness is not important.
Whereas, from our perspective it's different; we need to
make sure that the setting is ready, is ready to support
migrants instead of the other way.
Q.
The second barrier that you've identified is that
training is sometimes perceived as the main and only space
to recruit good culture. Could you tell us about that
barrier, please?
A.
We have identified that sometimes in the mental health
sector there is the belief that, to be culturally
responsive or trauma-informed, then you need to accrue
knowledge. And, of course that's important, accruing
knowledge is extremely important, but the message that we
are trying to give to the mental health sector is that
cultural responsiveness is not just about accruing
knowledge about a specific culture or specific ethnicity or
specific concepts, it's also about self-assessing ourselves
and understanding - I'm going to give you an example understanding how we hold different perspectives;
understanding, for example, how we feel, let's say, as
clinicians or mental health workers when we are with a
person who is different than us, or when we are with a
person who is similar to us.
Q.
Thank you. The third one is the danger in assuming
that culture is the same as ethnicity. You touched on this
before, but can you expand on why we need to approach the
association with caution?
A.
If we don't approach the association with caution,
then we'll be stigmatising communities and generalising
that people who come from the same country are going to
need the same.
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I can give you an example. If we go to a specific
community with this assumption, then we are going to treat
every single member of the community in the same way, which
means that we'll provide exactly the same strategies and
the same service for every single person, so it is not very
person-centred.
You can go to a community or we can go to a community
and, if we don't think about all these intersecting points
that form our identity and the way society understands each
person, then we are missing everything, and we are not able
then to provide the service that people need.
For example, you may work with a person from a
particular community who has a status within the community;
whereas you may work with a person from the same community
who has been stigmatised because of mental health issues.
That itself is extremely different.
Q.
And so, is this where the concept of intersectionality
comes in? And so, it's not just a particular culture or
ethnicity that needs to be cared for, but the different
components of each individual: is that how it works?
A.
Absolutely.
Q.
The fourth barrier that you've identified is the
limited recognition of lived experience practitioners. How
does that present a barrier for the CALD community?
A.
Lived experience practitioners have a very meaningful
role. They have the opportunity to raise voices, concerns,
and opportunities that we might not be aware of. I think
that it is very important to have a proper structure for
them to feel that there is a sense of belonging and that
there is a right space and safer space for them to
participate in the decision-making process.
We honestly believe that there should be more
qualifying projects with people who have lived experience.
It is also important to think in terms of how to make sure
that there are permanent positions and not casual positions
when we think about lived experience workers, to make sure
that there is continuity.
Q.
Can you expand on the safe space: is that as a result
of co-designing the space or does safe space encompass
other things as well?
A.
When we talk about a safe space or when we talk about
.18/07/2019 (13)
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cultural safety, we are referring to our responsibility as
services to make sure that people who have lived experience
feel welcome and feel able to express themselves and to
express their identities. So, this goes beyond kindness.
It is more about being able to offer a proper structure and
relationships that allow a person to express their
identity.
Q.
The fifth barrier at an organisational level that
you've identified is continue supporting the mental health
system to learn how to maximise the possibility of working
with interpreters.
Could you expand on that barrier for us?
A.
We have noticed, and this is also based on engagement
with different organisations and also based on our work
with communities, we have noticed that working with
interpreters is a challenge within the mental health sector
and that's understandable. Because, in an encounter where
we have an interpreter, mental health worker and a client,
and potentially family members, each person is bringing a
different perspective; that means that each person is
interpreting what the other is saying. So, this represents
a lot of challenges.
From our perspective as VTMH, it is important that
interpreters and mental health workers enhance the capacity
to work together and think about specific strategies to
keep in mind prior, during and after the encounter.
Q.
They were the main barriers that we were going to
cover at an organisational level. Were there any other
barriers you wanted to raise at an organisational level
before we move to a community level?
A.
Perhaps that it is important that there is even more
collaboration between organisations within the mental
health sector, because the mental health sector is very big
and sometimes seems a little bit segregated. And there
might be very good things happening, for example in the
community sector that the clinical sector is not aware of,
or in the clinical sector that the community sector is not
aware of, so I believe that we need a solid platform that
supports this interaction and learning from each other.
Q.
Can we turn to the barriers at a community level.
You've identified four main barriers, though I understand
that these are not the only barriers, these are just the
.18/07/2019 (13)
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four main ones.
The first one is a lack of consultation and
collaboration with communities: can you explain to us how
that presents a barrier?
A.
Absolutely.
Q.
When I mention communities, I am talking
individuals, families and communities who are
the system and also those who would prefer to
engaging with the system because of different

As an opportunity, if we think about how to turn this
barrier into an opportunity, it is clear that we need to
consult and work more with communities. When we talk about
consultation something that we always say to organisations
when we support them, is that, consultation is beyond
asking what they need. Because the question itself can be
very disempowering when you know what the system is
offering.
So, it is very important to think about a setting
where communities feel safe to explain, to express
themselves. It is important to explore, not just their
need but also how they look after each other, because
communities have their own ways, their own ways to heal,
and it is important that as a system we become more aware
of their own ways to heal to build on that.
For example, there can be rituals, rituals that can be
incorporated within the mental health sector, rituals that
we can have as workers in our mind to continue supporting
what is working for them.
The other thing that I would like to mention in
relation to this opportunity is that, we would recommend
the mental health system as a system to be less focused on
diagnosis and more concentrated on how to build trust when
we work with communities, and that starts from the first
interaction with a community member, and that's why I was
referring before to the trauma-informed perspective.
If we design and co-design more projects with the
communities and for the communities, there is going to be
more sense of belonging, and then they are going to feel
part - part of the system and this is more likely to
support them to feel ready to engage with the system.
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If we don't understand how they are perceiving mental
health illness, recovery and trauma, then communities are
going to feel that we are speaking different languages even
if we are talking in English.
Language can be a massive barrier too. Sometimes it
is our thinking of working with professional interpreters
and sometimes can be to allow communities to express
themselves in a way that is connected with their identity,
so in their own language.
Q.
Another solution is the importance of feedback: did
you want to talk about feedback in this context? When
you're involving the CALD community, how the feedback can
play into developing solutions?
A.
This is also connected with the point that I was
referring before, which is co-designing projects and
evaluating projects with communities. After a specific
program it is always important to ask individuals, families
and communities how they are feeling, how they are feeling
now with the service, how this is supporting them in their
healing process or recovery process, and if there are other
elements to be incorporated, elements that we might not be
aware of.
Let's remember that sometimes, as we are talking about
migrants, sometimes migrants feel very isolated. Sometimes
there are not carers or family members, but there might be
other members of the community that can be part of the
discussion. A good example can be a spiritual leader. If
it is a community that is religious, a spiritual leader
might be a key person to connect with.
Q.
The second barrier that you've identified as a
community level is a "cultural barrier": could you explain
to us how the cultural barrier plays out in the mental
health system?
A.
Absolutely. This is connected to what we were
mentioning before regarding the meaning of culture. As
culture is the perspective through which individuals
interpret the world, then for sure it is expected that
clients are going to come with their own view of life, with
their own expectations, with their own way to understand
trauma and recovery.
We always believe that, prior to thinking about a
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specific diagnosis or a specific treatment, it is extremely
important to explore what we call explanatory models.
Q.
Can you explain what they are for us, please?
A.
Yes. Explanatory models refer to the way we give
meaning to trauma and recovery. So, for example, where we
think that the mental health condition is from our
perspective - from our culture we may think that mental
health issues are in our mind, whereas a client may think
that health issues are in their spirit: that itself is,
this example itself shows how important it is to understand
their perception and their view to be able to support them.
Explanatory models also refer to preference that
individuals, carers and communities may have about
treatment, and how treatment would look like from their
perspective can be very different, and then it is not about
ignoring our own explanatory model, but it is about making
sure that both perspectives are in favour of the client.
Q.
The third difficulty at a community level is
difficulty in navigating the system: can you explain how
this presents a barrier for the CALD community?
A.
It is very common to hear from consumers and carers
that the mental health system is very difficult to navigate
and seems a little bit segregated, and as a result of that
sometimes they are in charge of building bridges between
different sectors. One example can be a person who has
mental health difficulties but as a coping strategy the
person might be also taking drugs: so, now we are talking
about two sectors. And let's say that the person is also
having some issues with housing: now we are having a third
one. Let's also say that the person has engaged with the
education system as this person is an international
student: so now we have a lot of sectors. What consumers
are saying is that most of the time they are in charge of
building bridges between sectors, which is itself
disempowering and very discouraging.
Additionally, there is a lot of rapid change within
the mental health sector, and one example is the National
Disability Scheme. So, it is important that we have a
platform in which all sectors can talk with each other, and
of course it is important to invite people who have lived
experience to be part of this platform.
Q.

You've also mentioned that there's a lack of
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accessible information relevant to experience of CALD
people. Can you explain that for us and how does that
impact on people getting the treatment that they need?
A.
Information is crucial. Information is crucial to be
able to navigate the system. Without information, they
wouldn't be able to ask for help or they wouldn't be able
to know where to go. And sometimes information can be even
very difficult to understand, so we have to think about the
language that we are using.
And it is recommended that when we think about
translating a document for migrant communities, we also
include the communities in this process to make sure that
the language we are using resonates with their identity
basically.
Q.
The fourth and final barrier that you've identified at
the community level is social stigma. You've referred to
this a little bit earlier, but can you explain to us how
this presents problems and a barrier?
A.
Social stigma exacerbates the mental health condition,
and also impacts on the way a person or a community might
engage or disengage with the mental health system. So,
what I'm trying to say here is that, when we think about
the social stigma, we are talking about a very complex
situation that is beyond the mental health sector, and
therefore our recommendation would be to think about more
education opportunities for our Victorian society, and
I believe that the education sector has also a very big
role and there is the opportunity for the mental health
sector and the education sector to work together and to
design programs.
When I am talking about programs, for example
psychoeducation programs, I'm thinking about the
possibility to raise awareness of mental illness stigma,
and also the possibility to continue supporting the society
to admire and celebrate differences: different points of
view, different ways of understanding life, different
rituals, different expectations.
Q.
A.

Just -Can I say another thing?

Q.
Please go.
A.
I also believe that when we put psychoeducation
sessions together, we also need to normalise mental health
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difficulties, because we are all humans and this is not
just about migrants experiencing difficulties, this is
about being human and facing challenges that perhaps affect
our identity. At the same time people who face challenges
are also equipped to recover themselves if they are
receiving enough support.
Q.

Still with this issue of social stigma, you've said:
"The concept 'mental health' may also be
foreign to some CALD groups particularly in
communities where mental health is quite
stigmatised."

Can you tell us a little bit more about that, please?
A.
When we work with communities and when we consult with
communities we need to keep in mind that mental health the concept of mental health - can be very foreign or even
negative: it can have a very negative connotation within
communities. So, it is complex because we are talking
about social stigma, but we might be also talking about a
stigma within communities that, of course, would prevent
individuals and families from asking for help.
And this itself reinforces how important it is to
involve communities in the mental health sector, because
otherwise individuals who have been stigmatised are not
going to ask for help.
Q.
Thank you, Ms Mendoza. You've outlined a number of
recommendations for how the system could be improved. Just
before we finish, are there any other recommendations or
opportunities you wanted to mention before we finish?
A.
Perhaps this allows the opportunity to say that
Victorian Transcultural Mental Health is ready to continue
supporting this process, it's available to continue
supporting the workforce to be more culturally responsive,
and also to work with other sectors that would like to
continue joining efforts.
Q.
Thank you. Thank you, Chair, are there any further
questions for Ms Mendoza?
CHAIR:
No. I think that was a very comprehensive
overview. Thank you very much for your assistance in
providing the witness statement and your evidence here
today.
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MS BATTEN:
CHAIR:

Thank you.

May Ms Mendoza please be excused?

Yes, thank you.

<THE WITNESS WITHDREW
MS COGHLAN:
The next witness to be called is George Yengi
and I call him now.
<GEORGE YENGI, affirmed and examined:

[10.52am]

MS COGHLAN:
Q.
George, you've made a statement with the
assistance of lawyers for the Commission?
A.
Yes.
Q.
I tender that statement. [WIT.0001.0031.0001] George,
I'll ask you to sit forward a little bit so we can hear
you, or perhaps lift up the microphone. Thank you.
You're here today to talk about your own experience
with mental health: that's one thing?
A.
Yes.
Q.
But also your observations of the South Sudanese
community and some general responses that you see within
that community to mental health issues?
A.
Yes.
Q.
I'm going to ask you about both of those things. Can
I ask you first, though, about your current role. You work
with Reclink Australia?
A.
Yeah, I work for Reclink Australia, a not-for-profit
organisation. We tend to use sports as a vehicle to try to
bring communities together and also open up opportunities
for them to be able to kind of like filter into the
mainstream sports and also employment and other agencies.
Q.
Does that particularly work with young people or whole
communities?
A.
Part of our engagement is funded by State Government
which is basically to work with 16, up to about 100.
Q.
Can I take you to asking about your personal
experience?
A.
Sure.
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Q.
A.

You were born in South Sudan in 1985?
Yes.

Q.
Can you just tell the Commissioners what life was like
for you there before you came to Australia?
A.
So, prior to coming to Australia I was a - I'll just
say my dad had about three wives and I was the youngest,
and when he passed away I would have been about 3 or 2.
Because of that, his brother took care of me out of the
other nine brothers that I have, stepbrothers, so I ended
up living with my uncle and having to learn a new language,
because they spoke completely different.
My dad married outside of our culture, so he married
into a Chorli community, so that's a whole different
language. But because my dad wasn't around that often I
was actually speaking my mum's dialect, so when he passed
away I had to learn his side which was when I was living
with my uncle.
Q.
You talk in your statement about at one point being in
a refugee camp in Uganda?
A.
Yes. So, due to the civil war I ended up in a camp
called Oligi, it's about an hour and a half from Adjumani
which is a little town in Uganda.
Q.
In your statement you refer to some experiences there
being traumatic for you?
A.
Yes, there were several moments growing up that were,
I guess at that time I didn't understand and kind of locked
it away, that happened to neighbours and friends within
that community that were lived in, as you all have seen
through the TV. As you look at refugees, everybody's
really tight together because that's the space you're given
to work with, so therefore there's a lot of issues that
happen that you're kind of exposed to within those
communities.
Q.
A.

You came to Australia with your sister in 1999?
Yes.

Q.
A.

How old were you then?
I would be 14, I believe.

Q.
You were included in a cousin's fourth application
attempt to come to Australia?
A.
Yes. Due to events that happened before my dad
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passing away, and me moving across being looked after by my
uncle, kind of helped me with the opportunity to come to
Australia because I was there so they couldn't fill out the
form without me and leave me behind, because there was
really not much left for me back at home, and obviously the
fourth time they tried and I had gotten through, so it was
good.
Q.
You believe that you were accepted into Australia, you
say in your statement, under the refugee Humanitarian
Program?
A.
To the best of my knowledge, yes.
Q.
You also talk about being fostered by a family here in
Australia who treated you like their own son?
A.
Yeah. So, I think, I came here to Australia with
seven - well, all of us seven together plus my cousins, my
uncle's children, and in a gap of two years the family
split up. So, me and my sister kind of got left without
nowhere to go, and there was a tutor that tried to help me
with my English, and my sister as well, who ended up taking
us in for about two years.
In that time I had to build a relationship with my
foster brother, David, who went to the same school as me
and the family put their hand up to try to adopt me, but
then eventually they asked me and I said, you don't have
to, because I was pretty much hanging out at their house
every day, so pretty much like my mum, so there's no
point for you to adopt me, so all good.
Q.
A.

So in that way, it was an informal adoption anyway?
It was.

Q.
You've talked about, I guess, some of the traumatic
experiences in your childhood, and you say in your
statement that, and I'll just read this for you:
"The way that I dealt with the trauma of my
childhood at that time was to pack all
those experiences down tightly in a bag and
not discuss them with anyone."
A.
Yeah, it's the best way I could have, I think, tried
to cope and tried to set a new beginning, a new start, and
it worked for, I guess, for some time but didn't really
think it was gonna open up one day.
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Q.
Can I ask you about that opening up one day?
A.
Well, I think it started off with my cousin who also
was taken care of by uncle at that time, at the same time,
and she made it to Australia way before me. I remember
back from Adelaide to Melbourne to go back to Uni, she was
in Melbourne already, so she became the only close family
here, and she went through some difficult times and she was
in a hospital, as I said on the paper.
I was at Uni and working and having to go to the
hospital all the time, and it didn't go very well, she had
a miscarriage - it wasn't a miscarriage actually, she had a
prematurely born baby, and that pretty much started us
triggering because we lost the baby. And I didn't know
what to do, because I was trying to balance everything, but
what I found out was, I was driving to school and I just
tears coming out of my eyes and I wasn't actually sad or
even remotely close to being sad.
So, I started asking what's going on, and eventually I
spoke to my lecturer and she booked me in to see someone,
it was actually a psychiatrist, and she was really cool.
Because I went there and asked the question, I don't know
what's happening, why is this happening? So she asked me
the questions and basically gave me some tools to how to
deal with it, and I thought that was it because I was
alright after a couple of sessions, and that became, you
know, my introduction to seeing someone with regards to
what's going on. I think that's where the crack started
happening in that little bag that I tucked away so far.
Q.
You talk about in your statement that you felt that
you could relate to this particular - she was a
psychiatrist or a psychologist?
A.
Yeah, I could relate to her because she was from a
Russian background, she was a migrant as well - I think
maybe not Russian, but she was from somewhere around, so
she was basically a migrant.
She understood what I was saying because I think what
I was trying to tell her is that I'm supposed to be a man
without even having to say it. You know, part of our
culture, you gotta be strong and you're not meant to cry
or, you know, dig deep into your feelings, you're meant to
try to fix things. So, me going to her and asking her for
questions without her trying to dig into - you need to look
.18/07/2019 (13)
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deeper where this is coming from, it kind of helped,
because she gave me the tools to explain what my body's
trying to react to and try to work on, and that kind of
helped and eased me up a little bit.
Q.
Can I ask you about a time in 2016, when the
university that you attended awarded you a scholarship to
attend the European Innovation Academy which was in Nice.
A.
Yes, I was lucky enough to get a scholarship, an
entrepreneurship scholarship through the EU, because the EU
threw a little bit of cash into trying to come up with
innovative - like, to promote young business and ideas.
And part of the scholarship was, I had an idea of taking
all the stories that I've read while I was learning English
and trying to write stories that, you know, migrants can
relate to, especially young people can relate to.
They thought that was a great idea and sent me across
to this beautiful I think one month in Nice, where we got
to hang out with some of the most clever kids and web
designer/coders, and try to sit together and come up with
good ideas on some of the issues.
While we were there, I guess - I was there when the
Nice attack happened, so I was there for a couple of weeks.
We were living in a school accommodation where there was
about almost 300-plus students from around the world, so I
built some friendships and hung out with people that I
became really close with and, when that happened, I ended
up losing three of the closest guys that I was supposed to
be with that day. The only thing that stopped us was,
luckily, a lovely girl who thought as a VU student we
should all catch up for a pizza.
And we ordered the pizzas and the pizzas are - the
store that we were gonna order it from which was close to
us was closed, and then we ordered from somewhere else.
The pizzas were late for five minutes, by just
five minutes. And, when we got there, we were supposed to
all go down together, but some of the boys went early and
one of them grabbed the pizza and walked down; I said we'll
see them there soon, and then by the time we finished our
pizza everything happened. So, yeah, there was a few
friends ...
Q.
A.

Take your time, George.
So, I lost a few friends and got to see a lot of
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people - sorry.

Q.
Perhaps if we move on to the time that you came home
after that and how - as a result of what happened?
A.
I think living in Nice was really interesting because
I got on a plane and I think when I got on to go onto the
Qantas flight, and heard the pilot and the Australian
accent, it felt really cool. I felt like I just wanna come
home because my flights - I booked my flights, they were
about a couple of days late, so I had to wait in Nice by
myself for a bit, and I stayed in a - sorry.
I think staying back in Nice for an extra two weeks
after what happened helped, because I got to walk down the
promenade, and it gave me a time to reflect on how lucky I
was living in Australia. At the same time, that also
opened up a lot of questions, but I think getting on the
plane in Dubai and onto that Qantas flight and hearing the
pilot's voice and the Aussie accent, it was pretty cool and
I felt like I was safe, and I think I stayed awake the
whole time until I got home. It made it really - I was
like, yep, I kind of felt like I was safe. But that was
pretty much the beginning of a lot of stuff that happened.
It was when I started asking questions about my own
childhood and when the stuff that happened is normal or
not, and it is at that moment when you know that, wow, all
of that stuff that happens is not okay. So, somehow living
here for 20 years plus, I think I've got used to the custom
of being safe and that became my gauge of what life should
be like and what safety looks like, and I think that's when
the questions started happening.
Q.
After you returned home to Australia, you went to see
the same psychologist that you had previously seen?
A.
Yeah, so that was really cool because, again, she
didn't dig and she basically gave me tools again. What
made it really cool was as well the fact that we were just
talking normally. There was no couch, I didn't have to lie
down or anything like that, and she wasn't saying, "So how
does that make you feel? Can you elaborate a bit more on
this? Could this be because of your upbringing?" No. She
just basically said, no, you're operating, you know, this
is where your brain was operating, it's a high level, and
now you're home you'll just have to analyse a little bit
more stuff. She didn't try to talk to me about the
flashbacks and what's going on, she just worked on the fact
.18/07/2019 (13)
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that, you know, I need to get back to normal, so I need to
start doing the stuff that I used to do and just give it
time. That was really good.
Q.
About two years later?
A.
Yeah, two years later I had to - it's been on the
backburner since I arrived in Australia, I needed to go
back and see my mum. I hadn't seen her at that time for
almost 20-plus years, and I thought, you know, it's about
the right time. I got married, let's take her home to see
my mum, she needs to see the person that I'm married to, my
wife Courtney, and it just kind of unravelled.
Because I'm going back, not only I don't feel safe, I
don't feel it's going to be safe, I'm going back to the
home where all the trauma happened, and on top of that I'm
taking someone who I need to be - I can't guarantee that I
can keep them safe.
Of course, I kind of went back to the zone where I
couldn't sleep, I watched TV, I don't know what I watched.
I tried to keep busy and, as we all know, planning going
overseas is really great when you're on your own because
you can look after yourself, but if you have to look after
someone else as well, keep someone safe, especially when I
know that being here I've forgotten about four languages
that I'm supposed to know, so communication became an
issue. And every time I tried to think of cool words, and
I tried to remember some of the basics, my brain gives me
the most elaborate word that does not help me in that
situation.
So I say, how do you say hello? And it tells you, oh,
this is how you say, something, something, something:
that's not how it works. But that added to the stress, and
my partner, our relationship wasn't probably the easiest
due to the fact that it was two different cultures as well,
and that's not on our behalf I think more like the family,
and also my culture is really difficult to get into. And
especially with me, I think my family always thought I'd
end up with an African woman, but you can't really choose
who you like. It's been really great that they're all from
around so they're on board.
But I was very worried to meet my mum. Not only she
wouldn't remember me, because she wasn't allowed to see me
when my dad died, she couldn't come and visit. So, I just
.18/07/2019 (13)
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thought she'd forget who I am and I wouldn't know who she
is.
We spoke on the phone. Even our phone calls when I
was in Australia was difficult because, there were two
different languages and she spoke a language that I don't
know any more and every time we spoke on the phone I would
get pretty much - I think I'd get angry because what I
thought was - just to get angry and get frustrated and just
say, give it to my sister because she knew how to talk to
my mum. Looking back now I think she's covered for me so
many times in regards to, I couldn't express myself to my
mum and I got frustrated and usually that made it easier to
not talk to her, but this time I had to face that.
Q.
And you did face that?
A.
Yes, I did. I met my mum. Flew into Uganda, went all
the way to the refugee camp and my sister and I are trying
to buy a plot of land to build something for her. And she
remembered who I was, and she's learnt my dad's language, a
little bit of it, so we can kind of like have that broken
communication. But it was good, it was really good to
spend some time with her for a week and meet my other
sister's daughter, my niece who I have not seen, she is 15
now, and yeah, it was really good to be home.
Probably one of the best things was walking down the
street and for once I was at peace. It felt really good to
be in Africa, it felt good to be amongst everybody where
you feel like you belong, so it was an unusual feeling as
well, because for me it was like, what the hell is this
feeling? Because I just felt really at peace with myself.
Q.
lead
same
A.

Eventually, after those events with your mum and the
up to that, you decided that you wanted to see the
psychologist again?
Yes.

Q.
But that wasn't available to you because you no longer
attended that university?
A.
Yes. So, the session that was given to me when I got
back from Nice was great, it worked really well, and she
gave me tools, but yeah, I wasn't able to go back to that
same psychologist. And it wasn't through the school system
either, because that's when I know - that's the only way I
knew that I could get to her, and it was kind of like a
kick in the gut, but I kind of had to be okay with it, I
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had no control, so I tried to use what she's given me and
push on.
Q.
Another thing that helped you was to play soccer?
A.
Yeah. So, sports has always been one of those things
that helped me with that baggage from years, it's the one
place where I can go. Once I cross the line, I'm just in
my zone and I'm in a place where I have control of certain
things as well, and what I'm good at, and I feel happy.
When I finish, I feel like someone's pressed a reset
button, so start all over again.
Q.
Can I ask you about more generally mental health in
the South Sudanese community here in Melbourne and just
your observations of what you've experienced and what
you've seen. One of the things you say in your statement
is that:
"Mental health is stigmatised in our
community."
Can you just explain what you mean?
A.
I'd have to say, because of my experience in Australia
and the families I've lived with and of being exposed to
external communities as well, it's been really cool to see
how each family and communities respond to things like
mental health. Because, for us, mental health is almost
like a taboo thing, it's not a thing. And it's like, you
know, it's called a Westerner's illness. So, it's like a
white person's thing, you know, because we don't know what
it is; it's never explained to us when we're growing up and
never explained that you may feel this because this is
what's happening.
It's a taboo because we don't talk about it: you're
either sane or you're insane, and either you're possessed
by the devil or someone's got to pray for you. That's the
problems that we deal with at the moment.
A lot of young people might understand mental health
due to the fact that they went to schools here and this is
something that they've learnt over the years. It's
actually true, your body can do different things and a
chemical imbalance may cause something in your brain to act
differently and it can be that you need to see someone and
talk about some of the emotional stuff that you can't.

.18/07/2019 (13)

1250

G YENGI (Ms Batten)

Transcript produced by Epiq

1609

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

I feel like we, as young Africans, we grow up in an
environment where we're not allowed to talk about stuff
that is quite sensitive or personal, and this becomes the
issue, so you just put them back somewhere.
Q.

You say in your statement that you have:
"... observed that if people are mentally
unwell, they're usually shunned by family,
friends in the community because they're
misunderstood."

A.
Yeah, because we don't know how to deal with it, so
we'd rather hide it or push it away, you distance yourself.
It's almost like that whole, you're a bad smell kind of
thing, we'll disown you to the family; or this family
doesn't deal with him any more, he's not part of us and he
has to go and fend for himself and he's left out there to
try and sort himself out.
Q.
One of the things you talk about in your statement is
that:
"The way people live in Australia is also
very different to South Sudan."
A.
Yeah, because naturally, we come from a community
upbringing whereby, even if you look at it, I think a lot
of people would have seen on TV, you've got the Boma's,
Maasai, Sudanese, we all live really closely together. So,
you would see a compound where there will be at least
multiple huts all facing to the centre, so all these huts
would be different families and family members and they
play a role in raising everybody. Because, if mum and dad
are going to do some farming or brothers are going out to
take the cattle out to eat, because we don't have such
massive lands where you can just fence it; one week they
can eat here, the next week you put it into the next one,
we have to actually go out there with the livestocks.
So, the kids are raised wherever it is in that available that day in the house. So, it becomes like,
you've always got someone, there's people to play with,
there's people to have a chat with, there's people to see.
Because, if something's not right, someone will know
straight away, kind of, what's going on?
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Where here, we go from living in one room where
there's four, five to seven people, to like, you've got a
four bedroom and it's just you. And you go to work and at
work you have to make friends. No-one feels like they're
automatically friends, you're just there to make money and
then pay your bills and go to sleep and wake up again. So,
unless you create time and space within your busy day to
try to do extra-curriculum just to make friends, yeah,
you're alone most of the time.
Q.
What's the impact of that on communities, that change
in way of life?
A.
I think isolation is one of the biggest contributors
to health issues, and not only due to lack of people around
you, it's also one of those things that kind of take away
your - it just eats away a part of you because you're
constantly fighting a battle between your own self, and by
being out I think making friends it gives you a little bit
more of a purpose, because without people around you
there's no purpose and, if there is purpose, it's driven
with success, which is cash, but eventually you get that and you end up like pretty much a lot of people who find
themselves who are isolated after working so long: they
don't have true friends and connections, real connections
is what everybody really need.
So, if you have a real connection that will really
help, and things like recreational sports and getting out
there and meeting people usually helps build those
connections.
Q.

One of the things you say in your statement is that:
"Racism and discrimination also play a big
part in contributing to mental health
issues in my community."

A.
Yes. I think both of those goes really hand-in-hand
with mental health. Because, not only racism creates a
sense of othering, or not belonging, or not connected, and
you're not better enough, you're not good enough to be
here; that itself goes into someone going home and worrying
about, what's going on, how can I do better, and the world
doesn't like me, so what do I do? Maybe I'm just gonna sit
on my bed and try not to go out.
My experience is, I know the reason why I find it was
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weird to feel the sense of belonging in Africa was because,
for years of being here, one of the biggest worry is
constantly having to be aware of where I'm walking into,
what people are seeing me as, and trying not to spend more
time trying not to look threatening to a lot of people, and
this constant notion that someone will meet you and say,
"Oh, you're different from the other", so there's already a
picture of me that I don't even know what it is, so I'm
constantly trying to make sure that I kind of like, you
know, keep myself in this little cage so that no-one can be
afraid of me, and that is taxing, constantly taxing, and
that's something that each of us has to kind of like work
with and it's quite difficult to do that constantly for
20 years.
The sad part is, without the support that I've got and
exposure to external community and sports and stuff, I
don't think I would have been where I am at today because
I'd still be out there trying to work out how to be - you
know, trying not to be intimidating to a lot of people.
Q.
In your statement you suggest some recommendations for
change. Can I just ask about those. The first being that:
"The need to ensure that members of the
community are aware of mental health
services and that they are accessible for
people."
A.
Yeah, because part of what we do as well, we're given
this, I don't know, it's almost like a, go out there and
speak to your community in regards to, you know, mental
health is a real thing. So, the reason why I ended up at
the consultation was to work out whether the system
actually works and if it works for the extended wider
community. And being there and listening to some of the
stories, it just kind of gave me this disappointing feel
because we are pushing our community to learn about mental
health and being okay with it, but the truth is the system
is not even working for the group that it - community
deemed it's a white thing, for that community itself. So,
it's really difficult, it made it really hard because it
means our elders are right in regards to, mental health is
not for us.
And the community itself is not aware of what mental
health is and we struggle to do that, and if the system
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doesn't work for the current community now, then we've got
a problem because they're not gonna believe us, they're
going to keep going with their belief that mental health is
actually not for us.
This year alone we've lost so many people, especially
young Africans, who find themselves in the position where
they can't actually speak to anyone in regards to mental
health because no-one believes them, no-one thinks it's a
problem, no-one thinks it's a matter that they need to
focus on or worry about.
And we've got a generation of young Africans who were
born in Australia now, or came here at the age of 3, and
all they know is this new context. This new context
itself, the parents don't believe it, they don't see this
as a home because they're constantly trying to prove to
themselves that they're Australians but they're not good
enough.
And, with everything that's happening, parents not
only get judged for the fact that they don't know how to
look after their kids, and our image itself gets put in we all get painted with the same brush, all of this stuff
adds to everything else that's happening within the home
and also within our communities and also within external
communities.
So, it's one thing to say, you know, the community
needs to play the game, or assimilate or culturally relate
with us, but it's harder to jump into something like this
without actually knowing what it is. So, by getting the
community to actually understand what mental health is, it
might help us and help the generation, like, you know,
younger than me to actually be okay to have those
conversations with their parents and it's really important
that we bring them on board and get them actually involved
in understanding this.
That's the only way for the next lot also to feel free
to speak out in regards to what's happening within our
community, because they know a lot and that's why the
working groups, they go in groups, because it's easier to
feel safe, it's easier that you can actually have a laugh
with your mates. They might be the closest people that
understand you, even though they're not really deemed as
going somewhere with their life, but they feel like they
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belong at that moment that they've spent with them.
MS COGHLAN:
Thank you, George. Chair, do the
Commissioners have any questions?
CHAIR:
No. Thank you very, very much, George, for coming
and sharing your experiences with us. It was incredibly
powerful and helpful for us to understand not only your
journey but reflections on behalf of your community. So,
thank you very much for coming.
A.
Thank you for the opportunity.
MS COGHLAN:
break?
CHAIR:

Yes, thank you.

<THE WITNESS WITHDREW
SHORT ADJOURNMENT
MS COGHLAN:
The next witness to be called is Kylie
Scoullar, and I call her now.
<KYLIE MICHELLE SCOULLAR, affirmed and examined:

[11.49am]

MS COGHLAN:
Q.
Ms Scoullar, you have provided a
statement to the Commission with the assistance of lawyers?
A.
Correct.
Q.
I tender that statement. [WIT.0001.0053.0001] You are
the General Manager, Direct Services at Foundation House?
A.
Correct.
Q.
And you have been employed in that role since October
2018?
A.
Yes.
Q.
Can you just describe that position in the context of
other key members of the organisation?
A.
Sure. So, that position as General Manager, Direct
Services oversees the delivery of high quality services
across Victoria to clients of a refugee background who have
experienced torture and trauma overseas prior to arrival,
it leads the delivery of those services and it's a member
of the Executive of Foundation House.
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Q.
I'll just ask you to slow down a little bit. You were
also employed by Foundation House from January 2014
to April 2015?
A.
Correct.
Q.
A.

As the Child Adolescent and Family Program leader?
Yes.

Q.
Can you otherwise just explain a bit about your
previous experience?
A.
Sure. So, my previous experience includes 20 years as
a clinician, as a leader and a manager in mainstream
clinical mental health services; project roles in those
services bringing reform and innovation to mental health,
and government and expert panel roles at the state and the
national level in mental health, both in data and outcomes
and in quality oversight.
Q.
You've briefly described what Foundation House does
but can you just go into a little bit more detail about
really what its purpose is?
A.
Sure. So Foundation House is otherwise known as the
Victorian Foundation for Survivors of Torture. It was
established in 1987 in Melbourne as a not-for-profit
organisation. Its purpose is to assist people of refugee
background who have experienced torture or other traumatic
events pre-arrival in their countries of origin or while
fleeing those countries.
Q.
Specifically, Foundation provides a number of
services?
A.
Sure.
Q.
Can you go through those one-by-one, please, starting
with client services?
A.
Sure. So, Foundation House provides client services
to approximately 5,000 clients each year. It provides
services to clients in the form of specialist counselling.
That counselling includes children, adolescents, adults and
families. It provides advocacy on behalf of those clients
and systems work. It provides community-based
psychoeducation among communities.
It provides complementary therapies to go alongside
the counselling where that's necessary, and we provide
services across the age range, so all of the things we talk
about include children, adolescents, young people, adults,
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families and aged people.
Q.
In terms of -A.
I forgot one thing. As well as those services, we
also have a mental health clinic which is really a
private - it's like a private clinic within Foundation
House where bulk billing psychiatrists can provide those
clinical services, including prescription of medication
where necessary.
Q.
One of the things you mentioned was the provision of
advocacy. Can you just explain the context of that?
A.
Yes. So, our clinicians, if you like, rather than
being called clinicians are called counsellor advocates,
and the reason is that, in our cohorts that we deal with,
that advocacy on behalf of clients is really important.
So, in mental health language we might call it systems
work, but in terms of the stressors that people of refugee
background are experiencing, whether they're refugees and
recognised as such, or whether they're still seeking
protection and they're seeking asylum, there are so many
issues that they face.
The role of our counsellors also is to get on the
phone and talk with mainstream mental health services,
where necessary link those people up with legal services
where necessary, advocate within health services where
necessary, talk with education providers, so it really
helps us provide much more holistic care that's
collaborative and so that's why it's specifically kind of
described that way rather than only focusing on the
specialist counselling which is obviously also really
necessary.
Q.
Can you now talk about working with communities and
what Foundation House does?
A.
Sure. So, in terms of its work with communities, it
really works with communities to build their capacity, to
identify members within the community who might be
vulnerable, to help them navigate the service system, and
also help them support better the members of their
communities who are vulnerable; similar in a way to some of
the work that's been described this morning by VTMH. We
call that community capacity building and it's often got a
mental health literacy focus.
The third area of Foundation House's work is
.18/07/2019 (13)

1616

1257

K M SCOULLAR (Ms Coghlan)

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

2019 public hearings

professional organisational development. So, we provide
consultancy, education, training to many other service
systems, including education, community services,
employment and the health sector, to really build their
capacity to respond more effectively to our clients.
Another area of work is that we work with Victorian
state - Victorian and Commonwealth governments to basically
help them develop programs that better and properly have
regard to the needs of refugees in the design and
development of those programs, and we undertake research to
better meet the needs of refugee background people.
Q.
Is that only in the context of mental health?
A.
Not only in the context of mental health, no, more
broadly as well.
Q.
What about research?
A.
So, in terms of research, we undertake research to see
how we can better meet the needs of the community and the
refugee background people. So, for example, one of the
pieces of research that we've talked about is looking at
what are the barriers for refugee community members when
they come to accessing mainstream mental health services.
Q.
I'll come to ask you about that.
a statewide agency?
A.
Correct.

Foundation House is

Q.
A.

With over 200 staff?
Yes.

Q.
A.

And across five main locations in Victoria?
Yes.

Q.
In terms of your role, what's really your primary
function?
A.
My primary function is really to lead and oversee all
of those services that are described in terms of the direct
client services, so that means it's direct client services
to approximately 5,000 clients per year, about 100 staff
delivering those services; it's the quality of those
services, it's leading how we do that. And it's also
contributing to the strategic direction obviously of
Foundation House.
Q.

You also contribute to the development of publications
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and training programs?
A.
Correct.
Q.
Could you just describe that, please?
A.
Sure. So, in my previous role as child, adolescent
and family program leader I developed and designed a number
of training programs. One of those for instance was
training general practitioners to better understand working
with young people from refugee backgrounds. Another was
training and development for community health and refugee
health nurses to understand particularly the impact of
child refugee trauma in terms of children and their
families.
Q.
How prevalent are mental health issues among people of
refugee backgrounds?
A.
So, I'd like to talk about this, and we'd also like to
comment that refugees, as we saw this morning from George,
have overwhelmingly shown enormous courage and resilience
in surviving the horrors of war, of persecution, of human
rights abuses. And, just as the case would be for any
person who has gone through those challenges, the consensus
is that they have higher prevalence rates of mental health
disorders than the general population.
There have been many studies looking at the prevalence
rates of mental health problems in refugee populations, and
those prevalence rates vary quite significantly. Partly
the reason is that the refugee populations that they are
looking at vary, so they have different levels of exposure
to different sorts of stressors, different levels of
exposure to war, different levels of exposure to trauma,
different levels of support available to them, and also of
course the methodology of the studies and the measures they
use differ.
Overall, though, there's consensus that there's much
higher prevalence rates for refugee background people in
terms of mental health disorders. Would you like me to go
through some of the studies or is that -Q.
Perhaps in an Australian context, is there a study
that you can address?
A.
Yes. So, according to data from the Building a New
Life in Australia Longitudinal Study of Humanitarian
Entrants, recently arrived humanitarian entrants they found
were between about 31 per cent for women, 46 per cent for
.18/07/2019 (13)
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men - sorry, other way round - 31 per cent for men,
46 per cent for women, were classified as having moderate
to high risk of psychological distress in comparison to
what they quoted as 7 to 11 per cent in the Australian
population.
Q.
What about a recent Foundation House analysis?
A.
Our analysis of our own clients shows that when we've
done assessments, about 80 per cent or so of our clients
would have moderate-to-severe depressive symptoms; about
80 per cent would have moderate-to-severe anxiety symptoms;
and approximately 76 per cent would have significant
symptoms consistent with post-traumatic stress disorder or
acute stress disorders.
Q.
So, just bearing in mind those statistics, broadly
what is the level of engagement with the mental health
system as compared with the general population?
A.
So, while accurate data is lacking, the consensus is
that, while prevalence rates of mental health disorders are
much higher, use of services is in fact much lower than the
general population.
In terms of utilisation rates in Victoria, there isn't
data available specifically about refugee cohorts, but we
have reports from Victorian Transcultural Mental Health who
presented this morning, and we've heard that immigrant and
refugee communities have much lower rates of utilisation of
mental health services.
International studies, again not refugee specific,
also show lower utilisation rates of mental health services
than the general population.
Q.
One of the reference points in your statement is the
Victorian Auditor-General's report on child and youth
mental health, and you refer to certain findings that were
made. If you can provide the Commissioners with some
context for that.
A.
Sure. So, the Victorian Auditor-General Office's
report on child and youth mental health services which came
out in June 2019, reported that people who were born in
Southern Europe, Asia and the Indian subcontinent were
under-represented in child and youth mental health
services, and that young people from these regions risked
not accessing the mental health services they needed, and
the levels were really quite significantly different to the
.18/07/2019 (13)
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rest of the population.
When we've looked at that, what we know is that these
regions include countries from many refugee producing
countries. So, it includes places like Pakistan,
Afghanistan, Sri Lanka, Burma, now known as Myanmar, and
Thailand, and if these countries were under-represented
what we know is that there's going to be refugee
populations within that who were not showing up in child
and youth mental health services.
One of the difficulties is that they don't have data
on that, so it's impossible to actually see who are
refugees, who are actually of refugee background within the
mental health service because there's no data that
indicates that.
Q.
You also refer in your statement to another recent
study of Australian children?
A.
Yes. So, this study was based on parent surveys. It
was a sample size of 5,000 children between 8-13 years of
age. It showed that children from non-English speaking
backgrounds were the least likely to access mental health
services for emotional problems for their children. Again,
"refugee" is not identified, but what we would know really
from our experience is that refugees are even less likely
than that to access services.
Q.
Can I ask you about barriers for people of refugee
backgrounds to access and seek treatment within the mental
health system?
A.
Yes. So, in terms of barriers, what I'm thinking is
that this Commission has heard a lot about barriers to
access for the mental health service system, and all of
those barriers are the case for our clients also, so we
won't go into barriers that are more generalised that occur
for everybody, but we will focus very particularly on the
ones that are the case for our cohort.
One of the most important one of those is stigma, and
we've heard about that this morning from VTMH, and we heard
about that really powerfully from George as well. It's
reported in research by us, it's commented on by community
members frequently.
And I was struck by the evidence yesterday from Ro
Allen, Commissioner For Gender and Sexuality; she talked
.18/07/2019 (13)
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about stigma as a mark of disgrace that separates a person
from others. For me, it's a really powerful way of
thinking about stigma in the refugee cohort as well.
Community members have told us for instance that
they're unlikely - many members are unlikely to access a
service even if the words "mental health" are in the name
of that service, among many other things.
In terms of other barriers as well as stigma which is
very important, the concept of shame is another barrier.
For example, with young children for instance, families
might not want them to access mental health services, and
it might be an issue of stigma, but it's also a strong
issue of shame because those parents feel great shame, they
feel responsible for their children's problems, they feel
like they'll be blamed and judged for that.
Q.
What about fear of authority or of doctors?
A.
Sure, yes. This is another thing that's really
specific to the cohort of people who we provide services
to. So, fear is really strong. In some cases persons with
refugee background are afraid of doctors, they're afraid of
authority figures, and they do not trust them. In some
cases doctors have actually been part of the trauma that's
been perpetrated on them in their country of origin. It's
very important and it's really quite powerful.
Q.
What about some more, I guess, practical barriers in
terms of inability to travel?
A.
Sure. So, there's other much more general practical
things: there's lack of knowledge about the mental health
service system, there's other barriers to access such as
just inability to travel to the mental health service
system; previous negative experiences with the service
system; inflexible approaches to appointments, appointment
times, interpreter uses, all of those general practical
things.
Q.
What about some more quite specific barriers for, for
example, humanitarian entrants into Australia?
A.
So, these are quite particular. So, humanitarian
entrants who arrive on refugee backgrounds with permanent
residency, but in some cases they are still unlikely to
want to disclose their mental health issues. They fear
that it will be accessible to immigration authorities and
they fear that it might well hinder their applications for
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citizenship or hinder their capacity to support and sponsor
family from overseas to come to Australia.
In terms of asylum seekers as a separate cohort,
they're often also very reluctant to disclose mental health
issues, and often because of concern that it will be
accessed by immigration authorities, they will have access
to their files, and it will put at risk their visa status,
it will put at risk their applications for protection as
refugees.
Q.
Can I take you to the ways in which these barriers can
be addressed?
A.
Sure.
Q.
You say in your statement there are a number of ways,
and you then provide some examples. So, perhaps starting
with working with communities.
A.
Sure. So, working with communities is a really,
really key - it's a really key factor. With training and
support, people who are drawn from refugee and culturally
and linguistically diverse communities can effectively
bridge the gap between the communities and the service
providers.
It really involves work both with communities to build
understanding about mental health, to increase the
knowledge of services, to lessen stigma, and to build
trust. And, as well as work with communities, those
members, those community members, can also then work with
service providers to assist service providers to be more
responsive and more effective in the care that they provide
to refugee background people.
Q.
Could you just talk about the psychoeducation classes
that Foundation House holds?
A.
Sure. This is another way that we've found very
effectively can reduce the barriers. Again, it was
mentioned this morning: we hold psychoeducation classes for
new arrivals on an outreach base, we hold them in community
health centres, in TAFEs, in adult education programs, in
secondary schools, and they have a mental health promotion
approach. They help to de-stigmatise mental health. They
provide people with a way of really understanding and
unpacking the experiences that they've been having.
They also help parents better support and understand
.18/07/2019 (13)
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the experiences that their children are having and how to
better support them. As well as providing that information
and education to the members of the groups, what we've
found is then our partners, the TAFEs, the secondary
schools, the education providers we're partnering with then
become much more responsive to the rest of their cohort
that they're dealing with who might be from refugee
backgrounds.
Q.
And so, that's really seen as an ancillary benefit of
helping to capacity-build?
A.
Correct, it does.
Q.
One of the other ways in which barriers can be
addressed is that there are more outreach services: can you
just explain that, please?
A.
Sure. Outreach services are really important.
Centralised services just by their very nature have
significant barriers within them. So we do a lot of
outreach in the person's community, in their home, for
children for example in their schools, and those are needed
and the mainstream mental health services can do that too.
We do that often with clients who are newly arrived,
but also with many, many other clients, particularly for
example women who might find it very difficult to travel
and without an outreach service will not be able to access
the care and treatment that they need, and those sort of
barriers are often not well understood in mainstream mental
health.
Q.
One of the things that Foundation House does is to
collaborate with mental health providers. Can you just
explain that and perhaps provide an example of it?
A.
Sure. So, this has been really important.
Collaboration is really key, and it really points to the
need for both mainstream and specialist services in the
space. Foundation House collaborates with mental health
providers such as child and adolescent mental health
providers in Victoria, and this has really helped some of
our clients overcome stigma and access the treatment that
they need.
For example, we've got a partnership with the Royal
Children's mental health system, their clinicians come out
to our site in Dallas at Foundation House. It means that
our clients can have a child and adolescent mental health
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session with their trusted Foundation House counsellor,
together with the mental health clinician, but at our
service where the client is known and supported and
understands.
It really provides continuity of care for that client
and family, and it enables cross-fertilisation of the
skills between the Foundation House expertise and the
mainstream mental health expertise, and it means that
client is very genuinely then in the centre of that care
and can receive both services that they need without being
disrupted in their therapeutic engagement.
Q.
Do you find that to be an effective way of reducing
barriers?
A.
We've found that to be incredibly effective, and I can
say as well from my previous experience within mental
health, that was effective in other contexts as well. So,
for example, I remember being a mental health clinician and
providing primary consultation, for example, to a CASA,
Centre Against Sexual Assault; being referred to a teenage
girl with high suicidality, question marks about psychosis.
Instead of getting that teenage girl, who had a lovely
ongoing relationship with her counsellor, to come into the
mental health service, I went out, provided a consultation
with her and her family with the CASA counsellor, could
provide an assessment, provide an opinion, provide
reassurance about the suicidality, and then retreat and
provide secondary consultation if needed.
The advantage of that for the client is that their
therapeutic engagement is not interrupted and, at the same
time, the specialist mental health input that they need is
available, and from a mental health service system point of
view it's very efficient. That was two hours of time for a
mental health clinician, as opposed to receiving a
referral, interrupting the therapeutic engagement and
having another sort of client on the books in the mental
health service system that could be treated elsewhere.
Q.
I want to now ask you about the specific needs of
people with refugee background when engaging with the
mental health system. You say in your statement:
"Specific needs arise from the nature of
the mental health problem, including its
potential basis in the experience of trauma
.18/07/2019 (13)
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and associated stressors and interactions
with the mental health system."
Can I ask you about those two things one by one,
starting with the nature of the mental health problem?
A.
Sure. So, in terms of the nature of the mental health
problem, the key need in this respect is that, the
diagnostic process, the assessment of the person and the
subsequent care must be trauma-informed. And by that we
mean that they must enquire into and consider whether
trauma is at the basis of that mental health disorder or
maybe affecting recovery.
Q.
Sorry, can you provide some examples of that?
A.
Sure, I'm happy to. I'm aware of a trauma survivor,
for example, who was admitted to a public mental health
facility and treated for an eating disorder. She refused
to eat and was very close to dying. With our work, it
became evident, however, that in fact she did not have an
eating disorder, she had been forced to eat terrible things
in her country of origin as part of her torture experience,
and without that key piece of information there is no way
that mental health treatment could be effective for her.
So, evidence-based treatment we would understand for
eating disorders involves basically making the person eat,
because their brain is starving. In this case that was the
complete opposite of what would facilitate her recovery.
Q.
What about some other examples?
A.
Sure. As another example, I'm aware of a student, for
example at a school, who was referred on to mental health
services because he showed depressive symptoms. His
history wasn't initially taken in detail, and so, he was
treated for his depression in the mental health service
system, and it was only later discovered that this student
had lost both of his parents, and in fact he had seen his
mother blown up by a bomb in front of him.
This didn't come out immediately, as we heard from
George; these stories do not come out immediately if
they're not enquired into in a way which is culturally
responsive and in a way which really understands trauma at
a deep level.
Because this wasn't enquired into, the level of his
post-traumatic stress was not uncovered, and his loss of
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his parents was not uncovered until we became involved and
explored those issues in detail, and then we were able to
provide really effective care and support for him, for his
family, and also within the school system so that they
could better understand his needs.
As another example - examples are difficult but they
illustrate things really effectively.
Q.
Take your time. If it's too difficult we can move on
to the next topic.
A.
I'm aware of a woman who was treated for postnatal
depression in the mainstream mental health service, and she
was not making significant progress. What was uncovered
gradually was that she'd had the experience of a child in
her arms dying as a result of a bomb blast. Again, without
that being uncovered as part of her mental health
treatment, there is no way that mental health care could be
effective, and that was only uncovered using trauma-focused
treatment in a way that's culturally responsive, in a way
that understands some of the experiences that happen in
countries of origin.
Once that had been uncovered and that work was
underway, as well as supporting her effectively, the family
was able to be supported through this woman's further
pregnancy, the birth of her subsequent child, and the
attachment issues arising between her and her children was
addressed so that she no longer feared being close to her
children and the family system was strengthened.
And I would believe, understanding attachment and how
important that is in early childhood, that no doubt that's
contributed to the prevention or the amelioration of mental
health disorders in her children and then the ongoing
flowing effects of that into the second generation.
Q.
You also say that, based on Foundation House's study
into young people of refugee backgrounds using mental
health services, you found that some of those people found
it difficult to implement the advice that they were
provided by practitioners.
A.

Yes.

Q.
A.

Can you just expand on that?
That's really true. So, for example, in a
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consultation a young person said, the common advice given
is to undertake relaxation, relaxation can be extremely
effective, it's a common cognitive behavioural treatment
therapy. There is no way he could undertake relaxation
kind of therapies or visualisation script because he was
deeply anxious for his sister who was in hiding with
nothing to eat in his country of origin. So, without that
context, that advice around relaxation is going to be
patently ineffective.
Q.
You've talked earlier about some of the very specific
barriers in the context of the process that asylum seekers
might have to go through and their concerns about revealing
any kind of mental health issues they might be
experiencing. But there are also very distinctive
stressors for that group?
A.
There are. So, the asylum seeker process poses really
distinctive stressors in terms of the effects of protracted
detention and the really long processing times. And the
language of mental health disorders just is insufficient to
describe the powerlessness, the sense of hopelessness, the
shattering of assumptions that people have about human
decency that occur when people have had protracted and
long-term detention, whether that's offshore or onshore in
Australia.
There's a recent study - recent as in it's being
published this week or next week, I believe - looking at
self-harm rates in the asylum seeker cohort in Australia.
It's a national records-based study. What that study
highlights as best as they can estimate, is that, in the
asylum seeker cohort in community, rates of self-harm are
approximately four times what one would expect in the
general Australian population. For asylum seekers who are
in community detention, those rates are about 22 times what
one would expect in the general Australian population, and
for asylum seekers who are in detention, whether that's
offshore or onshore, the rates are between 46 and 216 times
more prevalent than they are in the general Australian
population.
Q.
Can you make that recent study available when it
becomes available?
A.
Sure. It's literally under publication now and I'm
happy to send that through.
Q.

Thank you.
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A.
I guess that goes to the effect that, particularly
with that asylum seeker cohort, whether in community or in
detention, without mental health professionals
understanding that context and the effects that it can
have, they really can't provide effective treatment, and
sometimes they just give really unhelpful advice.
They say things like, "Well, surely you can just go
and get this prescription", when the person might not have
access to the Pharmaceutical Benefits Scheme. They say
things like, "Well, you could go to the GP." Maybe that
person has a Medicare card, maybe they can't, maybe they
can't do that.
So there's a whole lot of things about that cohort
that mean, without specialist understanding of it, health
professionals, mental health professionals, can actually
add to the stressors by simply not understanding the very
real nature of the stressors that the asylum seekers are
experiencing.
There are other things, so for example, temporary
protection visa holders have also very specific stressors,
and one of those is that persons have no right to family
reunification, and we've all heard about the importance of
family and being connected to family.
Both of these groups, the asylum seeker cohort and
also the temporary protection visa cohort have recently
been highlighted by a study, a report literally out this
week by the Australian Human Rights Commission, it's called
Lives on Hold: The Legacy Caseload, and that's been
released this week.
Q.
What about the need for protective factors
particularly in the context of refugee backgrounds?
A.
Sure. So, we know that protective factors are really
important, and when we think about our work we understand
it in the context of a history of trauma and traumatic
events, the cultural factors at play and the risk and
protective factors that are available in the Australian
context.
So, protective factors are really important in terms
of mental health wellbeing and recovery from a mental
health illness, and this includes support from family
obviously and community. Those things are so important and
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sometimes they're lacking because of the experience the
people have had. Particularly parents if they have their
own experience of trauma, their capacity to then support
their children through those experiences and really wrap
that family up in nurturing and support can also be
affected.
Q.
Just on that, in terms of children and adolescents,
what about the need for a greater understanding of their
schooling, for example it might have been interrupted?
A.
Sure. Look, with respect to children, adolescents,
there's some very particular things also. So, it's
important for mental health providers to understand
schooling for this group is obviously often been extremely
impacted in their country of origin given significant years
of displacement and conflict. They may well have been
traumatised by events such as witnessing bombings,
witnessing family being killed, displacement and forced
separation from family.
There are barriers to participating successfully in
school in Australia. It includes parents' lack of
knowledge about the school system, and it also includes,
obviously, language difficulties and also includes
difficulties which arise in the school environment because
they're not adequately responding to the needs of those
students. That's certainly some of the work that
Foundation House does, is work in a whole-schools approach
to support schools to better respond to the needs of their
students who are from refugee backgrounds.
Q.
Before moving on to ask you about interaction with the
mental health system, can I just ask you to address the
recognition of complex trauma?
A.
Sure. So, the Commission has heard a little bit about
this. We've heard for example from David Forbes a few days
ago around the growing body of literature recognising
complex trauma, which describes the exposure to multiple
traumatic events, as well as the invasive interpersonal
nature of those traumatic events. The literature indicates
that the effects are wide-ranging and long-term and
multiple domains of functioning are affected. So, it
includes attachment issues, relationships, emotional
regulation, social skills, cognitive skills, identity
formation. And the effects of that complex trauma are
cumulative without protective factors also being at play:
for example, family and community supports, tailored
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interventions.
Q.
Can I move on then to ask you about interaction with
the mental health system. In your statement you say this:
"Trauma survivors are especially sensitive
to how they're treated."
Can you just expand on that?
A.
Sure. Trauma survivors definitely are particularly
sensitive to how they're treated, and we've heard that
evidence also from others. Treatments need to be
respective, respectful, they need to be culturally
responsive, and that really includes an understanding of
the conflicts involved in juggling two different cultures
and considering the culturally-based expectations about
mental health views and about treatment.
We heard about that really powerfully from George this
morning, and that relates not only to refugees but also
other populations, but yes, refugee trauma survivors are
very sensitive to how the system is treating them. And, if
it's not treating them in a way which provides a recovery
environment which is respectful, which promotes recovery,
then it may actually do harm.
Part of the harm that it can cause, for example, is if
people are not believed about the trauma that they've
experienced. So, when people experience traumatic events,
sometimes those events are outside the realm of the
counsellor or the clinician who they're talking with. This
clinician has never experienced something like that, they
find it difficult to imagine that this has occurred to
somebody and that can lead to feelings of disbelief in the
person who is telling the story, and that is the antithesis
of what will help promote recovery. In fact, it's really
harmful when that happens.
Q.

You say in your statement:
"There needs to be effective communication
between mental health professional and
persons with refugee backgrounds."

Can you just explain what that means?
A.
Sure. Effective communication means a whole lot of
things in terms of, particularly around mental health and
.18/07/2019 (13)
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the concepts involved which we heard about from VTMH this
morning, and at a very practical level it involves
qualified interpreters in a timely and routine way when
that's needed, and it also requires the translation of
health documents. So, it's quite common, for example, for
discharge summaries and other documentations around the
health information of a particular person to only be
provided in English.
And the other thing I guess to say, is that, this is
based on our experience, it's based on our experience in
Foundation House, it's also based on my experience from
within that mainstream mental health, but we don't have
data on it because data's not provided about, you know,
when was an interpreter required and not provided, we don't
have that information.
Q.
Can you give three examples
context?
A.
Sure. So, we describe this
Foundation House has provided to
community member whom Foundation
order to inform our work for the
I'll quote them:

of this in a real life
in our submission that
the Commission. A
House consulted in
Commission commented, and

"I know of someone in the community who was
discharged from hospital after treatment
for mental illness. The discharge plan was
only in English and the family was only
given 10 to 15 minutes explanation at the
hospital of what the patient needed at
home. There were no home visits once the
person returned home and the family really
struggled to manage. There was enormous
pressure and stress for all the family."
My interpretation of that enormous pressure and stress
is, that might be a bit of an underplay of what could have
been happening on discharge from an inpatient unit.
Q.
You also described a situation you're aware of, of a
woman who presented at the Emergency Department?
A.
Yes. So, we're also aware of a woman who presented at
an Emergency Department. She was highly distressed with
psychotic symptoms, a likely deteriorating mental state.
Her pre-arrival history included being raped and her
husband and son being captured. When she was finally
.18/07/2019 (13)
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assessed at the Emergency Department after several hours,
no appropriate interpreter was found, and at the very last
moment a male security guard was brought into that session
to act as an interpreter. I think it's fairly clear what
that involves in that situation.
Q.
And you give a final example.
A.
Another example, again a torture survivor who was
unwell, was highly distressed and required ambulance
transport to hospital for a mental health admission. So,
in that bundling into the ambulance situation, in the
absence of an appropriate interpreter, the ambulance
officers were trying to explain the process to this person
by shouting at them slowly, as a way of trying to get
across the cultural divide.
So, if we can imagine being shouted at in a language
that one does not understand, in the context of being
highly distressed, being bundled into an ambulance, this
would have been extraordinarily re-traumatising for this
person who had a history of torture and detention in their
country of origin.
Q.
Can I ask you now about how the mental health system
can change or improve its approach towards people with
refugee backgrounds?
A.
Sure. Foundation House has made some really specific
recommendations in this regard to assist the work of the
Commission in terms of our submission. I'm really happy to
summarise the key elements of those.
One of the important things that we've been discussing
and is important to note, is that, the things that we're
recommending are not only of benefit to the cohort of
refugee background people for whom we provide services;
they're also of benefit to culturally and linguistically
diverse communities more generally, and also to people who
have experienced traumatic events. So, all of these
recommendations, if they were fully implemented, would be
of benefit not only to our cohort, which it would make a
huge difference to, but also in fact to the vast majority
of Victorians who access the mental health system.
These include cohorts that are of a particular
interest to the Commission in terms of their terms of
reference, so includes young people in out-of-home care,
people who have experienced family violence, people who
.18/07/2019 (13)
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have experienced homelessness, all of those things.
In terms of our particular recommendations, the first
one of those is how important it is to work with
communities, and again, we've heard that this morning from
VTMH and some of the other submissions to the Commission.
So, we would propose that there needs to be recurrent
funding to train, employ, build the capacity of people from
refugee communities to develop and deliver programs that
reduce mental health stigma, that improves mental health
literacy in their communities, and then also to work with
service providers to enhance their responsiveness to those
communities.
Certainly, there was a lot of rich detail in the
evidence this morning from VTMH, and we would absolutely
heartily endorse all of that detail that they provided
around how to do that.
Q.
What about trauma-informed care?
A.
Sure. Trauma-informed care is critical.
Trauma-informed care is articulated at the moment in the
Victorian 10-year mental health care plan. However, my
experience within mental health and our observations of our
clients interacting with mental health is that it is not
implementing meaningfully in the mental health system, and
so that is really why we propose the development of a
standard for mental health services around trauma-informed
care and practice. That includes guidelines for the
implementation in a very detailed way and ways of
monitoring that this actually happens in terms of
compliance.
In terms of some of the particular - people talk about
trauma-informed care as this global kind of thing. We
would say that, in terms of knowing whether that is
actually in place, you need direct and anonymous feedback
from service users, from their families, and in particular
to include people from refugee backgrounds as part of that
feedback that you are getting about whether your services
are trauma-informed.
It means that the practice of mental health needs to
include things like specific queries or a checklist at the
triage process, in screening, particularly when a person is
identified as being from a refugee-producing country, which
.18/07/2019 (13)
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currently is not identified. It needs to include
diagnostic and assessment processes where respectful and
culturally responsive enquiry is made into the nature of
trauma that may have occurred.
It needs to include education and training of the
workforce, both clinical and administrative. It's often
the receptionist who is that first contact that makes one
of the biggest differences in terms of how someone accesses
mental health services.
And, when we talk about whether this will actually
happen, it needs systems to embed it into the requirements,
the policies and procedures of the mental health services
and to monitor and evaluate its implementation and
effectiveness in practice and to what degree it's then
affecting the outcomes of those people.
Q.
What about a framework for the delivery of mental
health services that embeds an acknowledgment of the
importance of the social determinants of health?
A.
Sure. So, this is also a very key factor and the
Commission has heard much about the social determinants of
health. Like others, when we were really reflecting on
this deeply in terms of our cohort, we suggest the
development of an intersectionality framework for the
mental health services that promotes responsiveness, the
multilayered diversities that occur within the Victorian
community, and takes into account the social determinants
of health.
If we did this, it would be consistent with the
reforms which have occurred within the family violence
sector, and it would provide a way to factor in and respond
to the diverse and the multilayered factors which intersect
for people and influence the course of their illness and
promote their recovery.
Q.
You also raise the importance of culturally competent
and responsive services?
A.
Yes. So, this again is incredibly important.
Culturally competent, culturally responsive services which
provide holistic care for people of a refugee background,
which are family-centred, and which really take into
account their family, their community and the context
within which they live.
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There's a multiplicity of things within this, and we
would again heartily endorse what the Victorian
Transcultural Mental Health said this morning about how to
do that in detail, and obviously at a very minimum this
includes easy, timely, routine access to appropriately
qualified and trained interpreters, and appropriate
translation of documents. Again, keeping in mind,
translating documents is a complex process and you really
need to think about how that is done and whether that's
done in a way that actually is meaningful.
Q.
What about funding of specialist services?
A.
So, the other thing that really seems extraordinarily
key is that, the funding for Victoria's mental health
service system and also its design needs to very explicitly
support the complementarity between specialist services on
the one hand and mainstream mental health services on the
other. I've provided some examples of how that
collaboration works in practice.
It means that you could have specialist services, for
example for torture and trauma like ourselves, for sexual
assault, for family violence, for LGBTIQ+ people, and that
those services can then get the mental health input and
support that they need when needed, and that mental health
can then get the consultation from those services about how
to better respond to the needs of those populations.
This also includes but isn't limited to building and
extending the capacity of community-based mental health
clinics. So, capacity around bulk billing psychiatrists is
really difficult and we've managed to do that within
Foundation House, although we always struggle to fund and
support it.
And, it also includes much better coordination of the
mental health service system with all the other service
systems as well, with schooling, education, housing, all of
those services as well so that people have a coordinated
system of care, not fragmented systems around them.
Q.
One of the other things you mention is that there
needs to be significantly strengthened data, monitoring,
reporting and governance to ensure effective implementation
and transparency.
A.
Look, this is really very important, and I notice that
data is in the terms of reference for the Commission, we've
.18/07/2019 (13)
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mentioned data. I commend the work of the Victorian
Auditor-General's Office to the Commission in terms of
their recent reports out in 2019 looking at child and youth
mental health services, looking at access more generally
within the mental health service system.
In my experience both within mainstream mental health
and outside it, we don't have the data to show what we're
doing in the mental health system in terms of access for
refugee background cohorts. It needs strong data, it needs
to be monitored, it needs to be reported against, and there
needs to be strong accountability that we're actually
achieving those things.
We mention in our submission, we look at some of the
data and we unpack it in detail, and when you look at some
of the outcomes, the data that's used is really - it's not
effective and it certainly does not include refugee
background people in that data.
Lastly, of course, is the importance of research. We
need to research what we're doing, we need to evaluate it.
When programs are funded, they need to include an
evaluation, a really comprehensive, thorough evaluation as
part of that funding, and it's critical to assessing
continuity of care and also the impacts of the reforms that
hopefully will happen as a result of this Commission.
We'd also like to conclude by saying that, some of
these terms that we've used - trauma-informed care,
cultural responsiveness, family-centred approaches - these
terms are well-known across the mental health landscape,
they're not new to anybody. But my experience working
within mainstream mental health, our experience at
Foundation House when we see the interactions of our
clients with mainstream mental health, is that these
practices are not embedded in what is happening in mental
health services: they're not embedded in the culture, in
the processes, in the systems.
Where those practices do exist, and we highlight some
really good pockets of really excellent practice, they only
occur because of the leadership of particular individuals
who are passionate about those things. They're not
statewide, they're not required, they're not monitored,
they're not accountable.
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One of the very key things we believe that will really
speak to the effectiveness of the work of this Royal
Commission will be to what extent the implementation of
recommendations are fully embedded in routine practice, and
what mechanisms are put in place to really ensure that what
is written in paper actually is experienced by clients who
access those services.
MS COGHLAN:
Thank you, Ms Scoullar.
Commissioners have any questions?
CHAIR:

Chair, do the

Professor Fels.

COMMISSIONER FELS:
Q. I just had one, and speaking of
data, do you have any information about the numbers in the
kind of catchment population you're talking about? I mean,
you've already said you don't know the rates of access, but
what proportion of the population have the background of
torture or trauma?
A.
That's a very good question. So, across Victoria I'm trying to think of the exact rates. It was written up
in a report recently, I can't remember the figure, but it
was thousands and thousands and thousands.
Q.
Maybe you could just send us a guesstimate?
A.
I'm happy to take that question on notice. I think
it's 40,000, 50,000 or so at a minimum, but I'm happy to
get back to you with an exact figure.
The thing that's difficult with that as well is that,
my recollection of that figure that I saw was possibly
humanitarian entrants in the last 5 to 10 years, and of
course there's people who have been here for 20 years or
for 30 years, and sometimes the impact of trauma doesn't
get unpacked until 20, 30 years down the track. So, I'm
not sure that we'd even know what the rate is, but I'm
happy to look into it.
CHAIR:
Q.
Ms Scoullar, I just have one other thing I'd
like to ask you about, and thank you very much for your
overview. You say in your statement, and really underscore
the importance of needing to deal with the issues of trauma
before you can put in place a good approach to recovery and
in mental health care.
I think your examples have illustrated why that's so
important, as was George's evidence this morning, and about
.18/07/2019 (13)
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the triggers that people experience.
I just wanted to have a sense of what good quality
mental health care then looks like in terms of intensity,
duration, elements of continuity of care. What do you
think is important for us when we're thinking about how to
provide a more effective response as needed on those
fronts?
A.
That's a really good question. One of the very key
things there you mention is continuity of care. So, the
challenge there is that, because the service system has
been fragmented, where someone enters the system or first
rings up isn't necessarily where they will get their care,
and then there's barriers at each point.
So, in terms of continuity of care, it's really
important. It's really difficult for people to access
help, to actually front up and say that they would like
help, and it's really important that that's done at the
outset.
In terms of the trauma-informed nature of it, one, we
need to get much better asking routine questions around
trauma histories, but if we do that it needs to be in a way
that is in an environment that is safe, that's respectful,
where that has been set up properly so that those questions
come across as respectful, routine kind of questions; it's
not an interrogation, it's not someone looking at a
checklist, even though they might have a checklist kind of
in their brain or in their notes.
And also an acknowledgment that sometimes - and George
kind of illustrated this - there were times that he could
not or was not in a space where he could unpack all of that
trauma, but to recover well and to be provided with an
appropriate service the person needed to be aware of it and
be provided services in a way that took that into account,
even where they weren't right now doing trauma-focused
exposure therapy, for instance, and that's really
important.
For example, with the person with an eating disorder
in hospital: you know, if she's in intensive care on a
drip, she's not right now going to be talking about trauma,
right, in terms of her torture experiences. But, if the
interactions of people around her realise that this might
have occurred and are less controlling, they provide her
.18/07/2019 (13)
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with more dignity, they give her choices: even the little
choices make a big difference.
And so, one of the things we do is really try and make
sure that all interactions with a client, with their
family, are the antithesis of what the trauma might have
provoked. So, instead of feeling humiliated, people are
feeling respected; instead of their relationships being
fragmented, we're working towards connection, so it's those
sorts of things.
But it's really quite complex and it's really quite
nuanced and it needs a lot of specialist kind of input and
consultation
Q.
So, you did mention earlier in your evidence about a
secondary consultation role you played with a survivor of
sexual abuse. How important is secondary consultation
given the sophisticated understanding of trauma that you're
describing as being required?
A.
Look, I think it's a really under-utilised thing
across mental health and across the service sector. I
think that, because mental health services has been so
underfunded and stretched and under so much pressure, when
people are in that, they get insular, we all just go back
to our little silos.
One, it's efficient, but it rarely provides that
opportunity. So, if we as Foundation House, a torture and
trauma expert, can go into mental health, we can provide a
consultation around someone who's had that experience, and
then provide secondary consultation to those clinicians
that mean that they have a much better understanding of
what might have occurred, that will help their treatment in
that service.
Similarly, if we're providing treatment to someone who
has experienced torture and trauma who has quite acute
mental health needs that we might not be best placed to
serve, we might be able to keep that client, provide an
ongoing relationship with that client if the mainstream
mental health service comes in and provides some
consultation to our counsellors around, okay, this isn't
psychosis, we agree with you, it looks more like it's a
dissociative episode, give us a call if you're not sure,
let us know if the mental state deteriorates, we'll come
back, and in that way you're attending to that medical
biological underpinning: is it psychosis? We don't want to
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miss that, but in a way that doesn't break up that
therapeutic relationship which is so important to recovery.
So, it just seems to me like a really underdone area
across mental health and across all of the other service
systems: primary consultations, secondary consultations and
partnerships between service providers. We talk about
wrapping services around clients, but we don't actually do
it very effectively except in very small pockets of
practice, but it's really effective.
MS COGHLAN:
excused?
CHAIR:

May the witness please be

Yes, thank you very much for your evidence.

<THE WITNESS WITHDREW
MS COGHLAN:
The next witness to be called is Adwin Town,
and I call him town.
<ADWIN TOWN, sworn and examined:

[12.48pm]

MS COGHLAN:
Q.
Thank you, Mr Town. You have made a
statement with the assistance of lawyers for the
Commission?
A.
Yes.
Q.
I tender that statement. [WIT.0001.0052.0001]
Mr Town, you were born in Shanghai and you were educated in
Hong Kong?
A.
Yes.
Q.
A.

You migrated to Australia in 1985?
1985.

Q.
You now work as a volunteer, as a senior migration
consultant?
A.
Yes. I start doing migration from 1981 from Hong
Kong.
Q.
In your role now, you help refugees and students and
other migrants to settle in Australia?
A.
Yes. So, right now I'm a migration agent and then I
help in the church as a pro bono service to help members of
the church, the community, refugees and many other people
who need help and cannot afford to do it.
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Q.
One of the things you do with the church is, you
manage the Praise Dance Group?
A.
Pardon?
Q.
A.

You are the manager of the Praise Dance Group?
Yes.

Q.
You are also a committee member of the Chinese
Association of Victoria?
A.
Yes. Chinese Association of Victoria, I'm the Public
Relations Officer, yes.
Q.
That association has over 1,200 members?
A.
Yes. We have over 1,200 members and a lot of
students, and we have a Chinese school, and we have a lot
of activities helping the community.
Q.
A.

The association is based in Wantirna?
Wantirna, No.8 Ashley Street.

Q.
Today you're giving evidence about your own opinions
of what you've seen in the Chinese community?
A.
Yes.
Q.
You're also a voluntary committee member of the
Multi-Cultural Commission Advisory Committee of the eastern
region?
A.
Yes, I'm the Advisory Committee of the eastern region
and the Multi-Cultural Commission.
Q.
Can I ask you about your knowledge of the attitudes
towards mental health in the Chinese community? I'm just
going to read you firstly a part of your statement and ask
you about that.
A.
Yes.
Q.

You say in your statement:
"I believe that many people in the Chinese
community do not have enough knowledge
about issues of mental health due to our
conservative culture."

A.
Correct. Chinese culture is very conservative, and
when you touch on the mental health issue a lot of people
really don't know what it is, how to deal with it, and
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where to seek the knowledge about handling it.
Q.

You say in your statement that:
"Many members of the Chinese community do
not even know what mental health problems
are and could not recognise the early signs
and symptoms of mental illness until a
person explodes."

A.
Yes. A lot of people, because of conservative, people
like to back up, don't want to touch it, because they don't
know what to do, and then, you know, they don't know where
to seek help. And sometimes they are afraid to talk about
it because, the moment they show that if they are having
some mental problem, people will treat them as abnormal or
back away and doesn't want to be friends with them, so they
are afraid of being isolated.
Q.
One of the things you say in your statement is that,
given that people do not want to disclose, that this can
mean that they don't get the help that they may need.
A.
I can't hear, sorry?
Q.
Sorry, I'll say that again.
you say in your statement -A.
Yes.

Q.
-- is that this conservative culture that you've
described often means that, when Chinese people have issues
with their mental health, they do not disclose them to
their friends and family or reach out for helplines.
A.
Yes. Because of the conservative nature of the
Chinese culture, their families, even themself, don't want
to be known as if they have some problem. Because, even
their family, when they saw their beloved one having some
problem, but you know, they don't know where to get help or
they don't want other people to know that their family
member have problems. Yes.
Q.
One of the other things you say in your statement, is
that:
"People in the Chinese community are much
more likely to seek advice about their
uneasiness and stress from community
leaders that they trust, such as pastors,
.18/07/2019 (13)
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youth leaders and teachers."
A.
Yes. I've been in the community work for a long time.
A lot of time some of the people, they come, they express
what they have in heart; they try to let us know what do
they feel, how they feel and the stress they have. And
then, a lot of time because of the trust to the community
leader, to the pastor and leaders, they tell them all about
it, you know, they're willing to tell and seek help from
all these sources, hoping that they can have a solution to
help them, right.
But, like pastor, they're not trained to handle mental
health. What the pastor and the community - we use love,
hope, comfort, we use prayer, we bring the family together,
we give them hope and try to soften up, you know, the
various problems they have. It is a complex problem:
sometimes family issue, children's issue, financial issue,
work issue, marriage issue, you know, all of these can
trigger and bring up this issue.
And then what I think is that, sometimes we need to instead of looking at the symptom and trying to suppress
it, and rather, how about bring in earlier and find out the
cause and through the contacts of the people, we sort of,
ah, there is some problem here, and then we try to work
with the community; you know, there are so many help, but a
lot of people doesn't know the clear path or the flowchart
way to get the help.
That is why, you know, I very sincerely hope that the
Royal Commission can give resources and some training to
people on the frontline. I call them frontline soldier:
pastor, youth leader, teachers, you know, community groups.
Because we, when we say, okay, there are courses that
we can go: wow, so expensive and it costs a lot of time.
So, people, a community leader, doesn't think that they
should spend time and money to learn mental health.
Because, if they are not going into the trade, they don't
want to learn it. They still sense it's important but
actually in their heart they want to learn, what is it, how
can it help? How can it help our community people if just
I know all these things and I can sense it and then, when I
sense it, I know I can find people who are expert in that
area to bring in to help together with the community leader
using, you know, hope, love, comfort, prayers, and medical
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solution.
Q.
And so, what you're talking about there, you've
described the frontline soldiers.
A.
Yes.
Q.
And those people being equipped with knowledge and the
ability to access further resources.
A.
Yes. Now, a frontline soldier, they don't want to be
a professional mental health helper, but they need to be
given an opportunity to learn what is mental health: how
can we sense when it happens, and where are the helplines
and what are the ways?
One area, you know, I also would suggest is, the
Chinese Medical Association have their way of looking at
mental health, and sometimes I look at it as, East meets
West, sometimes is a very good solution. Because sometimes
I see Western medical solution normally is dealing with the
symptom with drugs or whatever on suppression. And then
the way in Chinese medical way rather to have it a bit
released.
I have shown an example, for example, children having
high fever. Western medicine people used to put them into
icy water: oh, cold. They subdue the heat. Chinese
philosophy is to put a blanket on it, let the child to
sweat, and the heat comes out. The solution at the ending
is good: both the fever subdue, but what happens, you know.
I give another example. If you use a red hot iron, you put
to icy water: yes, cool down.
But if you put it in the windy way, let it cool down
naturally, it cool down. But the red hot iron that dip
into the icy water, you hit on it, it's brittle: that means
there are permanent damage in the material. What happened
to the children? What happened inside? You see, the
terminal problem that's inside will stay. That is why, why
not having a platform, let the Chinese Medicine Association
come in and then we talk about it and find something which
is helpful to both area, because ultimate benefactor is
what? Is the community, is the people. We open our mind
and let new ideas come in - well, at least we have
5,000 years of history of dealing on this, why not giving
it an option to the community one more chance. This is my
pledge to the Royal Commission. Thank you.
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Q.
Can I just ask you, just before we finish, in terms of
the solution that you may suggest for community leaders to
be educated in mental health first aid because that is
something that they would be prepared to accept because it
is something they can learn which is not expensive.
A.
True. You see, like mental health: we have mental
health diploma and all these things. Our community leader
look at it is that, I'm not going into mental health in the
profession, and, wow, so expensive, they don't want to
spend the time.
But mental health first aid, when you look at the
first aid: ah, people have the subconscious say, oh, it's
only touching the base knowing what it is, easy to adapt.
And I hope that the Royal Commission can be giving this
opportunity that mental health first aid courses can be
given to the community leader, pastor, teachers, even
gymnasium, you know, lecturer, swimming lecturer, because
they are the frontline soldier to the community, and they
can sense it.
If they can be equipped with the basic first aid
course mental health knowledge, once they saw it and they
know it, ah, they have some problem. Maybe, you know, I
find someone who is more professional: we work together,
even bring in the pastor, using love and help and hope. We
work together dealing at the core instead of dealing at the
basic problem/symptom.
Q.
Just one final question: you see that those people
could then understand what services are available and have
a way to refer people if they wanted to.
A.
Yes. Actually though through my career and that,
there are a lot of incidents - you know, I touch on, like
the refugee people. Australia hasn't had any amnesty for a
long time -Q.
Mr Town, sorry to cut you off. Can I ask you about
the flowchart of services?
A.
Yes, the flowchart, yes. Because there are so many
individual helplines, right, so suicide, gambling, drugs,
all these things, and everybody have their own school. And
the frontline soldier, we don't know, there's so many. So,
what we do is that we need a very simple flow line during
the first aid courses that after they learn the nature of
it and then indicating where to help, get help, then we can
immediately get help from those help groups and coming in,
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work together.

MS COGHLAN:
Thank you, Mr Town.
Commissioners have any questions?

Chair, do the

CHAIR:
Q.
Yes, I just have one. Thank you very much,
Mr Town, for your evidence and your witness statement. In
your introduction you talked about the role that your
community plays in supporting a wide variety of people,
including a lot of students.
A.
Yes.
Q.
A.

Including international students?
Yes.

Q.
Because we have heard in our consultations about some
of the challenges international students can face. Do you
think this sort of supportive frontline soldier work would
be effective for international students as well?
A.
International student come in, a lot of them first
time leaving their family. They don't know how to handle
themselves in life and mix up with a different culture, so
they rely on the same culture.
In China there is a saying, "If you are in stress, go
where the cross is, they will help you, and they will not
just looking to get money from you, they will really help
you from your heart." So that's why in church we have a
lot of, you know, international student coming in trying to
say, I've got problem in here, I've got problem in there,
that's why you know. Sometimes, if they suppress too long
and don't express it out, they lose hope, they will have
different kind of thinking.
Sometimes the distress may cause them to go to
gambling, go to drinking, go to drugs, and that is why I
said, you know, we start from the core. Sometimes it's a
very simple thing, but it triggers the wrong intention and
going into the wrong way.
CHAIR:

Thank you.

MS COGHLAN:
CHAIR:
today.

Yes.
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<THE WITNESS WITHDREW
MS COGHLAN:
lunch?
CHAIR:

Chair, is now a convenient time to break for

Yes.

Thank you very much, we're adjourned.

LUNCHEON ADJOURNMENT
UPON RESUMING AFTER LUNCH
MS COGHLAN:
The next piece of evidence that the
Commission will receive is a video submission of Kali
Paxinos. Now, she is in attendance today and it is
proposed that she will be sworn in and that the video
submission will then be played. I call her now.
<KALIOPE (KALI) PAXINOS, affirmed and examined:

[2.04pm]

MS COGHLAN:
Q.
Thank you, Mrs Paxinos. You've provided
a video submission to the Royal Commission?
A.
Yes, I did.
Q.

Thank you, I tender that. [SUB.0002.0029.0402]
We'll play that now. May I be seated?

CHAIR:

Yes.

(Video played)
"My name is Kali Paxinos. Yes, I've been
married for, oh, over 50 years, probably
60 years now. My husband has passed away,
but I have five children: two girls and
three boys and six grandchildren and a
great grandchild.
Well, I was born in Australia, but my
parents were from Greece. They came from
the island of Ulysses, the famous Ulysses,
called Ithaca, the island's called Ithaca.
They migrated to Australia. Dad came in
1915 when the Second World War had
started - oh no, it was the First World War
had started and married my mother in 1922.
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At first I wasn't involved with the
professional, they didn't invite me to be
part of that treatment program, but because
I was a person who wanted to find out
things, I went to a library which was run
at the time by what was called in those
days Schizophrenia Fellowship, it's now
Mental Illness Fellowship.
I went there to find material to read and
understand what this condition my son had,
because I didn't know anybody else, around
my circle anyway, who had a mental illness.
So, by going to this organisation, it
opened up many doors and, as time went on,
I learnt more and more.
One of the things that was so important was
how I had to handle the situation, how I
had to have understanding of how to speak
to my son when he was psychotic, for
example. These were new experiences and I
would suggest that not many people would
really know how to communicate with
somebody who's in a psychotic episode.
I just felt that the professional looking
after my son didn't ask any questions about
the incidence of how my family felt; they
didn't include them in that conversation
with me. They didn't ask to include the
rest of my family, for example, which I
think would have been a good idea in those
early days.
They have made big transitions in their
lives; a lot of them may come to family who
are already here and they can be
accommodated and have friendships, but a
lot of them come without anybody. After a
few years I met some of these women through
the work I was doing when I was working in
.18/07/2019 (13)
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mental health, and it was very interesting
that the actual fact of them coming to this
country without the language, without
people, without knowing anybody, without
partnerships was incredibly difficult for
them.
And out of that I met one particular lady
and she married and she had a baby, and the
hospital contacted me and they rang me and
they said, 'Look, she hasn't got anybody,
she hasn't got a mother, she hasn't got a
sister. The only one she talks about is
you, can you come and visit her' and I
remember going to visit her, and it was an
incredibly emotional experience for her to
see me as a mother figure, and I really
realised how many people in this world need
their mothers.
But I think, within the training of all our
professionals who are particularly working
in mental health, they really - I think
they really have to have a really increased
study program in the practical area of
understanding, because a lot of our people
are - they don't speak their English
language very well, they need an
interpreter when they're having discussions
together, so I think that area has to be
looked at very carefully and funded.
But one of the things I think that helped
these families was that I was a mother, and
whether they were parents or whether they
were the people with the illness, I think
that mothering figure was important. And I
can always remember one client came one
day, and he actually had a diagnosis of
mental illness, and he came to where I was
working at the Mental Illness Fellowship at
the time. It was time for a break, it was
nearly lunchtime and I was damn hungry. He
opened up his little violin case and he had
.18/07/2019 (13)

1290

K PAXINOS

Transcript produced by Epiq

1649

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

an apple and a banana in it, and he said,
'Would you like a banana?' So, I thought,
I can't say no, so we broke the banana in
half and we had half each. And I thought,
some people with these serious mental
illnesses are lonely people, they may not
have parents. I didn't know his
background, but sometimes they just wanted
you to do just normal, simple things. They
didn't want great big explanations of
theories about different things or
treatment, they just wanted that simple
feeling of being needed, and him giving me
a banana, to him was great, it was greatest
thing that ever happened to him I think.
And he started singing, and he had a
beautiful voice actually but who knows
where he is now. The Salvation Army had
sent him which lends me to think that he
may not have had a background of parents.
Firstly, they didn't understand what mental
illness was. They thought particularly,
they saw the behaviours, because mental
illness does create difficult behaviours in
most instances. So, because of that, they
often thought their people were bad people,
that they were influenced by people and
doing these things, or they were doing it
to annoy their mothers.
So, what they really were missing was to
understand how to communicate, and that's
one of the biggest issues in dealing with
people with mental illness, is how do you
communicate? So, professionals who are in
the field really need to be able to talk
with family and say to them, 'How about we
discuss how you have a conversation with
your person who has a mental illness',
particularly when they're going through the
psychotic episodes.
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I think, during the time that I was
involved with the mental health system,
which is quite a long time ago, 20 years
now, but we were able to have groups coming
together of carers, and I was working
within the system at that time, but
nowadays there are others who would be
working there, maybe could do the similar
things, whether they're doing them or not,
I don't know.
But we were arranging particular meetings
together with carers, with families, to
come and have a cup of tea and a scone, not
a great big professional way of doing
things, but a friendly meeting so that one
mother would meet another mother, there
would be a father who would meet another
lady. We'd have similar issues and we'd
talk about them and we weren't giving them
a totally professional way of doing things.
We would be giving them our experiences,
what worked with some of our families:
would it help you if you did a similar
thing? So it was all around the people who
cared for their family member who were
talking amongst each other.
I mean, they were such simple, ordinary
kind of things that needed to be discussed,
but you didn't need a professional answer,
it was just a common sense answer that you
would be doing in your own family home.
So, I think sometimes people/carers, need
to hear just those simple kind of ways of
helping their sick relative, because
they're living with them.
I think it's terribly important because,
once that father or mother and sisters,
whoever they were, came to me, the first
thing I would say to them, 'I'm Kali and I
have a son who has this particular illness,
so you can express yourself in any way
.18/07/2019 (13)
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you'd like. But talk, open up. If I can't
answer your question, I will tell you and
I'll refer you on to somebody who can give
you a more professional answer to it.'
And there were times when a few of them
would bring some papers that different
doctors or whatever gave them, and they
were written in quite medical ways. These
people, some of them didn't have much of an
education. I mean, the world is very
mixed, there are people educated, there are
others who are not, all sorts of - we get a
lot of migrants coming now with language
issues.
So, I said, as professionals you've got to
be very careful to understand that it's not
a disgrace to use a simpler word when
you're explaining something to people who
don't speak English very well.
I think in some ways some of the
professionals that I'd met at that time
felt that they had to keep their
professionalism in front, but I could see
that they weren't connecting with that sick
person, or the parents of them, and I think
that's such an important issue so that
mother or father, or even the patient them
self, leaves that room, knows exactly what
you were talking about.
Discuss with them the kinds of things that
are going to help their person in the home.
You're a professional, you know these
things, and most of them are mothers and
fathers anyway, yes. So, the point is, if
you can give them some of those practical
things that even you do.
Because a lot of us, when we have a person
of our own flesh and blood who's mentally we're at a loss how to help them, we want
them to be like they were before, but
.18/07/2019 (13)
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they're not like they were before, the
illness has changed them. So, we often
don't quite now how to respond to them.
So, when you have a professional who
understands that and can talk our language,
that simple - we're not clinical people,
we're ordinary people: some of us are a
little bit educated, some of us are not.
To really understand that the world isn't and they would have learned some of this in
their training anyway, but expand on it,
become a little bit - and the more
professional you are, the more you should
be able to bring yourself down to the level
of the people that you're serving.
Families would often say to me, 'Why didn't
the doctor listen to me? Why couldn't I
have said something?' Or, 'Maybe it's
because I don't speak English very well,
they didn't explain it.' Or, 'They didn't
bring the interpreter like I asked them to
because it costs money.'
I think, if you've experienced something
yourself you're able, or very likely able,
to do the same thing and help that person,
because you've experienced it. A
professional who hasn't actually
experienced the actual living with the
person - they've learnt it in the
professional way or the book form way, and
maybe they've had some experience because
they have to do some practical work as
well.
Mental illness is very different from
having a heart attack, or sore legs, or
whatever it might be.
I think mental illness is now a little bit
more acknowledged than it was when I first
.18/07/2019 (13)
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entered the system, but it's really
important that it is up on that top level,
because the understanding by the ordinary
people, most people who don't have mental
illness, they don't understand about it.
So, I think there needs to be a lot more
public education, and it could be done on
the film, it could be done on television,
it could be done by more articles written
maybe, in places where the ordinary Joe
Blow reads. It's good for people, for
professionals to read things to be written
in a professional way, but there's a group
of people in our community who for one
reason or another don't have that kind of
education, don't read those kinds of
articles in newspapers; they're the ones
that we need to access and to give that
simple way of talking and how to discuss
with people.
Maybe as we've been discussing I recall the
times when I first entered the system, and
I realised that a lot of the professionals
didn't always really understand the carer
role, the role of the parent in these
situations. So, it needed to be able to be
understood by the psychiatrist, or the
professionals in the system, that they deal
with the client in their rooms, but then
that client goes home but the illness
doesn't go away.
They shouldn't be excluded from anything.
I think everything that's available for
people with physical illness should be
available for people with mental illness as
well. This is a particular kind of
illness. These are physical problems that
should be regarded like a physical problem
and treatment given accordingly and
services be available for people to
understand what it is and for the doctors
and professionals who are working with the
.18/07/2019 (13)
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ill person to include the family.
That kindness and the compassion and to
help that person, whether you're the
psychiatrist or whether you're the case
manager, whoever you are that's within that
treatment team, if you don't show kindness
and compassion, you've lost your patient,
you're not treating them properly because,
with particularly mental illness,
medication sometimes isn't only the
solution.
Q.
Ms Paxinos, thank you for your insightful words.
Chair, do the Commissioners have any questions?
CHAIR:
Q.
Thank you very much Mrs Paxinos for your
presentation to us, it was very thoughtful and considered.
When you think about how you make sure that message of
compassion and care is given across the workforce, how do
you think we best train our professionals in doing that?
A.
I think it's important for them to have access to
people like myself, for example, to go into the
universities. I know I was invited quite a few times to go
to universities and just give my - what I was talking about
on the tape here. But I think a lot more should be done to
explain to the professionals those elements that come from
these illnesses that they need how to actually communicate.
There's a simplicity that can be profound, and
sometimes - because I've witnessed quite a few times when
professionals have actually spoken to me, and I don't have
qualifications, I didn't go to university, so I don't have
that upper level of understanding maybe. Nowadays as I
grow older I understand more things, but the point is that
sometimes, if you get the professional who get themselves
to that level, bring themselves to that level of the person
who's sitting in the chair opposite them, they're not
pulling themselves down.
I think that's the greatest intelligence of all of a
professional, to be able to bring their language down so
that person can understand what you're really saying.
Because there have been many, many times when I've spoken
to families after they've seen the professionals and they
say, "What did he say, Kali?" Or, "What did she say?" And
.18/07/2019 (13)
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at first I couldn't quite put it together, but now that I'm
this old they're beginning to come through and say, "No, it
shouldn't have been done like that."
CHAIR:
That's a very important message I think for us all
to hear. Thank you very much, and thank you especially for
coming and being with us here today.
MS COGHLAN:
excused?
CHAIR:

May Mrs Paxinos please be

Yes, thank you Mrs Paxinos.

<THE WITNESS WITHDREW
MS COGHLAN:
The next witness to be called this afternoon
is Marie Piu.
<MARIE PIU, affirmed and examined:

[2.23pm]

MS COGHLAN:
Q.
You've made a statement with the
assistance of lawyers for the Commission?
A.
Yes.
Q.
I tender that statement. [WIT.0001.0054.0001] I'll
just ask you to speak into the microphone just so we can
hear you. Thank you. You're a registered psychologist and
have worked in community and clinical mental health, union,
police and management consulting sectors?
A.
Yes, that's right.
Q.
Can you please describe your current role and
responsibilities as CEO of Tandem?
A.
Yes, I'm currently the Chief Executive Officer of
Tandem, which is the peak body for mental health carers in
Victoria. I have 12 staff and we predominantly work across
systematic and individual advocacy. We also administer the
Carer Support Fund which supports carers across Victoria,
and we also run NDIS support, and engagement activities
across the state.
Q.
Today you will be talking about carers generally and
their experiences with the mental health system and the way
things can be improved, but you're also going to address
the challenges faced by members of the CALD community?
A.
That's right.
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Q.
I'm just going to focus first of all on carers more
generally and then come to the specific topic.
So, what roles are carers and families assuming in
caring for people with mental health issues?
A.
Carers and families in many instances are de facto
case managers, they're financial managers, they're property
experts, or they try to be, trying to find housing; trying
to deal with all of the socio-cultural issues that a person
with mental health issues faces. And, carers can be any
age: I guess we can go from childhood right through to
twilight years, and when we look at Kali, perfect example.
It crosses all the socio-economic barriers, it crosses all
of the educational barriers, the metropolitan and rural.
I guess the one distinct feature of mental health
carers that they talk about and that is covered in the
literature, is about 67 per cent approximately of the
support is actually emotional support, which is quite
distinct in mental health as opposed to other illnesses or
disabilities.
Q.
What can you say about data from the economic value of
caring?
A.
Sure. Well, I can tell you that, in that particular
study commissioned by Mind and done by the University of
Queensland, it's probably our strongest piece of solid
evidence that talks to the caring experience for mental
health carers. It's known in that study that 21.7 per cent
of those carers provide care to at least one other person
with another disability type; that about 15 per cent are
under 25 years of age; that about nearly 50 per cent have
been caring for 10 years or more; that about 39 per cent of
carers are not in the labour force; and that the care
recipient is most commonly a spouse or partner, about
45 per cent, or child at 31.8 per cent; and, that
25 per cent of care recipients are aged between 1 and
24 years.
Q.
What currently happens when a person living with
mental health issues does not have family or carers to
support them?
A.
This is a real complexity, because many people find
themselves without the supports because, as we've seen and
with the advent of the NDIS, if someone doesn't qualify for
NDIS supports, they basically don't have the community
supports that were once there because of the decommission
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that's occurred in Victoria, and I'm speaking specifically
to the Victorian situation, so often they can fall into
homelessness; they may end up being incarcerated for very
minor offences as a result of their mental health issues,
and in fact may end up unfortunately taking their own
lives.
Q.
How will changes to Victoria's changing population,
particularly age, impact on this?
A.
It has a massive impact because some of the carers
that we've spoken to have been carers since they were
children, but are now in their senior years and are looking
to retirement.
I've spoken to many parents who have had to sell
property, cash in their superannuation to try to buy a
property so that their child does not become homeless.
They've been fortunate to be able to do that, many people
can't do that.
So we have a situation where people are - you have
intergenerational caring going on, so it just follows
people throughout their lives, and without any supports,
and if the person doesn't access NDIS in particular - and
we're still watching that all evolve - but particularly for
those that don't access NDIS, it's really unclear where
that support's going to be able come from.
Q.
From your experiences at Tandem, what are the impacts
on family members and carers caring for someone who
experiences mental health issues?
A.
There's a myriad of experiences of emotion that occur.
There's the distress and the guilt, there's the fear,
there's that sense of being abandoned, there's the fear
that if they speak up no-one will listen, but there's also
the stigma around talking about mental health issues.
There are a myriad of issues that impact on people,
but I think that the emotions are very mixed, because they
want to be able to do their best, but they don't feel that
they are identified in the mental health system and
supported, so they're not given the tools to be able to
assist, and inadvertently sometimes they may do something
that may not actually be helpful, but there's no way of
knowing that at the time. So they're sort of thrust into
this situation that no-one's prepared for, without any
tools, and they just muddle along as best they can, so I
.18/07/2019 (13)

1658

1299

M PIU (Ms Coghlan)

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

2019 public hearings

think that's something that really needs addressing.
Q.
What do families and carers of people living with
mental health issues report that they need - what they need
to support their loved ones, what do they report that they
need?
A.
I think first of all they need to be identified at
point of first contact. Well, first of all they need to be
able to access services. If we take a step right back, the
number of calls we get at Tandem of people who are
desperately trying to find a door that will open. The
other day I described it as a game of snakes and ladders.
A carer said to me that's so accurate, because you think
you've gone in the right door, and then all of a sudden you
find it's slammed shut.
And when you do get in the door you're often excluded
from information. So, you may have a family member, and
sometimes services use privacy and confidentiality as a
reason not to communicate with family members, and it seems
counter-intuitive that what ends up happening is that
someone may be discharged from hospital without anybody
being contacted. And I hear this in the country
particularly. You're hundreds of kilometres away from
anywhere, someone's been discharged, the family haven't
been notified, so they can't go and pick up the person, the
person is discharged to homelessness and in danger to
themselves, so this is something that families really
struggle with.
So I think that identification of families
point of contact, and then provision of support
information on what might be helpful with their
member, and also some support for the person to
their caring role.

at first
and
family
continue in

Because the reality is that, when you love someone who
has a mental health issue, you are there whether - it's by
default: I mean, you want to help, so what you're looking
for is some tools, you're looking for some guidance and
some support, and that seems to be very inconsistent and
based on the individual person or clinician they might come
across rather than a systematic provision.
Q.
What about a lack of investment in carers?
A.
I think that the investment in carers particularly at
the moment is really uncertain. There's been announcements
.18/07/2019 (13)
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of investment, but from what we're hearing there are less
and less carer support services available, support groups
are closing. We've had calls this week that there are
going to be services all closing by the end of the year due
to changes in funding.
So it seems that less and less there are services that
people can turn to, so that's something that we hear about
all the time. We've been told, no, I'm sorry but we can't
support you any more because the NDIS has come in, the NDIS
is based on the individual and the individual's needs. So
that, we're spending a lot of time in our team assisting
people to have conversations around plans because there are
no supports put in place holistically; it's all very much
based on the individual, and that doesn't take into account
all of these informal supports that actually need to be in
place for the person to actually be able to live a
fulfilling life.
Q.
In what ways, and you've touched on some, but in what
ways are current services and arrangements meeting, or not,
those needs and what could be done to better meet carers'
needs?
A.
Again, we need a consistent approach, we need a
compassionate approach. One of the things that people talk
to us about is a lack of kindness and compassion, and when
they talk about that what they're talking about is that
they feel the staff doesn't have time, doesn't have time to
sit with someone in distress, and that could be a consumer
or their family member who comes in and is put into an
absolutely difficult situation, they can't even anticipate
where that's going to go, but they don't have the time to
sit with them in that distress, and so therefore there's no
opportunity to engage and to form a relationship, and those
are the things that people really comment on a lot. And
that's about the system being so stretched that people are
not able to do that work.
So, you hear amazing examples of individual clinicians
who do this work, there are pockets of services that do
this work, but there's no consistency across the system.
People talk about a postcode lottery, perhaps that's
the case, but I do think that it's more than that, I think
we need to really address it as a system.
Q.

One of the things you say in your statement, you refer
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to:
"A new fit for purpose system based on
compassion and contemporary thinking."
A.
Yes, that's right. And when I talk about contemporary
thinking, what I'm talking about there is not just
providing the current environment that we have which is
seen as very punitive, so people talk very much about
feeling as though their family member's been punished for
having a mental health issue because the use of seclusion
and restraint are really prevalent, and so, families are
very distressed to see that that's the first response to
someone in distress rather than having the time to sit with
someone in distress and unpack that distress.
If you look at contemporary models around the world,
we look at things like open dialogue and single session
family consultation and other models that we've articulated
in our submission, it's time I think that we need to think
more broadly and not just have a very pure biomedical
approach - and it's not just us saying that, I think that
staff are saying that, consumers are saying that, so I
think that we're very united in that approach.
Q.

You say in your statement:
"In order to fix Victoria's mental health
system, we need to ensure that all services
are safe, inclusive, fair and funded."

Can you address those points one-by-one, the first is
safe?
A.
Sure. By "safe" we talk about that use of seclusion
and restraint in particular as not being a first port of
call. The other thing is that staff need to work in a safe
environment as well, so we need to think about the
wellbeing of staff and we need to support staff to be able
to do the work that they do. And families need to feel
safe to express themselves in the mental health system.
They don't currently feel that they can, they're worried
about saying things because if they do they feel there will
be repercussions perhaps on their family member, so this is
a situation that we need to address.
When I talk about inclusive I guess we're talking
about identifying and supporting families in the whole
.18/07/2019 (13)
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journey, so from the beginning. And when I talk about
family I don't talk about just blood relations, I'm talking
about family of choice. For people from marginalised
communities, for the LGBTI community and so on, it may be
community - for Aboriginal community it's much broader and
other multi-cultural communities. It's about people that
are there that they can identify that can support them and
be there on the journey, but those people need to not just
be identified but they need to be informed and supported
and included in the process.
Then when I talk about "fair": again, it shouldn't
matter where you live or how much money you have. So, it
shouldn't matter whether I live in Toorak or whether I live
in Broadmeadows, and I use those two as polar opposites, we
should be able to get the same treatment.
And also public and private. So, we have a situation
at the moment where we've got public mental health system,
some people are entering private thinking they might get
better treatment. That isn't always the case. But the
reality is that, one, in this system in the state of
Victoria, we should know that if we go to a public hospital
for care, it doesn't matter whether we have cancer, mental
health or we have diabetes, we're going to get the same
standard of care, so that's very important.
I think also that services need to be tailored to
cultural needs; they need to be culturally safe. So,
Aboriginal people need to feel culturally safe in our
system, multi-cultural refugee communities need to know
that they're going to be considered in the sociocultural
context that they live, and that sort of thing is again not
consistent.
Then when I talk about funded, we are so far behind in
Victoria, and my heart breaks when I think about the fact
that we were leaders in the country a few years ago, and
now we really have a long way to go. I've heard examples
recently about New South Wales being better than us in a
number of places - that really breaks my heart.
But in all seriousness, we need to be at least at a
par with the rest of the country, and I don't know how we
ended up in this position, and I'm sure that we have the
political will now and we have this Commission, so this
gives us hope that somebody's listening and understanding
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that, without adequate investment, we can't provide a safe
and inclusive and fair mental health system, we just can't
do it, it needs money, it needs investment.
Q.
You've already mentioned compassion generally, and
compassion in care, but one of the other factors that you
raise in your statement is the idea of compassionate
leadership. So, can you just address that, please?
A.
Sure. I guess that when I talk about compassionate
leadership, it's really about the leadership of - well,
it's government, it's service leadership that are actually
leading by example, and they're actually providing an
environment that supports staff to take the time with those
in distress.
It actually values that. So we hear stories that
staff are being told, "You need to get back to your real
work" when they're sitting with someone. We've actually
had people say they've been told that, they've got to go
back to their paperwork. That is something that needs to
be supported by leadership. Leadership needs to say, no,
primarily we're here to sit with people in distress and to
assist them on their recovery journey and that's about
taking the time. It's not about watching our clocks, and
saying, five minutes, we've got to get on.
So I think, if that leadership doesn't come from both
government - and I believe it is here in government at the
moment or we wouldn't be sitting in a Royal Commission down to the leaders of all of the services. And that goes
with clinical and community services, because I think
community mental health services that have existed for a
long time and that have been founded by family members in
the main have been forced to go into this economic
rationalist world and the NDIS world which has changed the
way they deliver services and families are feeling that.
So I think we need to think about that and we need to
think about what the repercussions of this is, and we need
to think, what is it at the core of what we're trying to
deliver that's important.
Q.
Can I move on to ask you some specific questions about
culturally and linguistically diverse communities?
A.
Sure.
Q.

Firstly, what impact do language and cultural barriers

.18/07/2019 (13)

1304

M PIU (Ms Coghlan)

Transcript produced by Epiq

1663

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

have on family members and carers looking after someone
living with a mental illness?
A.
They have major impacts, and I think we heard Kali
speak beautifully about it and also the pastor earlier, and
Foundation House and so on. I think one of the things we
need to remember, it's not just about the words, it's not
just about language and having an interpreter.
Though, one of the reasons I was really keen to talk
about this issue is that I hear that they're still not
routinely provided and I think that's a major
transgression. But language is not just about words, it's
about the meaning and it's about how we understand mental
health and wellbeing.
Explanatory models of illness around the world are
very different: some people believe that somebody's unwell
because of spirit possession; somebody might believe it's
the evil eye. It's about staff understanding that, you
don't have to agree with that, but you do need to
acknowledge that that belief is there and you need to work
with that, you need to engage with people who come from
very different world views. And be respectful of those,
but I think our system needs to be more flexible so it can
use a number of different platforms in order to engage with
those families and actually assist them to seek help.
I think there is a lot of stigma, but I don't think
it's unique to multi-cultural families, but I think that
where there's a fear that perhaps someone in the family
won't be marriageable as a result of admitting that there's
mental illness in the family, that can be a huge barrier.
We've heard of people sending children particularly or
siblings overseas to be married, with a hope that perhaps
by getting married overseas that the illness will go away.
Or that they'll have someone to come back and actually look
after them when they're unwell because parents are ageing
and they're really concerned about that. So, there are a
whole lot of things that come with that.
But there's also role definition, and sometimes
services or service staff don't understand that there's a
particular person in the family that they should be
engaging with because that's the appropriate person to use
as a conduit. And it doesn't mean that it's a patriarchal
context, it just might mean that it's the best way forward
.18/07/2019 (13)
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with putting a treatment plan together.
So there's a lot of complexity, but it's just about
engaging as human beings and unpacking the cultural
formulation that, you know, Arthur Kleinman originally
wrote, and that's in the DSM 5, it's very powerful. I
don't believe, I hear, it isn't routinely used. But if
that was used all the time, we would be able to understand
what people think is happening, why they think it started,
what they think might help, and I think that would be very,
very useful.
Q.
How do mental health services provide culturally
appropriate services at the moment, in your experience?
A.
So, my experience and from what we hear, it's hit and
miss. So, there are some very good programs, there are
cultural portfolio holders that VTMH manages, there used to
be a lot more bilingual case managers working in the
system; a lot of those are not funded any more.
So, I think that it depends on the service and on the
individual clinician. My understanding is that
interpreters are not generally and regularly necessarily
booked. There's a concern about funding. Translated
materials are not necessarily readily available and
something that we're looking at, to look at whether we can
assist with that process of looking at information for
families that is translated.
So, my understanding is that there are pockets of good
practice, but it's very - again, I don't know if it's
postcode lottery or service lottery, but we can't hand on
heart say that, if you walk into any mental health service
from a particular background, you're actually going to be
able to access culturally safe and inclusive and
appropriate services.
Q.
Can I just move to a different topic now, and that's
in relation to additional challenges that might be faced by
young carers, and what your recommendations are for how
their needs could be better met?
A.
So, I think particularly where there are children or
young people involved - and we know there are programs such
as FaPMI who have presented here - but what we're talking
about is that, routinely working with the person and their
family means that those children and young people can be
supported.
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Those children, particularly in the multi-cultural
context, we may have a situation where a child is used as
an interpreter which can be very damaging and very
inappropriate. Those sorts of things aren't perhaps
thought about very clearly but those are the kinds of
things we need to be mindful of.
I have heard of young people where their parents are
separated or divorced, and the young people don't live with
the parent with the mental health issue and are being
totally excluded from processes. So, staff not actually
being aware that there are children that are living with
the other parent, but they're still living with all the
anxieties and the fears and the hypervigilance that comes
from having a parent with a mental health issue, and really
being worried about what's going on and what the trajectory
is going to be and being scared of the phone ringing.
So, those are particular things that have been brought
to our attention that I think are really important, so I
think it's about identifying and working with the whole and
with the whole family, and thinking about the fact that
some of these children can be at school and be unlikely
to either - they might struggle to concentrate, they might
go to school - and unless they're identified in the school
environment, there may not be an explanation as to why
they're not completing their tasks, why they're not
concentrating. But a lot of that is to do with the fact
that they haven't been able to focus as a result of what's
happening around them, and they can't articulate it, or
they feel they don't have permission to articulate it, and
so they're very alone and they're very hidden.
So I think that working across education, but I think
from child maternal health, picking up families at a very
early stage in kindergarten and school going through right,
and work across with mental health services and also
primary health services, so GPs, is really critical because
otherwise we're going to continue to miss these young
people who are vulnerable and are less likely to complete
their education or gain ongoing employment.
Q.
One of the things you talk about in your statement is
other jurisdictions, for example in the United Kingdom,
where the young carers are acknowledged and supported?
A.
Absolutely, there's legislation around it, there's
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lots of programs, there are hundreds of programs that are
available. I think that it's something that we really need
to look at here, because we're talking about the future,
we're talking about people who - as I said, some of the
carers we talk to now are getting elderly, but they've been
carers their whole lives, they've given up careers.
We've got lots of examples of people who have got to a
point and thought, I can't do this any more, I don't have
enough hours in the day to be able to do the caring because
there's nobody else to support me and also maintain my
career, so they've let their careers go. And that impacts
on their future security and their ability to be able to
function in the community. And they sometimes feel
embarrassed about that too because they feel like they're
failing, they're failing as professionals because they
can't continue in their roles, but then they also fear that
they're failing the person that they're supporting and
they're failing the community because they're not able to
keep working.
I think if we provide that support with people as
young as possible and we identify them as young as
possible, we can give them the chance to have a positive
outlook on life, and to maintain hope. Hope's been
mentioned here today before. One of the first things that
goes is a sense of hope.
MS COGHLAN:
Thank you. Chair, the next part of these
hearings will be the subject of a non-publication order.
CHAIR: But perhaps before we go to that, could we just ask
one question about that general evidence?
MS COGHLAN:

Yes.

CHAIR:
Q.
We heard early, Ms Piu, from other witnesses
in the course of these hearings about the responsibilities
of young carers, and in particular on one of our other days
we heard about a young carer taking on that role for a very
long time before they were even advised they might be
eligible for some financial support.
From your reflections and the experience of Tandem,
how good are we at identifying those carers, and
particularly young carers, who might be eligible for
support and care that they just simply don't receive?
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A.
I think that we're getting better at it. We
administer the carer support fund and some of that fund,
and we assisted 3,400 people last year in Victoria, some of
those people that are assisted are young carers, so they're
children who may not otherwise be able to go to camp or
attend an after-school activity that might assist them in
their caring role. It might also be with practical things
that assist the family and allow them to continue to be
kids.
Because one of the things that I'm fearful of is that
they can't be kids, they've got this responsibility that
they've taken on, because they've got no option, there's
nobody to help them do that job, so they become the parent.
And so, the carer support fund that we've been running has
been running for 10 years but we haven't had an increase in
that fund for 10 years, so we're only able to help people
to a certain point.
And again, I think that it's about the service and
identifying those children and young carers and ensuring
that they actually identify that they can be assisted
through programs like the carer support fund. But
certainly, I don't remember us ever knocking back a
provision or an application for a young person, and they do
come through, but again, it's about whether the staff even
are aware. So, if you have a split family, they may not
know that the consumer they're working with has kids living
with another parent who are perhaps missing out.
So, I think joining those dots is something we need to
get a little bit better at.
THE CHAIR:

I will now make the order.

The Royal Commission has made an order that prohibits
the publication of part of Marie Piu's evidence to the
Royal Commission. A copy of this order has been placed
next to the door of the hearing room.
It is ordered that publication of the hearing of Marie
Piu's oral evidence to the Royal Commission from this
point on until she is excused is prohibited.
I would like to remind all persons present, including
the media, that any information or evidence that Ms Piu now
provides to the Commission in her oral evidence cannot be
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published.
The hearing of the remainder of her evidence today
will be limited to the people attending the hearing. For
those watching on the live stream, this portion of the
hearing today will not be streamed.
I now ask that the live stream be cut.
(Live stream cut.)
(CONFIDENTIAL SESSION FOLLOWS)
MS COGHLAN:
Q.
Ms Piu, can I ask you some questions
about your personal experiences as a carer for your mother.
A.
Sure.
Q.
First of all, can you tell us where your parents were
born?
A.
My parents were born in Italy.
Q.
If I can take you then to being 7 years of age, and if
you can just describe the occasion when your mum was first
admitted to a psychiatric institution.
A.
I remember that at the time mum was put into a
psychiatric institution, and I think it might have been
Windermere, it was in Kew, I remember it was at the top of
a hill, and she was with a lot of other people that were
very distressed, so there were a lot of people screaming,
and I remember going in there as a child and the particular
ward was a place of - there was a lot of noise and it was a
distressing sort of place to be. My brother was very
scared, I remember.
Q.
How old was your brother compared to you at that time?
A.
He was five years younger than me, so he would have
been going on to 2 to 3.
Q.
And, you talk in your statement about the things that
your mother experienced?
A.
Sorry?
Q.
You talk in your statement about the things that your
mother experienced at that time?
A.
Yes. My mother talked about being treated like an
animal, being held against her will, having ECT without
anaesthesia, and I remember her - she's talked to me
.18/07/2019 (13)
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for years about the taste of rubber in her teeth, that she
revisits from time to time as a result of that treatment,
and that they didn't listen to her or they wouldn't listen
to her.
My father certainly said that no-one explained
anything. They imposed treatment but they didn't actually
explain what was happening, and he was completely out of
his depth. He was a labourer, you know, a welder, and he
felt that he didn't have the right to ask questions because
he wasn't educated, so what would he know? So, all he knew
was that his wife was suddenly unwell, and we think it was
postnatal depression when we reflect on it, but we don't
really know, and she was having psychotic episodes at the
time.
Q.

You say this in your statement:
"My mum's delusions were mostly about my
father."

Could you just talk about that?
A.
Sure. A lot of my mother's delusions were about my
father trying to kill her. There are a lot of delusions
that were sexually based that she felt that he was talking
publicly about her, that he was transmitting information
about her and talking to the extended family and spreading
lies about her. So she'd talk about that all the time, so
that was something that was a very constant in our
repertoire at home.
I think over time we just assumed that dad was as bad
as, you know, she made him out to be. He did get quite
violent, and particularly with me, but I think on
reflection when I think about it, I think he was really
frustrated, he didn't know what to do. And so, because he
wasn't getting any information, he'd just get angry and so
he'd take it out on me, and be quite emotionally abusive to
my mother.
So, he would treat her as though she was stupid and he
would speak to her very disrespectfully, and I think that
was something that was very hard to watch, but also that I
felt like I started to get permission to do myself as I
grew up, and that was very hard for me to reflect on when I
got a little bit older, because I realised that we were all
falling into that trap because no-one was explaining what
.18/07/2019 (13)
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was going on.
Part of that is language and culture as well. So,
there was - I don't remember an interpreter ever being
called. I talk in my statement about being asked to
translate or interpret delusional things that were really
distressing, you know, particularly things that were sexual
in nature that I didn't even understand, or just messages
about my dad which were very difficult to sort of come to
terms with.
Q.
A.

Were you being asked to do that when you're a child?
Yeah.

Q.
You talk about that your brother and you as children
were completely overlooked: can you just explain that?
A.
I think I remember when we went for instance to visit
mum, so after she went to, I think it was Windermere, to
Larundel, we'd go there to visit and my brother would be so
scared he wouldn't wanna go in, and I would try to distract
him with different things.
But it was really frightening because there were so
many people, and it felt very noisy and very disruptive,
but nobody ever asked us about how we were, or didn't even
talk to us. I don't remember anybody ever asking us our
name or talking to us.
Being five years older than my brother, I very much
took on the mothering role from an early age, and I guess I
felt it was my job to protect him from all of the bad
stuff. I didn't want him to hear stuff or see stuff,
because I'd watch him, and he started to show signs that he
was responding: he started to blink really badly and
respond, so we had to get him into kinder really quickly
and get him away from mum so that he wouldn't continue to
develop - when I say "away from mum", for some of the day,
because otherwise he was constantly seeing behaviour that
was affecting him as well. So, it was a strange
experience.
Q.
You talk about being in your mid-teens and your
brother was 10 years old, and that he managed to sort of
stay under your father's radar, but you did not?
A.
Yes.
Q.

You also talk about, that there was a person in the
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family who could have been a point of contact for mental
health services, as like a family advocate, if you like:
could you just explain that?
A.
Sure. My mother's brother, when I was really young,
had gone to finish his PhD, but when he came back to
Australia, he was very much - he was looked up to and
respected by the family because, you know, he was a
professor, he had knowledge. My mother comes from a family
where education is very important.
My father wasn't educated, but he would have looked to
Uncle Frank if he'd been given the information, he would
have trusted his judgment. Nobody ever asked about
involving anybody else in the family. My dad wouldn't have
asked because he was too proud, so my father is very old
school, very proud and would not ask anybody for help,
under any circumstances because it would be a sign of
weakness.
So, had someone actually enquired and looked to other
options, maybe my uncle could have helped. My uncle did
help in some ways with me, in that he knew that I was
interested in French, and he'd teach me French, and he I
guess instilled a love of learning in me. But he didn't
understand mental illness and didn't know what was going on
with his sister, and he was just excluded, and I don't know
that he would have tried because dad would have probably
been very fiercely guarding what was going on in our little
nucleus.
But we were lucky, and that's where I think culture
can be really helpful. The extended family still - I
always knew that we were loved and supported, we always had
support from the extended family, but we didn't talk about
what was going on with mum, so we were luckier than a lot
of other kids, because I grew up knowing that I had all
these aunts and uncles who actually cared about us, but
they wouldn't interfere with what was going on.
So, had the services been able to actually have an
engaged conversation with the broader family, we may have
come to a different point. We'll never know, but it wasn't
offered.
Q.
You talk about a time in your early 20s where you
raised concerns with a psychiatrist, and what response did
you receive at that time?
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A.
I was very lucky at that time because psychiatrists
had been pretty exclusionary, and one of the memories that
stays with me really strongly was when I was really young,
was that a psychiatrist actually told me that it was my
fault that my mother was ill, and that stayed with me for
decades.
I remember though that this particular psychiatrist
was quite open, and my mother was taking Haloperidol and
had extremely bad Parkinsonian shakes and I was really
worried about her. Because we'd gone through years
and years of her being almost comatose from certain
medications and it had taken a lot of effort to try and get
those changed. So trying to get in the door and have a
conversation was very difficult. And as a child it's very
difficult to know what to do to get that done because, you
know, you don't have the power to ask the questions.
So, when I went to him and I said, look, this is
really ridiculous, she is so bad, and she agreed that it
was so bad, it reminded me of Katherine Hepburn in her
older age, it was so bad, and she was still a young woman
at that time. He actually looked at it and we did change
the medication and the shakes became far less. I mean, of
course now she lives with severe tardive dyskinesia and
very bad shakes and it's affecting her mobility because she
was on so many very powerful psychotropic medications.
I think had perhaps we had the language and the
experience and the knowledge to ask questions along the
way, perhaps we could have intervened earlier and stopped
those medications. But we didn't know that these
medications were poisonous, literally.
And even though they might have helped with one aspect
of her behaviour, they were actually having other effects.
Nobody really talked to us or explained it. That was a
really good outcome, that was a turning point for me, and
that particular psychiatrist is a very good psychiatrist,
and we were pretty blessed that we had him in mum's life at
that time.
Q.
You've talked about how your mum is now physically.
How is she in terms of her mental health?
A.
She's actually really good. In fact, I dropped in to
see her this morning to reassure myself, and she was
actually really happy and she was off to exercise class,
.18/07/2019 (13)
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and she made me laugh because she was quite excited.
She lives in a residential facility that's culturally
appropriate, and she does a whole lot of things that give
her meaning. So, she has a religious practice, she plays
bingo, she does all sorts of activities that actually make
sense to her.
When she gets overloaded with
she tends to be - she's quite shy,
like her daughter - she has a room
her room and she puts videos on or
she enjoys and can take time out.

So, even though recently we were trying to get her a
bed in a private hospital, because my mother was one of
those people at 65 that was automatically discharged to
private, and even though that was a good thing for us
because when she was afterwards admitted to other private
hospitals we always knew she felt safe because she could
have a gender-segregated corridor, and she liked the
aesthetics, and my mother is immaculately groomed, and for
her aesthetics are very important, so the Melbourne Clinic
or Delmont or whatever were really good.
But now that she's elderly I found that because she
needs personal care attendance everyday, it's been over a
month, five weeks, and they haven't been able to find her a
bed to go in and have a review because they don't have
those facilities in those hospitals.
So it makes me wonder, I've been told that the public
system actually does have that, but she was discharged to
private automatically at the time. And I guess you wonder,
well, what's supposed to happen when you're elderly? She's
84, and she has all of the physical sort of issues that
come. She's actually very fortunate, she doesn't have high
blood pressure, heart disease, diabetes, nothing. But all
of her health issues are around the result of the use of
psychotropic medication.
So it saddens me that it's hard to get a bed even
though we're paying private health insurance, and she can
go, it's just that they can't find her a bed, so.
This morning I wonder whether she even needed it any
more because five weeks later - and her sister died earlier
.18/07/2019 (13)
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this year who had early onset dementia, and I actually
think she deteriorated as a result of knowing her baby
sister, who had been a very big support to her, had died.
I think now it seems like she's a few weeks down the track
and she's settling in and this morning she looked like a
different person: she was so pleased and so happy, and that
means that I don't have to be as hypervigilant as I had to
be for most of my life, being fearful of whether she was
safe, or whether something would go wrong, and so, I think
there's a lot to be said for people having somewhere to
live that's really supportive. And I know not all aged
care facilities are that way, but we're fortunate that her
experience is a really positive one.
Q.
One of the things you said in your evidence earlier
was that you don't ever remember an interpreter being
offered in the course of contact with the mental health
system. Another observation you make in your statement is
that:
"In the nearly 20 years since she was
automatically discharged from the public
system [which you've spoken about, you say]
I have had to insist on translated and
validated assessment instruments."
Can you just tell the Commissioners about that?
A.
Sure. One of the issues has been that when you're
doing an assessment, whether it's a mini mental state
assessment or whether you're assessing someone generally
for mental health purposes, you need to use a validator
that's actually appropriate. So, when you need to use a
translated instrument it needs to be a validated
instrument.
One of the interesting things I found, I guess because
I'd worked in the field, I understood all of this and I was
able to find a psychiatrist at one stage that understood
and was an expert in these things and we took mum to her,
but she'd been placed in hospitals where they were doing
assessments of her mental state without translated and
validated instruments, and I've had to ask questions and
say, where's the interpreter? Where's the validated
instrument? What's happening here? And they looked at me
blankly, they didn't know what I was talking about.
So I think that there's a real lack of understanding
.18/07/2019 (13)
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that, as I said before, it's not just about words, it's
about meaning. And if we're using tools to assess people,
whether they're young or whether they're old, they need to
be validated instruments, particularly if they're in
another language.
I also suspect that when it comes to perhaps
Aboriginal community and so on, they need to be in simple
English so that they actually make sense to the person.
So, I think that seems to be an issue that continues to be
a challenge. I've heard that it's a recent challenge, and
it's one of the reasons I wanted to give evidence, was that
I thought that these things might have been fixed, but I'm
hearing that these things are continuing.
So they really are distressing to me because, how do
you actually know what someone's going through and what
treatment, what recovery plan they need, if you're actually
not even assessing them using appropriate tools? We
wouldn't do that in any other mechanism, would we? So I
don't understand why in mental health we think it's okay to
just make guesses as to what someone's mental state might
be.
Q.

You say in your statement that:
"Language and culture are key to keeping
mum well."

Could you just expand on that?
A.
I guess that I particularly think that finding an aged
care facility where - mum originally went for respite, so
we were really worried about her, we didn't know what we
were going to go. She agreed to go for respite to where
she's living now, and unbeknownst to us, and my mother
surprises us constantly, she negotiated to actually stay.
So, she went to see the staff and found out there was a
vacancy and before we knew it my mother had arranged that
she was moving in, and we were selling her unit, and that
was that.
So she constantly surprises me, which is amazing
because it shows that she's capable of making significant
decisions. Since her divorce she's shown us she's able to
make these decisions many times over but she never had the
power to do that years before.
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But one of the interesting things is, if she wasn't in
a culturally appropriate aged care facility, she wouldn't
feel comfortable in the way that she does. Because the
food, she complains about it all the time, but it is food
that she recognises. And she can talk to people and she
can go in and out of English and her language because
that's what happens to her sometimes. She might get
muddled, and she has the benefit of being able to speak
either language. Not all the staff do speak her language,
but she finds them very kind. A lot of the staff are
actually from other cultures.
She actually relates to that and she likes that, and
they're very kind to her, and she talks about the kindness
and the compassion and the time. And so, I think that's a
really key factor. It's not just about the language, it's
about, you know, all of those practices that we take for
granted, and I think I had taken for granted until mum went
in there.
And I realised that living in her own unit by herself
for those years, even though we were going in and providing
her all that support and she went out to the occasional
group, she used to talk about loneliness and how lonely she
felt, and I don't think we really appreciated what that was
like for her. Because we couldn't fulfil all of her needs,
even though we were dropping in and out and bringing our
kids and all of that. That intense loneliness that you can
have living in your own unit and feeling like you're on
your own, suddenly was lifted when she moved into her
current living arrangement, so I think that's really
critical.
Q.
Thank you, Marie. Do you have anything that you'd
like to say, just in conclusion?
A.
No, I don't think so, I think I probably said enough,
unless I missed something, I think that's fine.
MS COGHLAN:
questions?

Chair, do the Commissioners have any

CHAIR:
Q.
Yes, I have two things I wanted to take up
with you, Marie, thank you very much. The first one was
that issue of the use of interpreters. We've heard about
that a lot, heard even today about a security guard having
to come and be an interpreter, and from even your own
experience of being a young child being called upon to do
.18/07/2019 (13)
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that and the distress caused.
When you think about the future, from your observation
is it largely a financial impediment to this greater access
in use of interpreters or do you think there's something
else in the mental health system that we need to be
conscious of?
A.
Look, I don't think it's as simple as financial.
Services I know are provided, they're supposed to be
provided with a budget that allows them to call
interpreters for the population that they serve. There are
communities, smaller communities where interpreters are not
easy to find. There are people who are concerned about
discussing issues within a small and tight-knit community
and I certainly had that experience in my working life.
But there are also situations where people don't
understand the importance of actually being able to, as I
said, whether it's an assessment or whether it's just
engaging with the person, actually being able to speak to
them in their language of origin is huge, it's just so
important.
And even if the person speaks some English, there will
be words that are used in a mental health context that
won't be understood without an interpreter.
First of all I think it needs to be mandated that an
interpreter be used, particularly for major assessments. I
think the assessment issue - and validated instruments I
think are just as important. Because if we're using an
interpreter and we're relying on an interpreter without
mental health training to basically translate an instrument
that isn't validated, we're not going to be able to serve
our population adequately.
I think the latest figure is 24.6 per cent of
Victorians speak a language other than English at home now,
so that's pretty big.
Q.
The other point I just wanted to touch on is, you very
eloquently summarised the issue of hypervigilance amongst
carers and that very, very strong sense of obligation to
keep their loved one safe and well. We've heard a lot also
about that toll of hypervigilance on carers and family
members over time.
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If you reflect on what would be helpful to better
assist carers and family members engaged in that so they
have, I guess, a more proportionate view about their
responsibilities, is there anything you think in our future
design we need to be very conscious of in relation to that?
A.
I think it is about reassuring people about their
reactions, whether they're children or they're adults, that
their response, the emotions that they feel are normal,
they're normal responses to an abnormal situation. I don't
know that that routinely happens, I think that's a first
step.
And also, we've heard a lot about children being given
the tools to advocate, and whilst I agree that we need to
provide people with tools, I think children should be able
to be children, and I think that we don't want to rob their
childhood from them. I reflect that, for a lot of people I remember my friends saying "just go out, what are you
worried about? You need to live your own life", and they
didn't understand the amount of pressure that you feel when
you're in that situation to maintain that person's
wellness, and you feel that you are completely and totally
responsible for that wellbeing of that person.
So part of that is about that interaction with the
system and those supports being offered, and some of the
programs that are already starting to be offered that I
think are being expanded out.
But I think first and foremost, it is about kindness
and reassurance, that what you're experiencing is normal in
your situation, it's okay; it's alright to be scared, it's
alright to be distressed, so that you don't carry that all
the time because otherwise it becomes a lifelong pattern
and for some people leads to their own mental health issues
and we're seeing that more and more with carers.
CHAIR:
Thank you very much. Thank you very much for both
your professional advice to the Commission in terms of your
role at Tandem and your personal journey.
MS COGHLAN:
CHAIR:

Thank you, Chair.

May Marie be excused?

Yes, thank you very much.

<THE WITNESS WITHDREW
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MS COGHLAN:

AT 3.20PM THE COMMISSION WAS ADJOURNED TO
FRIDAY, 19 JULY 2019 AT 10.00AM
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MS COGHLAN:
Good morning, Chair; good morning
Commissioners. Today's evidence relates to the topic of
community resilience. It is important to consider this in
the context of the broader terms of reference that the
Commission must consider. Prevention of mental illness and
improving mental health outcomes are raised in those terms.
In considering that, the Commission's inquiry's not
limited to looking at the clinical system or the mental
health system as it may conventionally be understood.
Community resilience can be a protective factor; it may be
important for young people, marginalised communities, or
those collectively facing a crisis. You will hear evidence
about each of these areas.
During community consultations, the importance of
building resilience and promoting good mental health was a
common theme. Factors that negatively impact community
mental health were identified, including financial
stressors, social isolation and loneliness.
Bullying, particularly online bullying, as well as
stigma and discrimination, particularly for minority
groups, were also identified as negatively impacting
community mental health.
There were also several programs and services that
were identified as contributing positively to community
mental health. For example, Men's Sheds, community houses,
community arts programs, sporting clubs, youth mentors and
volunteering opportunities. What these programs have in
common is that they provide a safe space that fosters
social connectedness and a dialogue.
Through submissions, the Commission heard that people
are disconnected from each other. There needs to be an
increase in ways people get together.
In the course of the evidence today there will be a
focus on innovative or novel ideas, including the way
technology can be used to promote community resilience.
You will hear from Greg McMahon, who is the Executive
Principal of Hallam Senior College and the Strategic
Director of Doveton College. He has been an educator for
37 years. Mr McMahon will speak about his experience
supporting the mental health of young people at school and
.19/07/2019 (14)
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implementing programs at school relating to the mental
health of young people, but also supporting the broader
community.
Mr McMahon has a particular experience in programs
known as Our Place at Doveton College and the
implementation of the Berry Street Education Model.
You will hear from Emma King, the Chief Executive
Officer of the Victorian Council of Social Service, or
VCOSS. In the context of her professional experience,
Ms King will address why certain communities in Victoria
have or are at greater risk of having poor mental health,
including the impact of socio-economic status and
disadvantage.
Ms King will address the importance of early
intervention and what might be done to ensure efforts are
responsive to the Victorian community, including examples
of interlinked, well connected and coordinated services.
Matiu Bush is the Founder of One Good Street and
Deputy Director of the Health Transformation Lab at RMIT.
One Good Street is a neighbourhood social networking site
that aims to reduce loneliness and isolation in older
people. He will talk about One Good Street and what it
does and also other technological measures that promote
connectedness for older people, all the while bearing in
mind that face-to-face contact is where real connectedness
lies.
Jane Anderson is a Latrobe Health Advocate, a role
which provides independent advice to the Victorian
Government on behalf of Latrobe Valley communities on
system and policy issues affecting their health and
wellbeing. It was a role established in response to the
Hazelwood Mine Fire Inquiries. In her evidence she will
address the resilience her community has demonstrated.
Ms Anderson will also convey the experience of the
Latrobe Valley community in relation to mental health, with
a focus on how certain interventions in the Latrobe Valley
might also be effective in other places in Victoria.
Finally, you will hear from Professor Helen
Christensen, she is the Director and Chief Scientist at the
Black Dog Institute. She is also a Professor of mental
.19/07/2019 (14)
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health in the Faculty of Medicine at the University of New
South Wales. The Black Dog Institute is an independent
medical research institute focused exclusively on mental
ill-health across the life-span.
Professor Christensen will set out Black Dog's
research programs, how it undertakes randomised control
trials, how it applies the results of those trials and how,
in particular, it implements interventions in schools.
Professor Christensen has particular expertise in e-Mental
health and will describe a number of innovative programs
which the Black Dog Institute is delivering by way of
electronic platforms.
I propose to call the first witness now.
McMahon.
<GREG MCMAHON, affirmed and examined:

[10.08am]

MS COGHLAN:
Q.
Mr McMahon, you've provided a statement
to the Royal Commission?
A.
I did.
Q.
I tender that statement. [WIT.0003.0008.0001] You are
the Executive Principal of Hallam Senior College?
A.
That's correct.
Q.
A.

You are also the Senior Director at Doveton College?
Correct.

Q.
You were the Executive Principal at Doveton College
from 2014-2019?
A.
Correct.
Q.
A.

You've been an educator for 37 years?
A long time.

Q.
Focusing on your time at Doveton College as the
principal, but also as the Strategic Director now, can you
just explain what your role is as Strategic Director?
A.
A Strategic Director is building on the relationship
between the school and all what we'd call the wrap-around
services. So, if you go back to what we all went through,
you had a school that opened at 9 o'clock and closed at
3.30. But at Doveton it's not that: we open at 7 in the
morning, we close late at night. Within the school
environment we have a community hub, if you like, that has
.19/07/2019 (14)
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all these add-on elements: so, Early Learning, Play Groups,
Maternal and Child Health, you've got services, Outreach
Services, you've got an Early Learning, High Quality
Learning Centre, and then you've got Adult Learning as well
plus Men of Doveton, Women of Doveton, so there are so many
other elements that are wrapped around the school.
Q.
In terms of Doveton College itself, it opened in 2012?
A.
The first full implementation was 2013 but it opened
at 2012, yes, but they added on another element in the
next year.
Q.
It opened in response to the closure of four local
schools in the area?
A.
At one stage Doveton itself had six, but at that stage
it was down to four, and they therefore closed and one
school was built. It was part of the regeneration program
within Victoria; similar things happened in Broadmeadows,
for instance.
Q.
When was the model called Our Place first adopted?
A.
It was never called Our Place. It was adopted by the
way our parents started to refer to the model; it was their
place, and so Julius Colman, who's the Foundation
philanthropic backer of the college, said "that's what we
need to be known as". So, it became Our Place, it couldn't
be the Doveton model going out to other places, it had to
have something else, and "Our Place" just resonated with us
all.
Q.
I'll come to ask you about Our Place model at Doveton,
but I'll just ask you about this first. One other model,
if you like, that was implemented in 2015 was the Berry
Street Education Model?
A.
Correct.
Q.
I'll ask you more about that later. So, you've talked
about what Doveton College does differently to other
schools. Can I just take you to a particular passage in
your statement and then ask you about it. You say at
paragraph 13?
A.
"Doveton College seeks to support, foster
and develop opportunities for all members
of the Doveton community, including
children, young people and adults."
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So, can you just expand on that as a concept?
A.
The best way I define it is, I grew up in the country,
a place called Werrimull. Go to Mildura, turn left, if you
hit the South Australian border you've gone too far, the
furthest school from Melbourne. The school is everything
to the community. But in places like Melbourne, the school
is the school: has big fences and basically says, drop your
kids, come back at 3.30 and pick them up.
In a place like Doveton that could never work because
what you had was parents who had never been successful at
school, or were off boats, out of Manus Island, places like
that. So we had significant disadvantage. The barrier to
entry for these people was the front door. And so we as a
community said we have to reshape what that's about.
Research said, in Toronto and in places like England,
things had to change if you're going to change the
opportunities for disadvantaged communities. And so, this
is Julius Colman's philosophy, implemented by June
McLoughlin, Shannon, and the team out there of the Our
Place team.
So if you look at it, it's a place-based initiative,
the school is the place. It is taking disadvantaged
communities where the postcode has determined outcomes. If
you go back to the Jesuit 2015 study, you'll see those
postcodes have never shifted: Doveton's always been in, if
you like, the league ladder of disadvantage.
What the school became was the community centre, it
was the add-on hubs that were built around it, and it's not
a significant build. It became the centre of, if you like,
what we would see as the opportunities for children,
families and communities to flourish because they had the
opportunities and they had the confidence to come into it.
And it was built around these five components: high
quality schools - non-negotiable; high quality Early
Learning and the Early Years wrap-around services such as
Maternal and Child Health, Play Groups; out-of-school,
after school activities for young people, and I'll give you
an example: when I first got to Doveton, 7 per cent of
young people did anything after hours, 7 per cent.
Now, my parents were taxi drivers, took us to sport,
music, everything. My previous school at Parkdale,
.19/07/2019 (14)
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basically kids did everything after hours, middle-class
aspirants, but they, 7 per cent. By bringing in after
school opportunities we've got it to nearly 70 to
80 per cent of take-up.
Then you had, for instance, all the wrap-around health
and wellbeing services that were required, both allied
health and health, and then you had the Adult Learning
Volunteer Programs and After School Men and Women of
Doveton Programs, so it's a whole range of things being
added on to the central spoke, if you like, of the school.
Q.
Can I just ask you to focus on what you said about the
medical and allied health services. What you're saying is
that those services actually exist in the school setting?
A.
Yes.
Q.
And that includes a paediatrician?
A.
It does. I'll give you the rationale behind it.
Young people have to be school ready, and school ready
means they can't walk in with a back pack of disadvantage
on their back if they're going to have an opportunity to
learn, but many of our kids did, up to 50 per cent. And
so, one of those big issues was diagnosis, understanding
what were the issues behind them: it could have been
cognitive, it could have been social/emotional, it could
have been physical, it could have just been a cultural
issue.
So, when we saw the number of students, and when I
arrived at Doveton there were about 15 students on the
program for disabilities, and when I looked around I'm
saying, this can't be right, but there was no diagnosis of
it. Our parents would not go to paediatricians. Why? You
have to book in, there was a gap in payments, you had to
travel, there are all these barriers.
So we said, there's the barrier, find the solution.
And the solution was Monash Health with their paediatric
fellows came in, and we said, but we need a diagnosis and
they can't do that because they have to refer it to another
paediatrician to get that, we went and got our own
paediatrician. And so, she's in the school, we have a GP
in the school, and that GP is in every fortnight with a
nurse. The paediatrician's in every fortnight. We refer
on and we get the diagnosis, and it's cost the school a
small amount of money to do that.
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The big advantage is, the parents do not need to go
anywhere, they come to a place they're comfortable in, the
school, and it's organised by my wellbeing team led by
Amara Miles.
Q.
You say in your statement that, as well as the
paediatric service, there's also Child and Maternal Health,
GPs, nursing, occupational therapy, speech pathology,
psychology, podiatry, physiotherapy and social worker
services?
A.
Yes.
Q.
In addition to that, you've got social workers and
psychologists actually directly employed by the school?
A.
Yes, we operate four within our team, but if you like
there's the department team as well, what's called the
SSSO. We have a speech pathologist and a psychologist
there; two days a week for the psychologist and one day a
week, speech pathologist. Then we have the Monash Health
who have a community need to be out in the community and
what they do is provide other services for us; we provide
the location and the clientele.
Q.
You say in your statement that Doveton College has 650
students?
A.
Yes, well, that varies every day, I can guarantee you,
we enrol every day.
Q.
A.

And that's from prep to Year 9?
Correct.

Q.
And you have 75 children, roughly, in your Early
Learning Centre?
A.
At any day, 110 over the week, yep.
Q.
One of the things you say in your statement is that
parents are free to stay at the school all day.
A.
Yes.
Q.
Can you elaborate on that?
A.
Yes, so if you walk into Doveton the first thing
you'll walk into is a welcoming environment, so the
receptionist, two receptionists, one of our receptionists
speaks seven languages, so straight away one of the
barriers of communication is broken down. Within that we
have a coffee lounge and we have our engagement officers
.19/07/2019 (14)
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from the Our Place team, two of them.
A parent walks in and they want to enrol or they want
to look at a program, straight away our engagement officers
engage them, and so, they can do their - we've got a series
of computers, they can do their bills on, they can do their
reference - sorry -Q.
CV.
A.
CVs and things like that, so a whole range of things
and it's really about that social interaction for a start,
building the confidence and where they feel confident to
come into the school and spend time.
The only place they can't go into is a classroom
unless they're a volunteer and gone through all the
training that comes with that. But they can spend that
time in that area or they can take up Adult Learning, 200
mums learnt last year, or they can go into the other
programs that are taking place like the Play Groups and I
think the video later will show some of that.
Q.
We'll get to that in a moment. I just want to ask you
a couple more questions. You've touched briefly on the
demographics of the community and the student population,
and in your statement at paragraph 16 you say :
"We have a diverse and often vulnerable
student population."
A.

Yes.

Q.
Can you expand on that a little bit more?
A.
Okay, within Doveton you've got a number of
components, the school component is 650 young people from
prep through to Year 9, then you've got your Early Learning
component, then you've got your wrap-around services.
So, to give you an example, basically if you go
through the testing, a significant number of our students
have either one or two vulnerabilities under the AEDC
testing, and it is about three times - when we first
started it was about 50 per cent of kids had nearly two. I
might be slightly wrong on that but it was close to it,
significant, over and above.
Basically, we've got 52 nationalities I think, so
.19/07/2019 (14)
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multiple languages. We've got about a 30 per cent mobility
in the school on a regular basis, and we enrol and
dis-enrol every day. We've got significant trauma in the
school for a whole range of reasons, and then you've got
people through the Department of Human Services, there are
approximately 100 active cases at any time.
The Department of Human Services are basically at the
school everyday for some reason: whether it's case
management or picking up clients or other things. At any
time we will have somewhere between 20 and 30 in
out-of-home care, and these are young people less than
15 years old, so some of them have never been with their
parents. So, yes, really significant trauma and
disadvantage and complex, very complex.
Q.
One of the things you mentioned was the idea of, I
think you've said, a higher level of mobility?
A.
Yes.
Q.
A.

And that's because it's a high rental zone?
Yes.

Q.
So that you have people enrolling and then unenrolling
frequently?
A.
Yes. So, to give you an example I was talking to Deb
Gibson, the principal, I was around there the other day,
and they just enrolled two families of I think it was eight
or nine students. I was just saying to a colleague here
who was an ex-student of mine that at my previous school if
I had two students leaving before census I would say, what
is going on? We don't even count at Doveton until census
day, there's no point, because you could have 20 come in
one day, 20 go out the next day, so the mobility and the
fluidity of people shifting in and out is significant.
Q.
I said I'll come back to the idea of the Our Place
model at Doveton. You've talked about that being a
place-based initiative of the Colman Foundation, and you
work in partnership with DET at 10 selected sites across
Victoria - not you personally, but there is that
partnership.
A.
Indeed.
Q.
And there are a number of other sites at which Our
Place is currently being implemented?
A.
Yes. So, Doveton was the first and out of that came
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the Our Place concept, if you like, what had worked at
Doveton. We understand that you have to have contextual
understanding of the place you go into, but Julius in his
workings with the Department of Education basically came to
an agreement that there would be 10 other sites included
under this Our Place model. They were all disadvantaged
areas, so we've talking about Robinvale, Corio, Carlton,
High Rise. You're talking about Frankston North. Then
you've got at the present time, Morwell, a couple of sites
at Morwell, and I might have missed one or two - oh,
Seymour.
Q.
And Officer?
A.
Officer, Cardinia, yes, so all of those are the sites
that are in progress of being either developed or have been
developed.
Q.
You've mentioned a couple of times about the idea of
the hub of the community and that, from your point of view,
is really what Our Place at Doveton is, that the school is
the hub of the community?
A.
Yes, it is the hub of the community. It is the place
where people have confidence and feel that they can cross
the threshold into a school, and not only a school but all
those things that are added onto the school.
If you think about this: the school is the first thing
to open in a community, it is the last thing to close
before a community ceases: nothing else. They don't put a
police station there first, a school will open, and in that
sense that's why it's the most important thing. It is the
common thing for everyone within a community. Sooner or
later, if they've got kids, will go to school somewhere and
it's in that community that we've then built these other
allied health and add-ons, if you like.
Q.
I'm going to ask now for a video to be played and I'll
ask you some questions arising from that.
[WIT.0003.0008.2000]
(Video played.)
And so, that video was really a day in the life of the
school?
A.
Yes.
Q.

I've just got a slide up now and I just want to ask
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you about this. [WIT.0003.0008.1000] This is the
essential core principles for the operation of the school.
I want to ask you about them, perhaps working clockwise
from "A Single Entrance". You've already spoken about that
in terms of the way it welcomes people in?
A.
Yes, absolutely, that's soft entry, that really
welcoming entry.
Q.
What about, moving on from that, "One Story, One
Time"?
A.
One of the greatest barriers for any parents who have
come through, certainly trauma, is that they are asked to
tell their story, repeat their story over and over again to
different organisations, different services, and ultimately
they get sick of it. And so, as a college, as a community
hub, we've basically taken on the idea that we never turn a
person away, we'll always make sure that they can enrol at
that time, or there's an appropriate time where we're both
happy for that to occur.
But at that enrolment for instance, it's not just one
person, we bring in our wellbeing team, we bring in all our
service team to make sure we have covered all elements so
you don't need to go back for another enrolment, and
another enrolment.
But we ask the question to the family enrolling,
you've got the young people there, okay, that's a school,
because they think they're enrolling at a school. By the
time they've walked out, often mum's enrolled in adult
learning or sewing class or play group, the youngest ones
may have enrolled in Early Learning, we may have got them
into some of the other services if they indicate that they
need those. So, it is that One Story, One Time, it is the
idea that the community team is such an important one to
ensure that they feel comfortable and they've got a link
back to the school, that critical person that they know and
feel comfortable coming to talk to.
Q.
Moving on then, what about: "High Quality, Explicit
Teaching - Birth Onwards."
A.
If you look at the results at Doveton back in
2012-2013 when it first opening, nearly 50 per cent of kids
in the Naplan testing were so far behind. Young people,
education is their key to be able to move into something
better in life, otherwise we've just got generational
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poverty over and over again.
And so, we can't compromise on the quality of what
they're given. In that video you would have seen high
quality everything going on. One of the parameters we set
up was that we cannot default to second best, because
they're used to second best, and that's not good enough.
And so, aspirations have to be built, and young people's
aspirations are based on what happens in school, the
environment they work in and the quality of what they're
given, and the most important person in that quality is the
teacher.
So, in the first part we had to turn over a lot of
teachers until we've got a teaching base that I think is
fundamentally as strong as we could have at Doveton,
absolutely outstanding teachers and the leadership there at
the present time, outstanding.
Q.
There's also a focus on quality in infrastructure?
A.
Infrastructure. It's quality everything. So, it's
the quality in terms of relationships, the infrastructure,
the pedagogy that we use, the resources we build into the
young people, the programs that we set up and the
opportunities that are given to not only the young people
but their whole family.
Q.
Moving on then to referrals. You say here that, warm
and formal to integrated health services?
A.
So, if a barrier to entry - and I'll use my economics
background here - a barrier to entry is basically an
ability to access a service, and that service says you have
to book online, but I don't have a computer at home there's a barrier. Or I have to speak English because they
won't understand my language - there's another barrier. Or
I have to get into a car and travel but I haven't got a
car, therefore I have to use public transport. Those are
all barriers. One of the things we looked at was how do we
break down those barriers to ensure, if you like, an
immediate access to services.
To give you an example, in Play Group, which is a big
open area, probably as big as this, just a bit smaller than
this environment we're in, we might have 30 to 40 families
in there, and if we identified through the paediatrician
coming across there's an issue, we don't say to the parent,
come back in two weeks and get a booking; we say, come
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across and talk to the Maternal and Child Nurse, come
across and talk to the allied health. We may have to come
back a bit later but you'll have met hem.
So, soft referrals is building that confidence in
people to know that they're going to get an outcome in a
timeframe that they're really comfortable with.
Q.
You've already touched on adult education but you also
refer to the volunteer program in these essential core
principles?
A.
Yeah, so the adult learning is essential. We know
that mums are the greatest drivers of educational
opportunities for young people. I wish it was dads, I wish
I could say that. But mums are the ones predominantly in
the care of the young people, and in our case, because
there are a lot of single parents, they're predominantly
mums. So, we saw that, if we can upskill the parent body
in both formal and informal education, they see education
therefore as important: if I'm doing it, their kids are
going to be doing it.
One of our great success stories, multiple success
stories, is a parent who now works at the college, and when
she saw this, she had left school I think at the end of
Year 9, had a young one there, and she would say she had a
pretty traumatic background. She was quite cynical at the
start about the whole thing, but she did a short course,
Creating Capable Leaders it was called. She did that, a
bit cynical, but our engagement team sat down and worked
with her.
She then went on to School Council President, did her
course, did a Certificate III, is now working at the school
in a caring role in the classroom. So things like that
just make a huge difference. As she said, I'm studying at
home, and her daughter, who's at school, is a ripper, she
sits beside her, she's told, get on with your reading, get
on with your homework. That wouldn't have happened in the
past.
So by being able to get the parents to break down the
barrier of education so they see it as important, then it
flows through to the young people.
Q.
Just in terms of partnerships, you've mentioned health
services, but there's also community, government,
.19/07/2019 (14)
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philanthropy?
A.
Yes, so for instance the City of Casey's involved,
we're in the City of Casey, they provide the Maternal and
Child Health. Just about all the different aspects are
third party providers, we don't run much ourselves. So,
the City of Casey provides Maternal and Child Health,
Monash Health provides all the allied health and the
paediatric Fellows. Then you've got Men of Doveton, Women
of Doveton is provided by the YMCA. So, we work in
partnerships. We facilitate, we get the clients, and they
provide the service, so there is really limited cost to the
school, except facilities and the time to get the people
involved, and that's where the community team is such an
important team.
The Neighbourhood House provides a lot of the funding
for the adult learning, and we provide an RTO as a third
party, BRACE, who come in and deliver. There's a small
amount that comes back into the school, we put that into a
person who's basically a childcare worker for the day,
because our Afghani mums who want to learn English won't
leave their kids anywhere. So, they come in, they have
them in the classroom with them but a person looks after
them.
Q.
You've already talked about the extended day in terms
of after school activities, are there other aspects to that
extended day?
A.
Yes, there is. You would have seen at the start the
basketball program. Our young indigenous - we've got about
between 7-10 per cent Aboriginal and Torres Strait Islander
community, some of the most fantastic kids I've ever come
across, but huge trauma in that community as well.
In that community, we saw in about 2016 absenteeism
was massive. And so I talked to the person who runs the
Doveton Gathering Place, which is the Aboriginal Gathering
Place, Emma Thomas, and I said what can we do? She said we
need to find a way of getting these kids there. And I
said, "I know sport's the driver." She said, "Okay, I'll
organise it, you find the facility."
So, at 6.30 in the morning, 7 o'clock, they start. We
see our young Aboriginal people either being picked up or
running to the college to participate in basketball, and
it's got so big they've actually outgrown it, they're going
elsewhere to a bigger setting, but the kids are at school.
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They can't be in the program unless they're at school, and
our attendance of our young indigenous Aboriginal and
Torres Strait Islanders would be at normal levels, which is
fantastic.
And the other one is the end of the day where I've got
our Men of Doveton and our Women of Doveton. The Men of
Doveton - interestingly, men don't have great
relationships, they just don't have many friends. We
opened this up through - we were getting word that a lot of
the community, men were just sitting at home if they were
unemployed, or had mental health issues or alcohol,
whatever it was.
Through the YMCA coming on board and through the other
services who had identified young men from the age of 18
right through, we set this program up. The first had 18
graduates. It is basically a 12-week program and is based
on the idea of the Sons of the West in Footscray, the
Western Bulldogs, who had set up a similar thing, and
theirs is massive. But it's all built around resilience
and it's built around the idea of building partnerships and
relationships, and these people are still in touch with
each other. Many of them have now come back to be the
mentors for the other groups going through.
Q.
And that's not just parents, that's any members of the
community?
A.
Any member of the community. And any member of the
community can use Doveton, so for instance the allied
health, Play Groups, et cetera.
Q.
If we can just move to some of the key challenges that
are faced by Doveton College in delivering Our Place. One
of the things you mention in your statement is
institutional challenges.
A.
Yeah, institutional challenges in the sense of, we set
up our institutions primarily for, I suppose, middle-class
people, and people who have confidence. So, myself,
there's no issue with services provided, I'm happy to get
on websites, myGov, whatever it is, but if you don't have a
computer, that's a real issue. And many of our parents only 70 per cent of our parents had access to a computer;
they had phones but that was it.
It's also the idea that the services often have a time
delay, you have to book in, you have to stay online, all
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these sort of things, and those institutional things
basically took away from what we were trying to do because
what they did was put up a barrier in many cases.
So we had to find a way through that, and the way
through that was often to start talking about having soft
referrals, having things on site so we could do that. Or
more so if our engagement team at the college saw that
there was a need to go outside, were able to build the
confidence and even take people to those settings so they
had confidence, knew where to find them, and then from
there were able to make their own way later on. We're not
about - it's not a deficit model, it's a model of saying,
build the capacity and then they'll look after themselves,
they'll make great decisions.
Q.
I asked you earlier about the Berry Street Education
Model, can I ask you some specific questions about that
now. Just first of all, what is it?
A.
Berry Street Education Model is a model around social,
emotional competencies, but it's really developing the
understanding for teachers around trauma-enforced practice,
and it comes out of the work of the Berry Street Institute
based on some of the work in the US and has been
transformed into an Australian model.
So, it's really built around a number of different
aspects of what we do in the classroom; it is not something
that stands alone, it's everyday elements that we build in
around our language, our routines, the way we understand
young people, and the way we implement processes and
practices to support those people.
Q.
You say in your statement that it was adopted at
Doveton College because we saw the need for our teachers to
be equipped to respond to the needs of children who had
experienced trauma?
A.
Absolutely. I'll give you one example. If a young
person's come through domestic violence, and like any
community issue we have that at Doveton. The young
person's been yelled at all their life, they've seen
physical violence, and yet, many of our teachers who have
come from backgrounds in middle-class areas, they thought
if they raised their voice that was going to solve the
problem. Well, it didn't, because our young people either
fight or flight.
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And so, Berry Street provided us with an opportunity
to understand how you would work through a process of
engaging those young people, but also the language you
would use and the processes you would use. It is not about
the young person per se, it is about their actions. It is
not about what they said, it is about the processes that
have been put in place to support them.
The one thing we've learnt at Doveton, like any
school, is that young people seek to have regularity, they
want processes, they want procedures, they want
understanding. They want to know where the boundaries are,
and Berry Street just gave us another level of boundaries
and also processes in terms of that language and processes
and procedures.
Q.

One of the things you mentioned in your statement is:
"It's about teachers developing
understanding and having empathy for
children's experience of trauma and
providing teachers with strategies for
implementing a positive road forward."

A.
Yes, absolutely it is, and it's been a huge change in
the culture and the climate of the classroom that we see.
And so, you don't teach Berry Street as such, you embed
Berry Street into your teaching.
Q.
Can you give some examples of how that might be
embedded?
A.
Okay. So, consistency of language, for instance. We
would talk to the young people about "tracking the
speaker". So, whoever that is, we want your eyes on me as
the teacher because I'm going to talk about, you know, in
an explicit way something. Not different teachers trying
to get attention in different ways, so we have that common
language.
It is about the routines of lining up outside and
moving into the classroom, how you would set those up. It
is about the thing of positive regard for the young person.
What they've done in Berry Street is given us a language
and a process, what we would say is just great common
sense. Great common sense, but common sense is a rare
commodity in a whole lot of things in society. So, by
using this we've been able to provide a consistency of
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approach across our college.
Q.
In terms of the education that staff need or teachers
need to implement it, it's initially four days of training?
A.
Yes, four days training from the Berry Street team, so
that was four came out for four days and we did that across
a year. So, that was late 2015 into 2016. And then we
have, if you like, a Berry Street mentor, a teacher, who
basically was in charge of Berry Street ensuring the
continuing implementation of professional development of
staff.
Remember, every staff member who comes into the school
who's new has to be upskilled in Berry Street. Because, in
a school like Doveton you don't bring your own approach to
something, there is a really clear instructional model and
also a social and emotional model, i.e. the Berry Street.
Q.
So, you just mentioned there, it's not just teachers
it's the entire staff?
A.
Yes, we've got nearly as many what we call ES,
Education Support workers, as we have teachers. So, there
are about 32, I think, Education Support workers at the
college, and again they have to be upskilled in Berry
Street because they're working with the young people
one-on-one, so that's really important.
Q.

In addition, something you say in your statement:
"In addition to the participation of
teachers, there is communication with
parents about what the Berry Street
Educational Model involves."

Can you just elaborate on that?
A.
For instance, College Council for a start has had a
full induction into Berry Street and then we've run
sessions for parents as well in terms of the approaches we
use. Because we know, if you have the approach at school
and the approach at home, there's so much more in terms of
the outcomes you'll get from young people. So, parents
have had that opportunity to participate in those sessions.
Q.
You've talked about it broadly in a teaching model or
an embedding model. Is there any kind of individualisation
for students in the way that things might be approached?
A.
Oh, absolutely. Because one of the things would be
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that you would have to understand where that young person's
coming from and what stage they're at. One of the great
things - teachers have approximately 25 young people in
front of them every day. Those young people walk through
the door with different levels of baggage every day, we
don't know what's happened at night.
We say we're the most important person in their life
because we have them for about seven hours a day and often
they see us more than their parents. But at the same time
we have to understand what's going on outside, so what are
they walking in with? So as a result, we have to
differentiate the way we work with young people.
Everything can't be as consistent and rigid, but you want a
consistency of approach, if you like; within that you've
got differentiation.
Q.
One of the things you mention in your statement is
that students have focus plans?
A.
Yeah, focus plans, what they're working on in their
own development. It's like an individual learning plan in,
say, their literacy, the same thing with Berry Street: what
is the class working on and what is the young person
working on.
Q.
In your experience, what benefits has that model
provided?
A.
If you look at the statistics that are coming out from
Doveton in terms of engagement, so the Department of
Education does a student survey every year. Back in
2013/14, the outcomes across learning confidence,
engagement, relationships, all the areas that they test
were in the bottom quartile at year, say, 7-9.
By 2017, they were in the top quartile. So, what
we're seeing is engaged young people. Our attendance now
hits state averages. Now, it wasn't that, it was mid-80s,
so we're at about 92, 93 per cent, slightly lower in one
area, but slightly higher in the other. They're just
fantastic outcomes. You can't have young people developing
if they're not at school, so in that sense school becomes
the consistent, and then what we're doing in the school
becomes the icing on the cake, it really does.
MS COGHLAN:
Thank you, Mr McMahon.
Commissioners have any questions?
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Dr Cockram.

COMMISSIONER COCKRAM:
Q.
Thank you for the really
interesting work that's being undertaken. In the last,
particularly yesterday, we heard a lot about the importance
of communication with families and individuals, and
particularly around language. I think you mentioned
there's 52?
A.
Every day changes, yes, but a significant number,
yeah.
Q.
How to you manage the language issues both within the
school and within the hub?
A.
Okay. A great question, because effectively that was
one of the barriers. For instance, front desk: Lima, who's
one of my receptionists; seven languages, all the Afghani,
Middle Eastern languages, and a significant number of our
people are from that background, so automatically where do
they head as soon as they walk in? Over to Lima.
As well as that, what we did was, we directly employed
people from cultural diverse backgrounds, but they had to
be good. And so, we've gone out and employed people from
different areas based on the idea that they bring, not only
quality in their teaching or their support, but language,
cultural understanding and sensitivity and so forth.
And so, across the college we would cover, probably
out of the 50 different nationalities, we would cover most
of those in terms of language somewhere on site.
Q.
If I can just extend that question. So, if a family
is in the hub having some parenting sessions or seeing
someone, would the interpreter come from out of the
workforce within the school, or would you bring in
interpreters?
A.
Depends. Depends if we've got that on site. If we've
got that on site we'll go and get those people straight
away. To give you an example: one of the great barriers
was parent-teacher night. We've all been to parent-teacher
night, we've all loved them where you get five minutes of
hearing about your young person.
What we've done is, we've got two nights: one for
whose English is their first language, and the second night
is for those who need interpreters, Because we found out
that parents weren't turning up if they couldn't
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understand, and rightly so. What we did is, we have a
process there. So we get the interpreters in on our,
what's called our Cases system, which is our database, we
identified those who don't have English as a first
language. They ring home to say, "Parent-teacher night is
coming up. We will be there, would you like an interview?"
Of course, what you've done straight away is broken down
the issue of confidence and language and access, and
ultimately what we've now got, from very few coming, we're
at 80 or 90 per cent of those parents coming.
COMMISSIONER COCKRAM:

CHAIR:
Q.
Thank you, Mr McMahon, for your comprehensive
statement and for your evidence today. Can I just ask, and
for those children or young person or the families where
you have concerns about their mental health and wellbeing,
how does the service respond to those concerns?
A.
Okay, so the first thing is identifying what that is,
and that can be quite obvious or become lack of being
obvious. We've got an exceptional wellbeing team, and they
will meet in a whole lot of different ways.
So, to give you an example: what we've done there is,
Amara Miles who leads that, we have referrals into that
group, they meet on a regular basis, they will look at all
the young people and then they'll work out an action plan:
is that something we can internally deal with or is it
something we have to go outside to? We have all those
different services that we can access. So, that is all
done through that team.
One of the other things we've brought in is case
management, and so, for instance we will on - might be a
Wednesday morning now - the team, let's say it's a Grade 3,
they will pick out three or four young people who we've got
concerns about: might be cognitive, might be social,
emotional, whatever - and they will - 15 minutes we really
target those young people and say, what's the issue, what
do we need to do about it, what are the outcomes we're
looking for? And so that becomes an action plan.
So, those things have been put in place to support the
work of the teachers in the classroom. Because, while
we're good as teachers in terms of our development of
content and processes, we weren't trained significantly in
social and emotional, we just weren't trained in it, and
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especially a secondary teacher like myself from economics woeful. But in that sense that's why the support around us
is so important, we need to know what we need to do.
Q.
And so, that leads us to, and what happens for the
young people transitioning out of your school, because I
understand that you finish at Year 9, so the children and
young people and their families have been very nurtured in
the model that you've talked about. We've heard a lot
about transitions from one part of the service system to
another, how do you manage that and are the attendance
rates and participation, for example, maintained to your
knowledge when they transition?
A.
Okay. So, transition, we've got a number of points of
transition: one is from Early Learning into the school, one
is from the school at Grade 6 into Year 7, and the other
one is from Year 9 through to what we call Year 10, 11, 12.
The Early Learning transition is really important and
that's where the team of Early Learning and the school work
together. I mean, our young people at Early Learning know
the school backwards, they're in there every day, they're
part of our assembly so that's not a huge issue. Joining
the pedagogy is a challenge at the moment, because you go
from a play-based to a far more explicit, but we're working
on that.
What we have to do at Year 6 is to ensure that the
young people want to stay at Doveton because they have to
make a decision to transfer to a senior setting at some
stage, that's either at the end of grade 6 or the end of
Year 9, and so we've worked really hard on that, that's why
the after school programs and everything have been so
successful in supporting the young people, and we not only
hold them now, we add.
Then at Year 9 the issues becomes, where do you go
next? Building aspirations, and while we've supporting
these young people we've also challenged them, challenged
them to have high aspirations. They don't want to be
lawyers and doctors, we know that that's not going to
occur.
Our local schools that are 10, 11, 12, we've only got
one of those, that's Hallam; that's where I've gone to try
and re-shape that so my young people from Doveton have as
good an outcome they can have in that senior part of the
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school, so there's a bit of work to do there, but we're
working on it.
CHAIR:

Thank you very much.

MS COGHLAN:
CHAIR:

Yes, thank you for your evidence, Mr McMahon.

<THE WITNESS WITHDREW
MS NICHOLS:
Commissioners, the next witness is Emma King,
I call her now.
<EMMA JANE KING, affirmed and examined:

[10.56am]

MS NICHOLS:
Q.
Ms King, are you the Chief Executive
Officer of the Victorian Council of Social Services?
A.
Yes, I am.
Q.
Are you also the Chair of the Future Social Service
Institute and an Associate of the School of Global Urban
and Social Studies at RMIT?
A.
Yes, that's correct.
Q.
With the assistance of the Royal Commission, have you
prepared a witness statement about the questions we've
asked you to address?
A.
That's correct.
Q.
I tender the statement. [WIT.0001.0061.0001]
Ms King, can I ask you firstly to tell the Commissioners
briefly about what the Victorian Council Of Social
Services, or VCOSS, is and what are its aims?
A.
Thank you. VCOSS is a peak body in the community and
social service sector. We work to eliminate poverty and
disadvantage and to give every Victorian a good life. We
do that through our policy and our advocacy work, looking
to really influence the way that government develops its
policies and shapes its priorities, as I said, with the aim
of giving every Victorian a good life.
Q.
You're a peak body, so how do the organisations that
you represent engage with the mental health system?
A.
In terms of being a peak body, we represent a broad
raft, our members are a broad raft of the social sector.
So, including very small community or volunteer-run
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organisations, through to very big organisations such as
Anglicare, Berry Street, MacKillop Family Services,
et cetera, as well.
We look at the broader ecosystem when it comes to
community services, so looking at, for example,
neighbourhood houses, looking at justice and legal
services, drop-in centres, early childhood services,
et cetera, so there's a very broad raft of services that
actually make up our broader ecosystem. And basically,
wherever you are in a community you'll be able to touch one
of those services, so they often have a very strong role in
terms of preventing or early intervention in terms of
mental health services, as well as more directly engaging
in the other side of the mental health system, if you like,
as well.
Q.
Yes, so a number of the member organisations would
engage in the protective factors for mental wellbeing?
A.
Very much so. So, if you look, for example, at the
community health services, they very much engage in the
protective factors - as do the others that I mentioned,
looking at neighbourhood houses and others as well - very
much in terms of looking at protective factors.
So, if I was to draw on neighbourhood houses as a
particular example, looking at one that I'm directly very
involved with, whether people come into touch with that
local neighbourhood house by virtue of the fact that they
have a community garden, that they have a cooking class for
people with special needs.
Q.
I'll ask you to slow down a little bit. Keep going.
A.
So there's many different ways, if you like, that it's
kind of a soft entry point for any member of the community
to become involved with that neighbourhood house.
Q.
I see. In your experience, are there particular parts
of the Victorian community who are, by dint of their social
and economic circumstances, much more likely to be at risk
of developing mental illness?
A.
Absolutely. When we look at people who are in
poverty, the reality is, they are far more at risk in terms
of developing mental health. So, we know overall that at
least a third of people who are in poverty have severe
mental health issues. I would suggest that that's an
underestimate for the reason that they're people who have
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been diagnosed.
And we know that, for example, for many people who are
in poverty, the ability to be able to access services in
the first place is a very significant issue, in terms of
being able to literally travel to where you might be able
to get a service, having to tell your story multiple times,
having an easy entrance into a service, et cetera, is
significant.
One of the other things that I would draw attention to
there is issues around, for example, housing and
homelessness. So we know there's an inextricable link
there between poverty and mental health, there's also an
inextricable link between housing and homelessness. We
have over 82,000 people who are languishing on our public
housing waiting list; at least 25,000 of those are
children. So, it's impossible to draw out one part of the
system without paying attention to another, but we know
that, coming back to your initial point, there is an
inextricable link between poverty and mental health.
Q.
Would you say that disadvantage and mental ill-health
reinforce one another?
A.
They most certainly do. So, in terms of looking at
how any member of our community can look at how they can
access general services, so whether that comes to looking
at housing, whether it comes to financial assistance, no
matter what it may come to, but the reality is, for people
who are struggling to get a roof over their head and
somewhere that's actually safe, affordable and appropriate
to live, whether they're choosing between whether they put
food on the table or turn the lights on or turn the heater
on in winter or the air conditioner on in summer, they're
very real choices that we see people make.
Just to illustrate that point, we saw it was about a
month ago I think we had a number of presentations within
our hospital system of people presenting with hypothermia,
basically because they're old, they're lonely and they're
poor. So, they weren't presenting at any other
point through or mental health system, but they were
presenting in the Emergency Department in our hospital
system because they hadn't had assistance along the way,
and their defining features were that they were elderly,
they were lonely and that they were poor.
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Q.
What do you say, on the basis of your experience,
about the sufficiency of social security payments like the
Disability Support Pension and Newstart to help people who
may be experiencing mental ill-health to start to reach
towards recovery?
A.
They're woefully inadequate. The notion that someone
can survive on less than $40 a day and be able to meet
their living expenses, it's simply not possible. We've
seen support for increasing the amount of Newstart come
from across the broader political spectrum, and the reality
is, if you're poor, if you're trying to survive on less
than $40 a day, all of the studies, the Anglicare Rental
Affordability study, others show that it's just simply not
possible to be able to access appropriate housing
throughout the whole of Victoria.
We also know through the poverty atlas research that
we undertook and is available on our website, there is not
one single corner of Victoria that is untouched by poverty.
So, in terms of looking at the inextricable link between
poverty, and simply the lack of support that is in place
that helps people to access services; that of course goes
further than the pure income component alone, it goes to
whether you can afford a car or whether you can actually
access transport to get from wherever you may happen to
live to be able to access services, whether you can afford
a phone in the first place.
For any of us who have tried to access NBN or the
internet lately, we would know that the only way you can
communicate is actually via an online service, so if you
don't have one in the first place, your chance of doing
that is impossible. What I would say is, even today,
walking down to the Royal Commission, we walked past two
people who are literally homelessness and in sleeping bags
on the street. It's profound and it's staring us in the
face.
Q.
Can I ask you about the impact of holistic support
provided in the community on helping people deal with
mental ill-health and move towards recovery. There's an
example that you've provided in your witness statement of a
young woman called Amy. Would you like to tell the
Commissioners about her?
A.
Yes. Amy is not her real name. Amy was in a
situation of significant family violence and left the
relationship with literally the clothes on her back.
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Obviously, as a consequence she had no financial support
whatsoever, she had suicidal ideation, she was really at
the depths of despair, would be how I would describe it.
She approached Star Health, a community health
organisation. Star were able to provide significant
assistance to Amy. They were able to assist her in
connecting up with services that went to looking at
housing, connecting up to organisations that could assist
her with putting food on the table, with clothing, with a
whole lot of other issues as well.
It was that real - the part about actually connecting
up and not saying, we're only going to deal with one part
of that situation that you're dealing with in isolation, we
understand that we actually need to join the dots in
looking at how we do that and doing it in a very practical
way.
Amy's case is quite profound for the reason that it
shows, for someone who was at the absolute depths of
despair and her mental health and therefore her physical
health, et cetera, was in extreme danger, through the
assistance that Star Health provided, not only was Amy able
to have some stable accommodation provided and other
assistance provided, she was able to then enrol in a law
degree at university.
So, she went from a point of absolute despair to being
able to achieve something which had been a dream of hers.
So, it shows that when we can build partnerships up,
et cetera, we can deliver enormous differences for people
and look at their broader - not only the living day-to-day,
but their broader wellbeing and actually help them achieve
the opportunities that they should have and they deserve.
Q.

You've said in your witness statement that:
"We need a whole-of-government approach to
preventing mental illness and building
resilient communities."

What do you mean by that and why do we need it?
A.
We've looked very closely at - there's a couple of
reasons for that - we've looked very closely at the recent
approach that New Zealand has taken in terms of looking at
their wellbeing budget. VCOSS advocates very strongly for
.19/07/2019 (14)
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Victoria taking the same approach or a similar approach
that would be attune to Victoria.
In terms of looking at the five key priorities that
New Zealand has and then the 60 indicators, we think we
could move quite significantly from our current process of
the way that we approach budgets, which are about
fundamentally economic inputs, and look very differently in
terms of saying, how do we do that in terms of wellbeing?
So how do we look at the wellbeing of every single
Victorian, how do we deliver on that front?
So, economics is only one part of the job of
government, and we know that economics alone doesn't
deliver a good life for Victoria. So, for example, at the
moment you could argue that Victoria has a very strong
economy, but yet you have the parallel of saying, we're in
a housing crisis, we've got 82,000 people who are
languishing on a public housing waiting list.
So drawing on the model of New Zealand which has
prioritised mental health, it's prioritised children in
terms of the wellbeing lens that it has as an overlay,
along with a host of other things that particularly impact
on people in poverty, including looking at the climate, the
environment, et cetera, as well.
So I would argue very strongly for moving from the
current way that we undertake our budget, to looking at a
budget that is a wellbeing budget and having that lens
across that more broadly as well.
Q.
Is a key element of a wellbeing budget approach to
value other things than a purely economic measure of how
well society is doing?
A.
That's correct, it's about putting people first, and
if we've going to look at how we put - in terms of looking
at putting a wellbeing budget in place, if we measure
outcomes by actually what are the outcomes for people
rather than looking at it purely through an economic lens,
it's a much - I think it's an eminently sensible way to
approach this.
The economic lens - and New Zealand has - there's a
lot of commentary around this, around saying that, if you
look at it purely from an economic point of view, it
doesn't capture the people who are left behind. We know
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that there's a significant amount of inequity within our
society more generally: it's a really sensible, sound,
robust way to say, let's actually look at how we do our
budgets and do them differently, rather than through the
pure sort of output measures that we look at at the moment.
Q.
You've also said in your statement that "place-based
responses empower local communities". Can you say what you
mean by "place-based responses" and then I'm going to ask
you about how they empower communities and why?
A.
Certainly. And I feel quite privileged actually to
come on after the principal of Doveton Community College
and I've had the good fortune to visit there on a number of
occasions and they're just outstanding in the work they do
and a perfect example of place-based communities, and I
know the Commission has visited Maryborough and we've been
fortunate to be involved with Go Goldfields along the way
as well, and being invited to sit at their tables has been
an absolute privilege.
When I talk about place-based there are a number of
key indicators that are really important as part of that.
One is in terms of being genuinely place-based, so
genuinely embedded in community and tailored to the local
community however that might be defined, and that will look
different in different places. So, it's not taking a
cookie-cutter model and looking at one size fits all.
It's having flexible funding so that the local
community can determine what are the key elements that they
want to change within their local community, and Go
Goldfields is a perfect example of that, where they looked
at the key indicators that they wanted to shift in their
local community but having an evaluation process in place.
Q.
I'll ask you about Go Goldfields in a moment, but
getting to flexible funding, in what respect does it have
to be flexible?
A.
It needs to be flexible for the reason that, if you
can look at what the key indicators are that you want to
change in your local community, quite often funding from
departments, to be frank, it can be quite micromanaged and
it's designed to deliver a particular outcome or a
particular output.
One of the things that we know, and it does stray
slightly into Go Goldfields, but we know that they will try
.19/07/2019 (14)
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ideas with the very best of intent but sometimes they
wouldn't work. So, they need to be able to be flexible to
say, we can adapt to the local situation, the local
community or the local environment. Part of being flexible
is looking at where can we create funding that might come
from a range of different sources, how might we be able to
combine that to achieve particular outcomes for a community
rather than looking at a particular output that might come
through one particular department.
Q.
I might ask you now to talk about Go Goldfields,
firstly by saying what it is?
A.
Yes, so, Go Goldfields is a place-based initiative,
it's placed in Maryborough. I know the Commission is aware
of this having been there this week, equidistant between
Ballarat and Bendigo. One of the challenges I think
Maryborough has had as a community is in terms of looking
at somewhere that - and I want to be careful how I describe
this, because in working with local community members, one
of the things they talk about is, they don't want to be
defined by a deficit model, they don't want to be defined
by the disadvantage, even though there's significant
disadvantage that exists within the community and it's
significantly poor.
They want to look at the strengths that they have in
terms of a community and the fact that there's a huge
amount of voluntarism for example. There's a huge amount
of local leadership.
It's through that local leadership that they were able
to define, I think, fundamentally pitch to government a
very effective model about the things that they wanted to
change within their community. They wanted to reduce the
number of children who were referred to child protection,
they wanted to increase the literacy and numeracy within
their community, they wanted to increase the employment
levels within their local community.
They've been able to show on their key indicators, and
this is evidence that's been undertaken through Murdoch,
that they were able to shift on the key indicators that
they all chose. When you go to the local
community, irrespective of whether you speak to the
maternal and child health nurse, just someone from the
police, just someone from the hospital, to the school, to
the local business, the president of the football club who
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happens to also be the president of Rotary, they can all
tell you what they are doing and how does that combine and
how does that impact on those indicators, it's incredibly
powerful.
One of the other things they do, and an example of
this would be in their approach around family violence,
when they developed their approach around working to
eliminate family violence within their community, they put
out a call in the local community to ask women who were
victims of family violence to come forward. They had over
30 women in a local community come forward to contribute to
that strategy, but one of the deal breakers for them as has
been reported to me is that they said, we don't want to be
victims, we're experts. And we'll sit around the table and
we'll help you work out a strategy going forward.
It was a privilege, I was asked to launch that and to
launch their policy, and it was incredibly emotional and
really profound to have that at that launch a large number
of women who have lived experience of family violence,
standing alongside representatives from council, local
business, the football club, the school representatives,
basically the whole community and it was the whole
community's business and that's how you make change.
Q.
Do you know how Go Goldfields got started?
A.
Go Goldfields got started because they pitched to the
government. I think, to be frank, the money was delivered
slightly just before an election date, but they pitched
basically after quite a lot of community work saying these
are the key indicators that we want to change in our
community.
When you look at the Dropping Off the Edge report,
that Jesuit Social Services drives, Maryborough was always
in the top five communities for the wrong reasons: it was
always considered a community of abject poverty and
disadvantage, but yet you had a local community who said we
know this can change, we can take ownership and we can help
deliver that change but you have to let us do that at a
local community level, rather than having people coming in
from outside and imposing ideas that over time were proven
to not work.
So it was around saying, look, we've tried a whole lot
of other things, but they haven't worked, what can we do,
.19/07/2019 (14)
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what can we do that's different?
Q.
In relation to the question of funding, can I ask you
to say some things about the NDIS. Firstly, in the wake of
the NDIS's introduction, what's been your experience about
pricing and the barriers it can create to accessing
services?
A.
Pricing is a significant issue when it comes to the
NDIS. So, in terms of looking at the price that is
provided to deliver a service, it's significantly beneath
the actual cost of providing a service. So, what that
means, so I don't think we'll find anyone who's going to
argue against choice and control as envisaged within the
NDIS. However, there's a perverse sort of thing happening
at the same time, where by virtue of providing a funding
model that is less than the cost of delivering a service, I
would argue that it's not being set up for success.
So there's the issue around price in the first
instance. There's the issue around what does that mean for
local providers and people who will provide the services
for the NDIS, keeping in mind, for want of a better term,
it's a growing market.
If you're not providing the price of what it costs to
deliver a service, there's a huge challenge about, well,
who is going to be present to deliver the service a
community needs? So, we're seeing already community
service organisations for example, because they simply
cannot afford to deliver a service, withdrawing from
communities and no longer delivering those services at all.
That has profound impact for people who have
disability, who deserve the very best - and I would argue the NDIS talks about an ordinary life, I think we want
people to actually have a great life. It's very hard to
have that if the very pricing of NDIS doesn't enable you to
get those services in the very first place.
Q.
So your concern is about the sustainability of the
sector that provides services that the NDIS is intended to
fund?
A.
That's correct, it is about that. There's a couple of
other points I would raise in addition to that. One is,
keeping in mind with this being the Royal Commission into
Mental Health, that it was never intended by the NDIS to
actually cover many people who have mental health issues.
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So, it was really, if you look at the forecast, it was
about 10 per cent of people who have severe mental health
issues that NDIS was set up to service and establish.
So, if we look at people with severe mental health
issues, that means there's about 135,000 Victorians who are
going to be left behind.
Now, there is some transitional funding that's been
provided by the Victorian Government for a two-year period.
And when I say 135,000, I'm talking about people with
severe mental illness and I'm talking about what I believe
is an underestimate, because we know a number of people who
have mental health issues are not diagnosed, particularly,
as I mentioned earlier, people in poverty who may not be
able to access services in the first place.
Then we have a whole group of additional people who
don't necessarily meet that severe diagnosis who might have
episodic mental illness. The NDIS is not designed for them
at all. So, we have a huge gap when it comes to NDIS and
mental health services because it is a system that was not
really set up to deliver services to people who have mental
health issues in the very first place.
Q.
Have you had any experiences of any other difficulties
that people with severe mental health issues have accessing
services?
A.
There are a number of issues that people with severe
mental health issues do have in accessing services, and in
speaking with our member organisations in particular, they
will work very hard in terms of having services that are
accessible, but acknowledging that for many people being
able to access a service in the first place is very
difficult because our system is often very much based on a
medicalised model when it comes to mental health.
It shouldn't be an either/or proposition, but often
for people to be able to access any assistance it's only
possible to get that assistance very much at the tertiary
end. So, your health has to have deteriorated to such a
significant extent before you can get the assistance that
you need.
So we know, for example, that half of all people
diagnosed with a mental illness, that mental illness has
.19/07/2019 (14)
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become apparent by the time a child is 14, and
three-quarters before someone is 25 years old. Yet there's
been very little investment in prevention, in early
intervention, and we've seen the most significant funds
going to the tertiary end. And we have heard story after
story of people who have sought assistance at the very
early stages of a mental illness and yet they've been told
they're not eligible until they get to a tertiary point
where they actually require significant clinical care.
In terms of, if we're going to re-imagine our mental
health system, and we were to look at the broader ecosystem
of community-based mental health services and the other
ecosystem that exists within our community, I think if we
were to look at what we want our system to look like, how
do we use all of the components of our community to
actually deliver prevention, early intervention, and to
help people early rather than saying we're simply not going
to give you any support until you get to the tertiary end.
Q.
Can I return to a subject you mentioned earlier and
that is homelessness. You have proposed that Victoria has
a statewide discharge policy requiring no exits into
homelessness. Can you explain what you mean by that?
A.
Yes. In terms of, we know for example at the moment as I said, homelessness is really profound when we're in a
housing crisis in Victoria - in terms of looking at what we
would argue should be a rapid re-housing type model, would
be for example if someone's currently in the justice system
or they're in hospital or they're in another environment,
the reality is a number of people are being - whether it be
hospital or justice system for example - they're being
discharged into a situation where they actually have
nowhere to go.
So, if you're being discharged from a hospital, but
you don't have anywhere safe to live afterwards, if you
don't have a mental health condition already, you're
probably going to develop one fairly quickly.
For people who are exiting our justice system, for
example, we know that many people are exiting and they have
absolutely nowhere to live; or, if they do, it's really
insecure and kind of questionable housing that I suspect
none of us would want to live in. So, it's really
critical.
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Every single committee that I'm on, whether it's
looking at mental health, whether it's looking at justice,
irrespective of where it is across the broader social
spectrum, the first thing people raise is housing, because
unless people have somewhere safe, affordable and
appropriate to live, the reality is it's going to have a
devastating impact on their mental health.
So we believe that it's really important for anyone
who, wherever they are in our system, if they're being
discharged from a service, et cetera, they need to have
somewhere safe, affordable and appropriate to live. It's a
bit of a no-brainer, if you don't have somewhere safe to
live it's clearly going to have a significant impact on
your mental health immediately.
Q.
Can you tell the Commissioners something about the
Doorways program that helps people find a home in the
private rental market?
A.
Yes. There's a range of different models that exist
that actually look at, when we're looking at broader rapid
re-housing and thinking about what are the different models
that we can have that exist under that broader barrier.
So, in terms of the Doorways program, it exists through
Wellways, and I'm aware Wellways has appeared also before
the Commission, so I don't want to restate anything they've
already spoken about.
It's that strong importance of looking at the
wrap-around services that also occur at the same time that
someone is being housed, and looking at the interaction
with the private rental market and the opportunities that
exist there, alongside looking at - so if we're looking at
public housing and social housing, but also looking at the
way that service providers, and in this case Wellways, work
with the private rental market and look to provide support
to people who require it in terms of the broad raft of
support of people who need it.
But making sure along those lines that we can access
the private rental market as well, because if we look at
affordable housing overall, it's a key part of our system
at the moment. We've got a huge long list when it comes to
public housing and when it comes to community housing as
well, so we need to look at how we can access our private
rental market which at the moment is extremely unaffordable
for most people, particularly obviously those who are in
.19/07/2019 (14)
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poverty.
Q.
One of the things you emphasise in your statement is
the need to have integrated and coordinated services about
which we've heard quite a great deal in this Commission.
The description you use is "partnerships". Is there a way
in which competitive tendering has the propensity to
undermine productive partnerships?
A.
It most certainly does. Competitive tendering we've
seen work to the absolute disadvantage of the broader
community service system. Many of our services are put out
to public tendering. Within that context, a key example
would be within the alcohol and drug space, where five
years ago there was a significant re-tendering process that
took place.
What we found as a consequence of that is, first of
all organisations were pitted against one another, so it
was the very opposite of requiring people to actually work
together to deliver the best possible service for the
community. Instead organisations were pitched up against
one another to provide the lowest possible cost to deliver
a service. What that's meant in real terms is, we know
that about 20 per cent less services are now being
delivered.
When we look at some of our regional areas, for
example, we know that people who are engaged with a service
because they had a connection of trust and a connection
with their local provider, once a new provider came to
town, for want of a better term, the reality is they fell
through the gaps and they haven't come back.
So the impact of competitive tendering, not only does
it mean that often it's sort of a race to the bottom in
terms of looking at the kind of cost: you know, an
organisation knows that, if they're going to win, they've
got to come in at the lowest possible cost. We need to
look at what is that cost to community. So, if an
organisation is delivering at the lowest possible cost,
then who misses out? Because, if you can't afford to
deliver services to all of the people who were previously
receiving them, that's a key issue.
In many cases where people have mental health issues,
they develop a significant level of trust with a particular
organisation, with a particular worker, or a set of key
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workers or a case manager. If that person leaves, there's
every chance they won't come back. People often have
issues in terms of levels of trust when it comes to
authority. If you lose those connections for people, the
reality is, that often doesn't change.
Q.
And so, are you suggesting that the criteria for
tenders need to be broader to accommodate the things you've
referred to?
A.
They really do, because we know that we can achieve
the greatest outcome through partnerships. We know, in
terms of looking at how - the previous witness spoke about
having that common entry point, for example, so people not
having to tell their story multiple times: that's a really
critical component. Because if you're constantly having to
re-prosecute your story, we know that people just give up.
The other part is that there's a barrier after barrier
after barrier put in someone's way, so we need to be able
to take that away and, if we've got organisations that are
competing with each other, we're not enabling the process
for partnerships, and strong resilient partnerships that
will evolve beyond the relationships someone might have
with one key individual as well, but are actually stable
and there for the test of time.
Q.
Can I ask you about some of the challenges in securing
a high quality workforce in the community sector?
A.
There's a number of challenges about a high quality
workforce within the community sector, and one of the
things I would say overarching there is that, keeping in
mind that, according to ABS data, this is the fastest
growing area of the Australian workforce. So, when we look
at healthcare and social assistance, this area is growing
faster than any other area of the workforce, so it's
important to look at for a number of reasons.
These jobs are generally poorly paid, they're
precarious, highly casualised, and they're also highly
gendered, so they're generally held by women, and I don't
think they're particularly well valued by our community,
despite the fact that they provide critical services that
deliver the wellbeing of our community.
There's a couple of key points that I would also make
in addition to that. One is, when it comes to community
sector organisations in Victoria, they're indexed at
.19/07/2019 (14)
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2 per cent per year. Now, we know that is below the award
cost of providing a worker in that sector. It's also below
the cost of providing a service in Victoria. When I
mention the cost of indexation, I don't mention it for the
point of one year only, this is a compounded effect. So,
for year after year after year in Victoria we have had
indexation rates that are well below the cost of delivering
a service.
One of the challenges we have in that space is the
lack of data. So, if I was to contrast that to our health
sector. If you were to go to a hospital, it's very easy to
get data on the workforce, it's very easy to get a common
dataset. You can look at the projections of what that
hospital will need, the age of people who are delivering
services, et cetera. We don't have that for the community
services sector.
To contrast that, in the health sector they receive a
much higher level of indexation that actually meets the
requirements of delivering the required service. We don't
have that in the community sector and instead we have years
of very low levels of indexation that don't meet the
requirements of actually paying someone their award or
agreement wage, let alone delivering the broader service
overall, so that's a key challenge that we have.
We also have one additional challenge which is that,
because we don't have enough workers in the system, with
the recommissioning that occurred, for example, within the
alcohol and drug space, we see workers leaving the sector
overall. Keeping in mind that, because this is one of the
highest growth sectors, there's a high degree of
competition between workers who are in the mental health
space, workers who are in family violence, the NDIS, early
childhood, these are all growing workforces, yet none of
them have particularly secure or well paid jobs.
So, there's a lot that can be done. A common dataset
I think would help us enormously in terms of having a very
strong evidence model around that and looking at how we can
look at much more secure funding towards these services
into the future, keeping in mind that none of these
services are going to be replaced by automation. They are
jobs that require people, they're jobs that require people
who are highly skilled at their jobs, we need to value them
and we need to look at this as a workforce for the future
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because that's what it is.
Q.
Thank you, Ms King. Are there any matters that you
would like to raise that I haven't asked you about?
A.
I don't think so, thank you very much.
MS COGHLAN:
questions.
CHAIR:

Professor Fels.

COMMISSIONER FELS:
Q. Thank you for your evidence. At
various points you talked about homelessness and the
broader questions of housing and accommodation. I just
wonder if you could give us your general take on public
housing and mental illness. How do you see the state of
public housing and its relationship to accommodation for
the mentally ill?
A.
I think there's probably a number of different aspects
to that. Because I think one of the key parts is
accessibility in the first place. I think it's around
looking at also the connections that exist between people
who live in public house and being able to access services.
So it's probably, I'd say, depending on where someone
lives, they would have different experiences on that front
which could be worthy, I think, of further examination.
One of the challenges we have, though, as I mentioned
earlier, is people simply being unable to access public
housing, and within that context probably talking more
broadly about social housing overall, whether it's public
or community housing, and the fact that we have such long
waiting lists. And again, when we've got well over 80,000
people on a waiting list for public housing, and 25,000 of
those are children, I think those figures are startling and
show a housing crisis.
In the last election we saw the Premier announce 1,000
new public houses for this term of government: we would
recognise that as down-payment in terms of what's required.
There is a social housing growth fund that the Premier
and Treasurer have invested in. I'm very interested to
look further about what opportunities are there out of the
social housing growth fund. Because the reality of that
fund is it was set up so that the income derived from
interest from that fund would be delivered straight into
.19/07/2019 (14)
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social housing. Now, I've not seen anything come of that
yet. I would have an expectation that government would be
delivering on that and I imagine it would be an area that
the Commission would want to look more further into,
because there should be significant opportunities there as
well. I'm not sure if I've fully answered your question.
COMMISSIONER FELS:

No, it was such a general question.

CHAIR:
Q.
Thank you very much, Ms King. There's one
other thing I wanted to ask you about, which is: in the
evidence we heard earlier about Doveton College and its
success, there was a contribution from a philanthropic
organisation, so over and above the contribution of
government, the contribution of different agencies, there
was a philanthropic organisation, and even in the example
you used of Go Goldfields, there was a high level of
volunteering and community contribution.
With this focus on place-based innovative models of
service design and delivery, how important do you think it
is for us to maintain that broader philanthropic volunteer
community contribution to service delivery?
A.
Certainly. I think volunteerism is really important,
it's probably something that we often see quite clearly in
place and it becomes to part of belonging in community
contribution. I think there are a couple of things at
play. Obviously, looking at philanthropic support, that's
always going to be incredibly welcome, and what we tend to
see is that that allows a higher level of innovation than
government funds have traditional enabled.
I do think that there is significant room for
government to look more broadly about how might there be
more flexibility and trust with the way that community uses
funds.
In that example I would go back to Go Goldfields and
say they had an evaluation model running throughout, so
it's not about saying, you know, here's money with no
accountability. We're watching communities - and Doveton
is another example - who want to be very accountable for
the money that they receive and look at actually how are
they measuring results and results of their community along
the way.
So I think the philanthropic money has been really
.19/07/2019 (14)
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important in enabling innovation in a way that government
departments traditionally have not done. I think that
there can be more than philanthropy at the table enabling
that to happen. I think it's the challenge for government
departments where there's often risk involved, and I
understand in terms of being risk-averse, but I think that
there's better ways that we can fund communities to
actually deliver better supports for people, and we've got
great models such as Doveton and Go Goldfields to really
provide evidence for that.
So we've argued for a social innovation fund that we
think could be provided by government to enable communities
to try some new things. Particularly when we look at
communities that are in, to be frank, abject poverty, that
have been for years, I would argue that multiple different
approaches have been tried with the very best of intent but
they haven't worked, and we've looked at communities that
really are ready to go with their own ideas, looking at how
they can do things differently.
We know they tend to get those ideas up when they talk
to philanthropy who are keen to back them. I think it
would be great to see government step up more to the plate
as well to say, well, actually what role can they play
without putting in - often they'll seek to put in
overarching backbone support from outside a local
community, which seems to me to defeat the purpose a bit.
Q.
We've also heard throughout this Royal Commission and
at various times about the importance to break down social
isolation for people with mental health issues, and there's
often been commentary about the fact that now we no longer
have drop-in centres or day centres, and some of the
psychosocial supports that have been available in the past
seem to be diminishing. What is your reflection on that?
A.
My reflection on that would probably go to some of the
comments I made earlier in terms of NDIS and other
services, where we've seen organisations, if you like, that
are not adequately funded to be able to provide the
services that they want to within local communities.
Another example would be looking at aged care, for
example, where previously organisations that received block
funding were able to spend more time with people who might
be lonely and in their homes; the fact that they had more
time to be able to spend with someone, to help them shower,
.19/07/2019 (14)

1752

1363

E J KING

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

2019 public hearings

to help them do other things as well. And we know that now
those services are being cut back, so we're seeing
significant cutbacks being experienced across the board.
And, when it comes to - if I go back to where I opened
which was looking at neighbourhood houses as an example:
they're a beautiful example, I think, of where people can
come together without having to disclose mental health or
loneliness or all those sorts of things, because they're a
sort of a soft entry point where you might go to be part of
a community garden or a choir or a cooking class and
actually become part of your community.
So I think we really need to look at
in our community, how do we invest in our
ecosystem, because we know that, in doing
actually deals with many of the issues we
isolation and loneliness.

how do we invest
broader community
that, that
have around

In that example there is something key in mind for me,
and that is that at our local community neighbourhood
house, there is a gentleman who has schizophrenia, he is
regularly in and out of hospital but as soon as he's
discharged he comes into the neighbourhood house because
that's where he belongs. Everyone knows him, and we know
him very well, and he's a key part of the neighbourhood
house and his background was as a barista. Some days he
comes in and makes coffee for everyone. But it's the place
that he belongs and, as he describes, the neighbourhood
house saved his life.
COMMISSIONER COCKRAM:
Q.
You mentioned in your
statement about partnerships and we've discussed that a
little bit, but we've also heard throughout these hearings
consultations from Community Primary Care and a range of
people about the complexity in the number of people in the
NGO mental health space, if I could put it that way.
Has VCOSS got a way forward in relation to the
complexity of that service provision system? And, have you
got some suggestions for us to consider as part of that?
A.
That's a great question. I think part of that also
comes down to the contracting or tendering out that's taken
place that's probably splintered the system to a degree as
well, so I think if we can look more at that partnership
model to begin, but also take the broader view around - I
do think there's that ecosystem that exists in terms of the
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community, because really, wherever someone enters, it
shouldn't mean that they're having to tell their story
again and again. So, whether you enter through a community
health service or whether you enter through a neighbourhood
house, et cetera, I think there are some things we can look
at there in terms of where are the referral points, where
are the caseworkers that help people navigate through a
system, but looking at embedding a system that's about
partnerships and developing and delivering partnerships
rather than a competitive model.
I think that one of the key parts around sometimes
looking at local community or place-based models, they're
often very good at working through that themselves where
they're genuinely and able to be place-based models, and if
you look at Doveton for example and all of the services
that are delivered not necessarily through Doveton but, as
they talked about with the partnerships they have with
other - whether it be local council, whether it be health
organisations, whether it be others - for the person who's
coming in accessing those services, the point is that
they're there rather than who are they accessing them from.
If you look at Go Goldfields and how they provide
services within the local community, the point is that
those services are there. I remember hearing one of the
local Maternal and Child Health nurses speaking to the
librarian around talking about encouraging a young mum to
take her kids to story time, and this mum, this is her
third child and she'd not been to story time beforehand.
So, thinking around actually how do we have conversations
with people about the services that exist for them, but how
do we try and join that up as a system rather than make
each an individual part and harder for people to navigate.
Because the reality at the moment is it's a system loosely termed "a system" - that is incredibly hard for
people to navigate and, to be frank, incredibly hard at
times to access.
I'm not sure if that, again, fully answered your
question.
Q.
I guess the question has at its base, have we got too
many of these multiple agencies out there? And I guess
it's certainly making it hard for both - it sounds like in
the evidence we've heard - for GPs, for consumers, for
their families, about which one's delivering which bit, and
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I just guess I was asking if you've got thoughts on that?
A.
I think some of that comes to clarity as well. So,
one of the things that strikes me is, for example, if
someone goes to visit their GP, does their GP have the
information at hand about what other local services are on
offer, and I would expect in many cases they simply don't.
We know for example, looking at the energy space which
VCOSS has done a lot of work in, often the first place
people will present will be at their GP. But we know GPs
don't necessarily go through and say to someone: actually,
the reason you're presenting with a particular illness is
because you can't turn the heater on and you're cold and
there's a whole lot of other issues here.
So having a GP equipped to talk about, here are the
other local services that we can connect you up with, how
can we help you. Those sorts of things I think are really
pivotal. So, part of it is about information and looking
at, in a local area, actually how might you bring that
together so again it's easier to navigate.
I do think Doveton is a perfect example of that, where
it's actually looking at, not only the child, if you like,
that enters the Early Learning Centre or the school, but
actually the whole family, and it's a perfect example of a
place-based model that is really there to help people but
also might identify things that someone may not identify in
and of themselves, but to say, we've got this other
service. Again, it's that "how can I help you" approach
that means that people might be willing also to disclose
things that they may not feel free to disclose to people
otherwise.
COMMISSIONER COCKRAM:
MS NICHOLS:
CHAIR:
today.

May Ms King be excused, Commissioner?

Thank you very much.

MS NICHOLS:
break?
CHAIR:

Thank you.

Thank you for your evidence

Chair, is it convenient to take a 15 minute

Yes, thank you.

SHORT ADJOURNMENT
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MS COGHLAN:
The next witness to be called is Matiu Bush,
and I call him now.
<MATIU ROGER BUSH, affirmed and examined:

MS COGHLAN:
Q.
Mr Bush, you've provided a statement
with the assistance of lawyers from the Commission?
A.
Correct, yes.
Q.
I tender that statement. [WIT.0001.0056.0001] You are
the founder of One Good Street?
A.
Correct.
Q.
Which is a social networking platform to encourage
neighbour-initiated care for older residents at risk of
social isolation and loneliness?
A.
Correct.
Q.
What's your other key role at the moment?
A.
So, I'm the Deputy Director of the Health
Transformation Lab at RMIT University, and that lab is set
up to tackle health care's most wicked problems, our
thorniest problems, and that includes loneliness and
isolation.
Q.
A.

When did you start in that position?
July the 1st.

Q.
What about your broader background; I guess, first of
all in relation to having a Masters degree in Public
Health?
A.
Correct, so a Masters degree in Public Health, a nurse
practitioner and have been involved in health care for
about 25 years. So, I've had clinical experience in
emergency departments, ICU, oncology, outpatient
department, elective surgery wait list, so I feel that I
have a broad lens or a broad view on the health care
system.
Q.
Can I just ask you a bit more about One Good Street.
Can you tell the Commissioners what that is?
A.
Absolutely. So, One Good Street's a network or a
platform that exists to reduce isolation and loneliness in
older people. The idea came about when I was helping out
an elder gentleman on my street, and he would fall out of
bed and I would go and pick him up and put him back into
.19/07/2019 (14)
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bed. I also am on the Board of Medicare Victoria, so I can
see from the vantage point of the entire health care system
about how to save money, and I knew that my act of
neighbour-initiated care of putting this gentleman back to
bed was saving an ambulance trip, an ED presentation.
And when I started to talk to people about this, they
were saying, we do the same sorts of things, there's an
Italian Nonna that we look after, there's somebody else
that we look after. And so I saw this almost tapestry or
safety net of neighbours who are doing so much in the care
space and do so freely, and it adds value to them and adds
value to the community but it also adds value to the front
door of the Emergency Department.
So I designed One Good Street which was to develop a
participation culture within suburbs to make it really easy
for people to do great things for their neighbours, and we
link that to a map on our website which accredits those
streets, so streets change colour if you're a member of One
Good Street.
That idea and that innovation came from listening to
an auctioneer talk about the importance of social capital
and why you want to buy a house in this suburb, because
this is a thick market of social activity, there's lots of
social capital.
So I saw that we needed to reward streets for this
work. It's a channel, there's 730 members at the moment,
we are live in four suburbs. We run a range of
initiatives, but essentially if you're an older person and
need help you can reach out to that network and there are
plenty of people who will jump in.
We see people through the lens of neighbours, rather
than through NDIS, through other diagnostics or through
other funding sources.
Q.
Can I take you back to ask you some more broad
questions about community resilience and connectedness.
So, in particular, from your perspective how does
loneliness impact on the mental health of individuals?
A.
It can be a predecessor or come afterwards. It's
actually linked very much into chronic illness. So, when
you are experiencing a chronic illness of any description,
both physical and mental, loneliness and social isolation
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may come after that, which then compounds the symptoms. It
all may exist beforehand through circumstances in your life
such as loss of partner or a range of things such as
geographic isolation from others, so it precedes the
expression of anxiety and depression and there's good
research to show it's very much linked to anxiety and
depression.
One thing we notice, and I think this is key, is that
when we do initiatives or roll out initiatives to address
isolation and loneliness, people's health gets better,
people's mental health gets better.
There's an example in the submission by Judy Lowthian
at the Bolton Clarke Institute Research Institute, where
the project was to call older people over 75 years of age
once they were discharged from hospital and phone them
every week to check in on how they're going.
60-plus per cent reduction in depressive symptoms: the
answers are there.
Q.
Just leaving One Good Street to one side, what is the
role for technology in reducing social isolation?
A.
Technology definitely plays a role, but it is never
separated from the tactile. So, the digital and tactile
need to go hand-in-hand, so face-to-face services as well
as the latest technology, and we're lucky enough in
Melbourne we have a thriving start-up system, we have a
thriving social impact entrepreneurial system to draw from.
There is a huge design community as well that is intently
interested in doing work for meaning.
So, there's a group called Designing for Health with
140-plus designers who want to design in health care, and
so, at this point in time in Victoria, we've got this
confluence of activity that can deliver great technical
advantages, and homegrown solutions are there.
I'll just talk you through very quickly a few. One of
them is called Sofihub, which is artificial intelligence in
the home, and that's a voice that talks to you, it's about
the size of a drink bottle, and it reminds you to take your
medication, it reminds you the temperature of the day, and
older people who have this technology in their home, they
talk about it as being like a guardian angel presence
because someone's there talking and reminding them of
things.
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There's another one called Umps Health, which is
really all developed here in Melbourne or Victoria, where
there is very, very non-invasive sensoring in the house: so
plug, kettle, fridge, TV, microwave, and it builds up a
pattern of normal activity, and if there's a deviation from
that normal activity it sends an SMS to family, friends,
health care services to say, at 8 o'clock this normally
happens, this hasn't happened today. And that has real
benefit because, if you've fallen over in your house, then
you're only lying down for an hour before someone gets a
message, compared to 8 hours, compared to 12 hours. And
that's saving a lot of money for the health sector.
My Lumin is a brilliant easy tablet for older people
to have connections with their loved ones. And there's
something called Gabrielle Cares which is a beautiful
little robot that follows older people around in their
home. It detects falls, it can sense pain, it communicates
to others, and this technology doesn't require a tremendous
amount of upskilling of the older person, it happens
seamlessly.
So, technology can alert the rest of the community,
what I call a person's ecosystem, which is everything in
their life, that something may have changed. And we'll
talk later about CaT Pin which was developed here in
Melbourne as well.
Q.
Those technological advances that you've described,
how do they then mesh with the tactile, which you've said
is also essential?
A.
Absolutely. So, the technology in somebody's home or
what they are wearing should be alerting somebody to do
something, and there is machine learning and algorithms
behind that which is absolutely part of the solution. So,
it is a false dichotomy to think of it as all face-to-face
and no tech or somehow demonise tech. It is both
simultaneously improving their lives to help people not
just survive but thrive and flourish.
It is what that tech does with that information, that
data, and then who it reaches out to. For something like
One Good Street, it could reach out to One Good Street and
neighbours could go and check on somebody if they hadn't
been seen for a while or didn't turn up for an appointment,
so that's where that tactile comes in: it meets an
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interface where humans then respond.
Q.
You mentioned before the CaT Pin.
of yours?
A.
Yes.

Q.
Can you just describe what that is?
A.
So, CaT Pin is a wearable that detects loneliness.
I'd been visiting with community nurses, the Bolton Clarke
community nurses, and I had visited a woman who was 101,
and we were the only people who visited her that day, and
it was her birthday. And I left that house thinking about
the poverty of conversation of her experience at 101. And
then the very rich conversational life that I have, online
virtual, as well as face-to-face, and really there's such a
thin market of activity and there's such a thick market in
my life and a very thin one in hers.
And I thought about, could word count be the surrogate
marker for a poverty of conversation which is linked to
isolation and loneliness? And at the moment we've got
nothing in real-time to tell us whether someone is isolated
or lonely. So, I took that concept to RMIT University, and
the School of Design helped develop a prototype and then we
continued to collaborate with different parts of RMIT
University to develop a prototype that counts the number of
words older people speak. Thresholds are set, so if you
drop between a particular threshold, it sends an SMS alert
to family, friends or neighbours to give you a phone call.
It interacts also with the ecosystem that's funded by the
government which includes home visitor schemes, telephone
support from Red Cross and Friends For Good; all of that
ecosystem's there, this just joins it all together in a
real-time response to isolation and loneliness.
We also look at what are the intrinsic things that
older person can do to increase the word count, and also
what extrinsic resources are already available. You and I
speak 20,000 to 30,000 words a day. Somebody who lives
alone, we don't know how much they speak. We don't know
what Australia's loneliest day is, so for people in the
community, that's never been researched before.
So the CaT Pin is like a trojan horse that opens up
all the possibilities of research of what is Australia's
loneliest day? How many words do people who have no-one in
their lives speak? Who are the people they do speak to?
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The post person, newsagents, whoever, the community nurses,
care workers. Then that helps us to understand the
interventions and the people we should be intervening with.
It also helps target the interventions and isolation
of loneliness. So that, if Tuesday and Wednesday is the
day when most people who live alone with no-one in their
lives don't say anything to anyone, then what resilience do
we need to build in on Monday, what type of activities best
reduce people's burden of isolation and loneliness.
This is important because you're at 26 per cent
increased risk of mortality if you're chronically isolated
and lonely, and you also use services more. So, something
around 60 to 66 per cent increase in GP visits, in
Emergency Department presentations.
When I worked in Emergency, there was something we
called the positive suitcase sign. So, if an older person
turned up with their suitcase, we knew it was a social
admission. So, that gives you an idea of the impact of
loneliness in our tertiary healthcare system.
There are people that cannot be discharged from
hospital because there is no-one to discharge them to.
There's a home, but there's no food in that home, there's
no support in that home post their discharge. We want to
take what being discharged to the community could truly
mean with a different type of ecosystem surrounding that
individual.
Q.
You've used the word "ecosystem" a few times and you
did explain it briefly earlier, but could really articulate
what you mean by that?
A.
Absolutely. So, to give you an example, it is
everything in somebody's life, all the touch points in
their life. So, for many of us here today we may have
bought a coffee from some place, we may have had a
conversation, we may have gone to the newsagent before we
came here, they're all the - it's almost like the
choreography of your life and all the people you touch
along the way, all the resources and the systems and
services you interact with: that's somebody's ecosystem.
By respecting that ecosystem, that's where new technology
and startups can come in and then start to transform that
ecosystem, and potentially reorganise the resources that
are already there.
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Because in our communities there are tremendous local
heroes doing great things, and a re-organisation of that
towards somebody who's isolated and lonely is incredibly
cost-effective, but it's also incredibly powerful for that
individual and for the community.
Q.
You talked about before the potential uses for the CaT
Pin in terms of research and understanding of loneliness.
Has that progressed to that point yet, or is that sort of
in the ideas phase?
A.
So, we have a prototype at the moment and we are
working with funders to build up a program of work, to turn
that into a prototype. We engaged with jewellery designers
so that we could design something that was very desirable
to wear and that's incredibly important in that co-design
piece with older people. Because many older people won't
wear technology if they see no benefit, but also when we
talk to older people they don't like the disability beige
that everything comes in. That's something Leah Heiss
always talks about, that disability beige.
We offer no purposeful design to make something that
is about disability into something that's desirable to
wear. So, we're at the early stages of it. Telstra Health
awarded us $10,000 to start that work.
Q.
Can I just ask for the "CaT Pin in Action" to be put
up? [WIT.0001.0056.0024] It's a bit difficult to read,
you might need to talk us through that?
A.
Absolutely. We would like this to be socially
prescribed by a health professional.
Q.
What do you mean by that?
A.
So social prescription is when any clinician
prescribes to you an activity or an action based on agreed
goals. So, if you said to me that, "I would like to
exercise more because I've got blood pressure or for
managing my anxiety", then I would write you a prescription
to the local exercise club or the local walking club or the
local garden club, and then we would check in on that to
see how that's tracking for you and whether it was
achieving the goals of reducing your blood pressure,
helping you do more exercise, reducing your medication,
et cetera.
So there is a strong movement of social prescribing
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across Australia and internationally but it's not
widespread. So, it would be important that these type of
things are prescribed based on assessment.
For example, for this lady here I would do a
loneliness assessment, social isolation assessment, which
is a validated tool, and then have a conversation with her
about this intervention. We would then set, if she decided
yes, I'd like to use it, we would set the parameters: how
many conversations would you like a day? And if she says,
I'd like to have about three or four, we would set that
into the software and then she would go about her normal
life. We would also explore what are the intrinsic things
she can do to have more contact with people and whether
that's assisting with ease of telephone communication or
scheduled phone book clubs or whatever it is that already
exists.
Q.
And who does the prescribing?
A.
We would like community nurses to be doing that and
especially GPs, because GPs have access to these
individuals. And that's what's important with this, is
respecting the ecosystem and the people that meet these
older people, and it is community nurses and care workers
that are in the homes of the most vulnerable in Australia
and that's our referral pathway, so we would be looking to
upskill them.
Then if the word count drops below that threshold
which we've negotiated and set, then an action happens.
So, instead of the internet of things, this is the internet
of actions. It then sends a message to family, friends,
volunteer phone service, it could send to neighbours, part
of the One Good Street network, and then we would respond
by increasing the word count through a conversation, so
it's conversation as therapy, or a home visit or an
activity.
Q.
Could we talk through the diagram that you've got
here. Can you read that from where you are?
A.
So, it looks like:
"Maria is alone in the family home. Her
husband Peter died seven years ago. Her
children are grown up and now live with
their own families.
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"Today Maria has not spoken to anyone.
She's feeling isolated and alone. Her CaT
Pin then senses that she is at risk of
loneliness."
"Maria's daughter Frances receives an alert
message."
Q.
And that's just a text message?
A.
Correct, just a text message. Then the daughter
phones her to lift the word count. Maria's phone rings,
she has that conversation. So, I think for the first time
we've got real-time intervention for loneliness and
isolation.
Q.
Can I come back to ask you more about One Good Street.
You've described what its purpose is and why it was that it
was developed. Can you give some examples of what's
happening in the community who are members of One Good
Street?
A.
We established the Library of Aged Care Things or the
Library of Care Things. It's Australia's first lending
library of aged care and care equipment. What was
happening on the Good Karma Networks, which are social
neighbourhood Facebook groups that have thousands and
thousands of people in neighbourhoods posting different
things, we saw postings of aged care equipment or care
equipment where people's loved ones either had gone into
care or had died.
What we did was we started to see all these posts and
we started to collect that equipment, because community
nurses, social workers, OTs and physios were reaching out
saying, we've got people who can't afford care equipment on
NDIS, on CHSP, on home package care funding.
So we started to collect that and then clean it, tag
and test it, and then give it away for free. So, we've
established a lending library of care equipment which is
free of charge to older people and it expressly has an aim
to support adult children who are looking after their
parents in their own home or in the parent's home.
So, we've given over $30,000 worth of free equipment
away in the past year and a half. We run Air Con Clubs, so
these are spontaneous opening up of your homes to your
older neighbours in extreme weather. So, when it is 38
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degrees in Melbourne for three or four days we have these
Air Con Clubs that pop up and people invite their
neighbours over. This is to reduce the effects of heat for
older people because we know that they don't turn on their
air conditioners and they're at risk, and especially if you
live alone, no-one's reminding you to have a drink. This
is a really organic simple thing.
Also the members knit cardigans, blankets, do a range
of things where we are producing things and giving them
away through all of our networks so that they reach older
people. We do Christmas hampers and we also do Ride To End
Loneliness which is a particular initiative from Cycling
Without Age, and that is giving older people who can't get
out of their homes any more because of inability or any
other reason, access to the community through a special
bike that they can sit in the front and we have trained
volunteers that take them out for a bike ride.
Q.
And so, how do older people access One Good Street,
for example if it's on Facebook and they're not internet
users, how do they come to know that it's available or that
it's there?
A.
The brilliant thing about it is, they don't have to
touch Facebook at all, the street itself becomes a better
place to live in for an older person. So, it's the
neighbours who are active on the Facebook groups are the
ones that start to reach out to those older people.
We also use our community nurses and care workers,
because we've got partnerships with aged care providers, to
let them know about all of those initiatives.
So, to give you an example, a secretary from a GP
practice posted saying, we need equipment because there is
a particular client who is very young and is palliative but
cannot afford the hire of a hi-lo bed, a wheelchair, a
commode and some other supplies. So, it was costing this
young person $250 per week to rent this equipment and she
couldn't afford it.
So, the secretary from the GP practice posted saying,
"Please help", and within an hour that community had
responded and we had everything we needed. Within
24 hours, all of that equipment was delivered, so that
gives you an idea of the rapid response.
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What was interesting was, NDIS would not fund her for
the palliative care equipment. Palliative care had no
money to fund her for that equipment, but when they asked
the neighbours, we just saw her as a neighbour in need, so
it was easy to respond, so she's received all of that
equipment and continued support during the last days of her
life.
Q.
Can I just ask, you gave an example earlier on about
an older gentleman in your street, and that you would go
and get him out of bed, and there is a system in place for
you to then inform family about that, and that's sort of
how this works?
A.
Absolutely.
Q.
Could you just explain what that system is?
A.
So, whenever we access an older person, it's always
with their consent and also really respecting their
ecosystem, which includes their family members. So, often
it's the family members we're supporting initially because
it's the adult children that come in with that burden, the
carer stress of looking after dad but also managing family,
also managing career.
When they hear about One Good Street and that we've
got free equipment, and when they go and pick up the free
equipment and they have a conversation with someone that's
been through the same thing, they get benefit, so there's
always respecting that ecosystem and it's very
human-centred in that sense.
So there are pathways back, and because I work in the
health care sector I'm able to help people with those
pathways back and many of the members of One Good Street
are psychologists, OTs, physios, et cetera, in the
community. So, really there's this latent capacity within
the community. When we clock off from our normal clinical
jobs we're happy to share our expertise and our referral
pathways to make our suburbs better places to live.
I think the key is here, we're micro-ambitious, it's
just one street that I have to care for, it's not millions
and millions or thousands of people which is overwhelming,
because if we think like that then we've got to develop an
entire system as a response. This is street-by-street,
making streets better places and neighbourhoods better
places for older people to live, which is very achievable
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when you break it down into those components.
When you create a participation culture that's very
easy to get involved, then it's easy for neighbours to say,
I can change your light globes, and my street changes
colour on a map and now the auctioneer is talking about it
and our property prices are increasing. That's the way we
have to approach these complex social problems, is looking
at very innovative ways on how to engage and create
participation within our suburbs that already exists,
especially through Rotary and a range of other
organisations, and then reward that and then create more
opportunities, frequency and variety, to do a range of
things to make our neighbourhoods a better place to live.
What it does do is it links with the urban renewal
movement. So, this has been really key to focus on what
are the themes and energy within the community, and if
we've got communities mobilised around climate change,
around composting, around protecting bees, et cetera,
that's not too much of a stretch for them to think about
caring for older people.
Q.
You talked about, I guess one aspect is pure goodwill,
but you're also talking about other incentives for people
to want to engage in this sort of community support?
A.
Absolutely.
Q.
As well as people who have experience like you in
nursing and other fields, it can be just members of the
public who choose to participate and help?
A.
Absolutely, and what we do is, within the Facebook
group, is post content that is building capability. So,
we're telling stories about supporting people with dementia
in your community, supporting people who are dying in your
community, a range of initiatives.
So today we've been posting about, in Holland
I believe they have now set up a special, it's called the
Chat Checkout. So, in supermarkets there is a designated
checkout where you can take your time for older people and
have conversations. So, that's the sort of thing we're
posting, and then the response is, let's try and do
something here, let's go to our local supermarket and
create a space; instead of rushing past the older person,
that they are welcomed.
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This type of content builds a sense that our older
people in our communities are VIPs, they are the corporate
and public historians, these libraries, that we have to
change an attitude within ourselves that they are valued
and that we are part of aged care, and to a certain extent
we are NDIS. The community has always been and must be.
It doesn't live conceptually in government and has no
meaning for those in our street, but for years we've looked
after older people and those with a range of disadvantage
in our streets. We need to reward that, encourage it,
foster it.
Q.
What has been the impact of One Good Street in terms
of, I think you talked about the estimate that $30,000 of
care equipment had been reallocated to people free of
charge, what about how many members there are of the
Facebook group?
A.
So, 730-something members on our Facebook group. We
recently have been giving out quilts and blankets to older
people via our partners but also as a way of encouraging
neighbours to go up and interact with their older
neighbours.
We also have been running a range of initiatives that
help lift the profile of the role of older people in our
community activities. Our partnerships are really
important and that's with people like the Good Karma
Network, with Bolton Clarke, with Kensington/Flemington
Rotary, and there is this porousness where they will say,
hey, we need something; we say we can do that, or hey, you
need something, we can do that.
We also post a lot of opportunities from other
organisations because we don't want to produce a whole lot
of stuff, we want to support what the ecosystem is already
doing and running it through our platform which gives our
volunteers frequency and variety. The work done in Lambeth
and Frome in the UK really showed that you can transform
suburbs if you make the volunteering experience amazing.
Q.
Can you just talk a bit more about that?
A.
Certainly. They surveyed 50,000 people in the UK and
said how many of you would want to donate time to make your
suburb a better place? 60 per cent said absolutely. Then
they said, how many of you do something practically for
your neighbourhood? They said it was only 3 per cent. So
we have a design problem, that we have goodwill in the
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community, and in Australia we do it in a flood, in a fire,
the Australian spirit comes out and we help each other out.
This type of initiative is making that tangible and
breaking up into small activities weekly and daily for
people to actually contribute to their society.
So in Lambeth, they rolled an amazing program out
called Designed to Scale. It was all about developing a
participation network within suburbs and activating the
suburb. They did a range of initiatives including communal
orchards, tool sheds, a whole range of things that changed
the character of the suburb.
In Frome, they did social prescribing to local
initiatives, to garden clubs, to aged care activities, to a
whole range of things, and they had a 14 per cent reduction
in Emergency Department presentations for people over 75
with comorbidity suffering from social isolation.
So, if we can enact our neighbourhoods, enliven them
with a whole range of social impact initiatives, we will
see a change at the Emergency Department front door,
because people are being looked after better in the
community, especially those most vulnerable.
Q.
What are some of the challenges that are being faced
in implementing One Good Street?
A.
The funding mechanisms are often financial year, but
we're dealing with people's lifetimes, and sometimes there
is an organic nature to what we do in the community that
requires time for it to evolve, and also a risk tolerance
that is different when you are doing things in the
community.
So, that's one thing about the funding cycles. What I
would say about funding is, the best examples in the world
take all of that money that they would give individually
and pull it all together, and then take all the individual
heroes and all the individual initiatives and pull them all
together and build capability, and it's a brilliant
framework in the UK where they do that. And they build as
much capability as possible, they make all of the local
heros share the accountants, legal, insurance, website
development, et cetera, and make them all cohesively work
together rather than compete, so you form clusters of
things, and then roll those out as a program of work to the
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community, so there's that.
The second thing is, social prescribing has not found
its full speed in Australia. So, bits and pieces have been
done. But at the moment, if you and I went to an Emergency
Department, no-one's assessing us for loneliness and
isolation. So, we don't have referral mechanisms, and yet,
everyone talks about it. So, I work with a community nurse
and she'll say, I still come and give this gentleman
medication because I'm the only person in his life. GPs
that say, welcome, back again, I haven't got much from a
clinical perspective but I know that you're here because
you're isolated and lonely.
So, it is known throughout the clinical sector that
this is an issue, yet we haven't found a way, a mechanism
to take that, to assess for it and then to refer to it.
So, rather than referring to social work, psychologists,
psychiatrists, it really is that social prescription model
that stays, you've presented, loneliness and isolation is
an issue for you, we've done an assessment based on what
you have entered in, in regards to describing your life and
how you want to live, and now we prescribe for you Rotary,
walking groups, the local library, the local choir, One
Good Street, here's an equipment list you may need, here's
support for your family, and all of that is mostly free of
charge.
Q.
Based on your experiences with One Good Street, what
are your reflections on the strengths of such a model?
A.
The cost of One Good Street is a fraction of what is
being funded currently, so it's a very achievable model.
What it also does, one of the strengths, is that it
takes what already exists and reorganises it. So, we have
so much capacity within our neighbourhoods, yet we're not
pulling together the net benefit of all of those
activities. So, this type of model helps do that and it
does have an eye to the tertiary sector and saving the
health dollar as well, so there is a duality that you can
actually reduce costs of a tertiary hospital by working
with local garden clubs, local community groups to help
support older people. So, there is a link there and I
think that that's definitely what the research overseas has
shown, is that you can link these initiatives to hard
economical realities for the tertiary system.
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So there's strength in respecting the ecosystem. It
also creates participation within suburbs and our suburbs
become better places to live. It also certainly sits
alongside of and is supported by other movements within the
community, such as better living cities and all the
approaches of town planners and architects to make our
cities better places to live, so it fits very, very nicely
with that. That's what I call a coincidence of wants. So,
if people want and local government want our cities to be
better, this is part of that, so it coincides beautifully
with a range of movement that is happening very, very
locally and then scaled up to, from streets to city, to
states.
Q.
In terms of what you've described, there's clearly
potential for broader applicability in other communities?
A.
Absolutely. People have reached out to start One Good
Street or One Good Town across Australia, and often they're
concerned because they are either rural or
non-metropolitan, that they won't have the resources, and
what I find is, when I talk to them, that they actually do
have a range of neighbourhood Facebook groups, that they
could either join together or introduce another one that
covers that with a real focus on isolation and loneliness
in older people, supporting older people, and that there
are all of those antecedents there within the
neighbourhood.
Certainly looking at Lions, Rotary, Probus, all of
those forgotten heroes in Australia who constantly do
amazing things and are looking for renewal, is bringing
them into this new way of doing things, and then that
partnership with schools and tertiary education, and also
looking at volunteerism, where individuals are shared. So,
if you're a volunteer, you actually can be shared between a
range of organisations which then gives you more variety
and frequency, so you would volunteer more because it's
incredibly exciting.
The other sorts of things that we need to see for this
to scale up - but I also acknowledge that scale up may not
be achievable, that there may be organic things that happen
in communities that will struggle elsewhere, and that there
will be place-based differences. I think that's an
important thing, because we can't have assumption that one
model that works here can be scaled up everywhere. There
may be elements of it that may work, and I look to Men's
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Shed on how they've scaled up, the Men's Sheds and the
She Sheds across Australia; it gives us an idea. And when
talking with them about the - that some thrive and some
just survive and teasing out what are the elements of that,
they're all things to be taken into consideration.
But there may be organisations and parts of the
society that don't need it because they've already got
established networks in place, and that's that real respect
for the ecosystem, respect for the goodwill that's already
out there in the community.
Q.
Are there any early lessons or other factors that
should be taken into account when considering replicating
similar models in other communities, aside from what you've
said about scalability?
A.
I think it is important, yes - I think we need to
evolve our sense of co-design, and co-design is just an
initial phase, but co-leadership and co-production takes
that citizen science even further.
There is a body of evidence around citizen science
that looks at citizens conducting their own rapid
prototyping, their own hybrid citizen experiments to
deliver value to the community and supporting them to do
that, that it is very much crowd-sourced. So, there are
lessons in allowing that to happen, create space for that,
allowing the organicness to happen.
But also to introduce new things, because communities
don't know an exhaustive amount of possibilities for them.
So, yes, importing and then changing and massaging other
initiatives that have worked well, and I think that's the
duality.
And having a tolerance for failure and a tolerance for
things not to work, then we can rapidly prototype, acquire
on Tuesdays and then work out that it doesn't work, and we
need to do it on a Saturday, and we need to link it to tea
and coffee and it needs to be linked to the gardening club.
That's the type of environment where innovation can
flourish and also local creativity can flourish. So,
there's work to be done on creating environments that are
very, very permissive, we can manage the risk, but allow
that creativity from the community and from outside to kind
of collide.
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MS COGHLAN:
Thank you, Mr Bush.
Commissioners have any questions?

Chair, do the

COMMISSIONER McSHERRY:
Q.
Thanks very much for your
testimony, and I admire your passion at trying to connect
team. I'm just wondering whether there might be some
challenges, though. We've seen recently that certain
organisations - I'm thinking about the Cambridge Analytica
scandal and so on - is there perhaps a challenge with
technology coming into the home, that the data that's
gathered might be accessible by others? That's the first
question.
The second question is, when you're monitoring people
for social isolation, is there a challenge that other
people will think, oh, someone's going to come to help: if
someone doesn't, well, who has a duty of care, I suppose.
As you said, it's very much based on a participation
culture, but what happens if people don't participate?
A.
Absolutely. So, the producers of the technology are
very cognisant of that. So, the challenge for them is to
ensure that that data security is well in place, and that's
incumbent on the developers of that, and also the aged care
providers that are utilising that for their own safeguards
to ensure that it's a very, very closed system; that, if
you've got sensors in your home that are letting me know
whether you are - and you've consented to it - that the
data is stored securely and that the messaging that goes to
the community nurses to say you haven't gotten out of bed because it exists within a model of care - and though the
frameworks and safety guards around the model of care
should be protecting. But that's an evolving conversation.
To confirm that, on Facebook no addresses' identity is
ever revealed, so that was all done behind the scenes,
nothing is ever put out into Facebook around this person,
naming them, needs help; that's all done behind the scenes
to protect people's privacy, their autonomy, and that's
incredibly, incredibly important.
The one thing I would say about - because often the
conversation is around, what's the risk for elder abuse?
The more people you have in your life from diverse
perspectives the less you're able to experience elder abuse
because you're having a whole range of people check up on
you. So it is protective to have a range of people in your
life. But we can control for that, to ensure that what
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information you want to share is shared responsibly and
we've got safeguards in place, such as all our volunteers
are police checked and have an interview, for example first one.
The second one was about the duty of care. So, the
partnerships arrangements with One Good Street and care
providers like Bolton Clarke and community houses, that's
where that added layer of protection is.
When community nurses visit older people and no-one
answers the door, they often will talk to neighbours, or
the neighbours will come out and see the car and say, hey,
I haven't seen this individual, I think they're in
hospital. So, the neighbourhood is a source of
information.
By providing them with a legitimate place at the table
as part of the care team, we can then build capability and
control for risk, but also, we get more data points about
that individual and it's a safety net for them.
What we would do, for example with the CaT Pin, is to
have a range of SMS alerts, and you can build the
technology so that it sends an SMS to you, because your
grandmother hasn't spoken all day, and then if you don't
respond it has a secondary and potentially a third contact,
so you've got that process in place.
If it's been prescribed by a GP or a community nurse,
then we know that we've got community nurses and care
workers going in daily, because this is really targeted for
those individuals that are receiving services already, or
are on the at risk registry because they're 85, live
totally alone with no family in West Melbourne, for
example. That's the type of person who already exists
within a framework of duty of care because they're
receiving a range of services through Package Care, for
example.
Q.
Could I just ask, as a quick follow-up, which of the
four suburbs are involved?
A.
So, North Melbourne, Kensington, Flemington and West
Melbourne.
And you're thinking of rolling this out across
Q.
Melbourne and perhaps country areas? You mentioned -.19/07/2019 (14)

1774

1385

M R BUSH

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

2019 public hearings

A.
Correct. If there's an appetite for it, and
co-leading, co-producing and co-designing it with those
local neighbourhoods.
COMMISSIONER FELS:
Q.
I imagine you've come across the
Putnam, Bowling Alone, and all of that which some of us got
our education from, and I think it was called something
like, "The collapse of American community", but also some
revival. So, how do you see all that literature which
tells us that the community is collapsing, but what's your
take on that in the light of all the excellent things that
you seem to be doing?
A.
I feel that there is latent capacity within our
neighbourhoods, and often when I present about One Good
Street people come up afterwards and tell me, "This is how
we used to be", and especially in rural places they talk
about, "This is rural life, we all looked after each
other." And I often respond that, yes, but often it was
gendered, so it was certain members of the society that
would do the majority of this work, and in 2019 it has to
be more shared amongst us all.
And also, with the possibility of rewarding and
accrediting and social credits for example, it offers new
opportunity to reward people that is not monetary.
One thing I would say is that there's no - I'm not
ready to put the curtain down on community activism as yet.
So, we've got incredible energy around environmentalism,
about making our homes more sustainable and making our
suburbs and cities more sustainable, and that's what we're
hearing about constantly. And that for me, I'm stretching
that to include older people, isolation and loneliness.
So, I haven't discovered apathy in the community on
this. What I've discovered is that there is a pool of
people that want to redeem the ageing experience of their
parents and they have put their hands up to say, I want to
help older people, because they weren't satisfied with how
their mum and dad were treated in aged care, so they're
highly motivated to get involved.
What I think can assist is coupling One Good Street
and this movement to help older people thrive in our
society and respect them more is the fight against ageism,
which is incredibly important; to look after CALD
communities and LGBTI seniors as well, and couple that with
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other energy flows of urban renewal, and we see that as a
whole and package it as a whole. There is no end of energy
in people that want to change. So, I see the horizon thick
with solutions.
CHAIR:
Q.
I have one last point to ask you about in
terms of the reflections about that. We've heard a lot
through this Royal Commission about the stigma around
mental health and mental illness, and thinking about
whether you have experience or how you think the model
applies for those community members who might be older but
also have mental health issues and what role something like
your One Good Street could have.
A.
I think, the key would be to focus that individual as
the neighbour who needs assistance, and if we view them
through the lens of that neighbour: this is just someone in
my neighbourhood who may have a range of things in their
lives, but they are a neighbour, so they're an enduring
presence in my street.
So, I can be informed via providing content through
the Facebook group about anxiety, about depression, about
suicide risk in older people. There's ways we can inform
the community, what we call at the Health Transformation
Lab, guerilla information provision, where you are
messaging the community on a regular basis in ways they're
not expecting to hear about: the suicide rates of older
people, you can do that through a range of social media
channels; people with mental health issues who often are
well engaged on social media when they've got digital
connectedness, so there's ways to provide
capability-building within the suburb.
The referral pathways are really useful so that - and
this happens now, so Ozanam House will call me and say,
we've got somebody who needs XYZ, can you help, and I push
that out saying, this is what I need. Or I've got a range
of people that can already jump in.
So it is those referral pathways and the timeliness of
it, the ability to do it in a day. Some of the
organisations can't believe that they've phoned in the
morning and then, on the way home from work, one of the
volunteers already drops off the equipment. That's unheard
of. They expect a wait, they're actually shocked, oh my
God, here it is, you've had a response? But that's how the
community can respond.
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So, those trusted partnerships, those referral
pathways in and out, building capability, because people
within our neighbourhoods experience a whole range of
mental health fluctuations in the phenomena of their life,
and there is this capacity to assist, to guide, to support,
all through the lens of this is just a neighbour who needs
help. It really normalises that as part of the tapestry of
our neighbourhoods.
CHAIR:

Thank you very much.

MS COGHLAN:
excused?

Thank you, Chair.

May Mr Bush please be

CHAIR:
Yes, thank you very much for your exciting
developments and thank you for coming and giving your
evidence today.
<THE WITNESS WITHDREW
MS COGHLAN:
Is now a convenient time to break for lunch?
I understand we'll be returning at 1.45.
CHAIR:

Thank you

LUNCHEON ADJOURNMENT
UPON RESUMING AFTER LUNCH
MS COGHLAN:
The next witness to be called is Jane
Anderson, and I call her now.
<JANE ELIZABETH ANDERSON, affirmed and examined:

[1.50pm]

MS COGHLAN:
Q.
Ms Anderson, you've provided a statement
to the Royal Commission?
A.
Yes, I did.
Q.
I tender that statement. [WIT.0001.0058.0001] Can you
please detail for the Commissioners your background and
experience?
A.
Most previously to the current role of the Latrobe
Health Advocate, I was the Regional Director of Anglicare
Victoria in Gippsland. Before that, I was a lawyer in
community practice and also private practice and, before
that, I was a member of Victoria Police for 11 years.
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Q.
You mentioned in your statement you have nearly
20 years of experience working with Latrobe Valley
communities?
A.
Yes. I moved to Latrobe for work about 20 years ago
and have lived and worked in Latrobe for that time.
Q.
Can you just describe then your current role and
responsibilities as the Latrobe Health Advocate?
A.
I was appointed to the role of Latrobe Health Advocate
in May last year and commenced in June and my role is to
hear from the community and give advice to Government and
stakeholders and services around what the community is
looking for to improve health and wellbeing in Latrobe.
Q.
Can you tell the Commissioners a bit about Latrobe
City, its location, its population, those matters?
A.
So, Latrobe City is about 150 kilometres east of
Melbourne. The population's about 75,000, and there's a
number of towns in Latrobe. There's four major towns:
Churchill, Moe, Morwell and Traralgon, then there's seven
smaller towns. The history of the area has been farming
and power generation for some time.
Q.
What is the focus of the Latrobe Health Advocate?
A.
So, my role is to hear from the community. It was a
recommendation from the Hazelwood Mine Fire Inquiry. There
was a fire in Hazelwood in 2014, and from that fire there
was an inquiry because of the concerns from the community
about the impact on their health from the fire, and also
why the fire occurred in the first place.
So, the recommendation was to establish the role of
the Latrobe Health Advocate as well as the Latrobe Health
Innovation Zone and the Latrobe Health Assembly. The words
from the inquiry for the role of the advocate was to be a
champion for the voice of the community in looking at
change to improve health outcomes in Latrobe.
My role is: I report directly to the Minister for
Health and, as I said, give advice to the Government on
what the community is looking for to improve health and
wellbeing. It's an independent role, so I'm not a part of
any other service or government department, and it is to be
the voice for the community.
Q.

You've mentioned the Latrobe Health Innovation Zone
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and the Latrobe Health Assembly. Can you just elaborate on
those aspects?
A.
Yes, so Latrobe City was designated as the Health
Innovation Zone, which in essence means it's the area that
is dedicated to improving health and wellbeing and
innovating, doing things differently in doing that.
The Latrobe Health Assembly is a unique structure in
its set up, in that it's a legal institution that brings
together the CEOs from the hospital, the community health
service, local government and the Primary Health Network,
and also representation from the Department of Health and
Human Services with community members on the board, and
then also the assembly itself has community members.
It's unique in the fact that it is legal, bringing
those people together and working with the community to
ensure community-led decision-making and community-led
improvements for the health and wellbeing in Latrobe.
Q.
So, how does the role of the Latrobe Health Advocate
contribute to the zone?
A.
So, my role, as I said, is independent but works in
collaboration with particularly the Health Assembly and
with the other organisations within the Health Innovation
Zone. A key part of my role in hearing the voice of the
community is to engage the community and hear from them in
a way that they may not have had their voice previously.
So, I particularly focus on people who either don't
recognise their voice or don't have the opportunity to
provide their voice, and I've engaged with the community in
different ways: in going to the community where the
community is, acknowledging that they're living in
different contexts and they're in different places.
So, I've done things like catch the buses and talk to
people on the buses and at bus stops. I go to community
events and I ask open questions from the community around
what are their priorities for improving health and
wellbeing and what are their suggestions for improving
health and wellbeing.
So a key part of my role is hearing those voices from
the community in different ways so they can have their
voice, and then I take that voice through to other
decision-makers, whether or not it's government or whether
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it's health services or whether it's the Health Assembly so
they can adapt and change the way that they are providing
health services according to what the community is wanting.
So it is about community-led decision-making in
improvements in the services.
Q.
You've talked about taking the things that you hear to
the Assembly. Can I just ask more specifically how your
role as the Health Advocate works with the assembly?
A.
Yes, independent of the assembly but working closely
and collaborating with the assembly. So, I will attend
Assembly meetings at different times and I will attend the
board meeting of the Assembly, but then I also interact
with the Assembly members individually and separate from
that as well.
Q.
One of the things you mention in your statement is
that having community members and the leaders of the major
health services in the room together creates a space where
the status quo can be challenged?
A.
That's right. It is unique that they are coming
together in that legal structure, and so, it is an
opportunity to bring what I'm hearing from the community
through to those people as a group, and so, the opportunity
to actually influence the way that they're doing things is
greater.
Q.
Can you talk about some of the strengths of this model
that you've described?
A.
So, what's particularly strong in my view of the work
within the Latrobe Health Innovation Zone is that it is
localised and it is looking at the place and the context in
which people live their lives.
We're aware in Latrobe that there are health
challenges, and those challenges have been there for quite
some time. So, by having a Health Innovation Zone we're
doing things differently to improve the health, because
health hasn't been improving there recently, so we do need
to change the trajectory of some of the issues.
One of the strengths is being aware of the context in
which people live, having the community-led
decision-making, and also people having a shared focus
around what the issues are in Latrobe. So it is the
opportunity to really highlight the importance of health
and wellbeing. While we've got economic development we're
.19/07/2019 (14)
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bringing health and wellbeing as a priority together which,
when we join them, we've got the greatest opportunity for a
prosperous community.
Q.
One of the strengths you identify in your statement,
just picking up on what you've said, is about these
place-based approaches and methods that can empower
communities and individuals in that context. Can you
expand on that?
A.
Yes. So, having community leadership in relation to
different initiatives, having their strength at something
like the Latrobe Health Assembly, it gives the opportunity
for them to inform the things that need to occur.
One of the examples is the Hello Campaign. So, people
identified in Latrobe that there needed to be greater
social inclusion, greater connection between people. So,
Lifeline Gippsland were able to look at what could be done
in that space and they were able to bring the community
together with the Health Assembly and also then with the
government to see what could be done differently.
The Hello Campaign was one of those initiatives that
came from the community informing directly the services and
what could be done. It started from a suicide prevention
aspect and as a precursor to having a "Are you okay?"
conversation and actually establishing a relationship with
someone before you could say: "Are you okay?".
Q.
Do you have any idea about how that's gone in
practice?
A.
Yes, I've had feedback recently when I've caught the
buses this week and I've talked to people, and the Hello
Campaign was initiated just a couple of months ago, so when
I caught the bus this week people actually talked to me in
the street about the value of that campaign.
With that campaign people are actually handing out
"Hello" cards. So, they are seeing someone in the street
and they are saying "Hello" when they are handing out these
cards which assists people in how they can say "Hello" to
others, and they're doing it in cafés and sporting grounds
and different locations, and people in the community are
actually talking about saying "Hello" to more people.
Q.
Is there broader potential for application of this
kind of model in other communities?
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A.
Yes, I think there definitely is. I think there's
some learnings from how things have occurred in Latrobe
that we would need to adapt, but certainly there is
potential to use the model in different places where it was
appropriately needed.
Q.
Can I ask you about those learnings or those early
lessons, and your view really on factors that should be
taken into account when considering replicating or
expanding similar kinds of models in other communities?
A.
I think it's really important that there is time spent
on developing the relationships in which people are
working. I think often we talk about partnerships but
actually for the model to work we need true collaboration
and that means that people are actually compromising and
that takes a trusted relationship to compromise and to come
to true collaboration, so we need to invest in the time.
We also need to be very conscious of the power
imbalances and having good communication. There's no doubt
that people from the health sector, like other sectors,
have a language and people in the community don't
necessarily understand that language. So, it's important
that unequal power issues are identified and addressed and
people are aware of the position that they stand in, so
people can come to things equally.
It's also important that we build on the existing
strengths within the community. So, whilst we have a
Health Innovation Zone and we need to change things, it's
not everything that needs to change. So, it's important
where there are small organisations like neighbourhood
houses who have been trying to innovate and doing things
differently and are innovating, that they're actually taken
on the journey and they're not excluded or ostracised from
the processes, so the strengths in the community are built
upon.
I think it's also important that, whilst things are
focusing on health and wellbeing, there's lots of different
activity that occurs in the community, whether or not it's
from local government, state government or organisations
that are focused on health and wellbeing, and if we're not
careful to align the energies and the action then we can
have lots of things going off in different directions. So
it's important to align the work and have a common agenda.
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I think that engagement with the community is also
important. When I commenced in the role people talked
about consultation fatigue and that people in the community
were tired of talking to others, and what I actually found
is that, when I was going out into the community going to
places where they were and asking open questions and
listening to what they had to say, that there was no
fatigue from the community; they absolutely wanted to
contribute to change, but I think it's about how others are
supported to engage meaningfully with people and actually
hear what people have to say and want to say.
I think there's probably another area that is a
learning which is also around how local context operate in
a statewide and a national arena as well. So, when there
is statewide policies and they are being sought to be
changed and give value to what the community is looking
for, how those statewide policies can be adapted to the
local area.
The last area that I'd say is a learning is around
risk. It's difficult for governments and departments to
take risk, and it's challenging for the community to allow
others to take risk and allow for failure as well. So, I
think we need to have the right environment that allows for
those risks to be taken.
Q.
You may have covered this, but you also say in your
statement:
"The role of governments and services needs
to continually evolve."
A.
That's right. I think things can be done at one
point in time but one of the things I would say about
innovation is that it is a continual learning and a
continual development, so people need to be - when I say
people, organisations, all the various stakeholders - need
to be able to adapt to things as they go along.
Q.
Reflecting on your time in the Latrobe Valley, what
are some of the challenges and hardships that the community
has experienced?
A.
I think some of the experiences in Latrobe
particularly in the last 30 years are quite unique from my
experience. It really commenced, some of the issues there,
from the privatisation of the power industry back in the
.19/07/2019 (14)

1394

J E ANDERSON (Ms Coghlan)

Transcript produced by Epiq

1783

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

90s, where that was a safety net for people having work,
and for families that was often the career trajectory that
they looked for their family, where they would be safe and
they would have secure jobs.
So, from the privatisation, that impacted the
community significantly. Then we've had large impact
disasters. From the 2009 fires through to the 2014 mine
fire and then also now the closure of coal-power stations.
So, it's quite a complex community. There's generational
issues. It's how the community can be supported to
transition into a new future, because it certainly is a
transitioning community and people are looking for what is
meaningful for them into the future and what can they look
for.
Just this week - again when I was talking on the buses
- people were saying they're looking for motivation: so,
what's the motivation that is in Latrobe for individuals to
actually change things and transition to the future?
Q.
One of the things you talk about in your statement is
the conversations with people living in Latrobe, expanding
on perhaps the conversation on the buses, that mental
health and wellbeing is the most common issue raised?
A.
It has been the number one issue that people have
raised with me in the last 12 months. So whether it is on
the buses or at community events or people coming to talk
to me, they have talked about their concerns for mental
health of themselves or particularly for those in the
community. It's been quite caring, the conversations,
being concerned about others.
They've talked about often the connection between
mental health and other issues, whether it's family
violence, alcohol and drug, whether it's stressors in
day-to-day life. They've also talked about their concerns
for the person down the street. There's an example that
comes to my mind when I was talking to people at the Men's
Shed, and they said that, "We know that there's a fellow
down the street who's by himself, but when we knock on the
door he doesn't want to engage in conversation, but we know
he's not coming out." So they've got concerns around
people being connected to other things in the community and
particularly social inclusion and loneliness.
Q.

One of the ways that you are informed about the health
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and wellbeing is through the Hazelwood Health Study. Can
you just talk about that in relation to particularly
students, young people?
A.
Yes. So, it was a recommendation from the Hazelwood
Mine Fire Inquiry to actually have a long-term health
study, and the health study has looked at the psychological
impacts of the mine fire. They have identified the stress
that people have felt from the mine fire, but also the
stressors that children in schools felt.
Sometimes those stressors were impacted by their
parents, and so, children have suggested that there are
things in schools to support them to deal with those
stressors when they may not be sleeping at night or it's
impacting their studies, and also that there be
communication with them so they can be aware of the
situation and they're not necessarily relying purely on
their parents whilst information from their parents is very
important, but they wanted to see from other areas as well.
Q.
You touched on this before, but you talk about that
through your engagement with people in Latrobe you've had
the privilege of hearing many ideas and aspirations for a
prosperous and healthy future.
A.
Yes, people have been, as I say, keen to have their
say and they are very conscious of wanting to change things
so it is better and they want to contribute to what it is
that is better in the future.
Some of the suggestions that they have had around
their ideas and things that work, have particularly around
events where people do come together. I've attended some
of those events and what I've found, is that the consistent
thing is that there's a shared interest and then also a
social activity.
So, I went to a group that's the Yinnar Wellness Group
and they are a group of people aged from 60 to 98, and they
actually talk about the pieces of metal in their body. So,
they're not very active, and what they find is that coming
together in this activity once a week, so it's called the
Yinnar Wellness Program, they are coming out, they connect
with others that have shared experiences and they have an
exercise therapist who takes them through very gentle
exercise, and that is having significant benefits for them.
They even talked about one person there who wasn't
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going to be released from hospital until the hospital saw
the exercises and the program that they were going to do
here, so it actually allowed them to be released earlier
from hospital to come back into their community and connect
with others.
There's a range of different activities that are
occurring in Latrobe that do bring that shared focus and
social activity. Another one that has had great impact is
Streetgames and when I've gone and visited Streetgames I've
gone to areas where I know people are experiencing really
difficult times. There's often experiences with child
protection involvement in their families, issues in
relation to financial stress, family violence issues, and
I've seen those families at the Streetgames events, where
the kids have got engaged in the activities, again because
it's accessible to them, they see that it's happening, they
see it publicised and they just see people gathering.
I've been at one of the local schools where there was
over 80 people at one of the Streetgames events. What also
happened is, from the kids coming together and connecting,
the parents were then actually connecting as well, and the
parents were then saying, "We want to do other activities."
They said, "We want to play tennis", and so, then
Streetgames provided activities for the parents. It's that
sort of activity where people can come together in the
community.
It's similar through other activities like Parkrun,
Heart Foundation walks where I've been on walks with
people, and again, it's people that - one person told me
her story where she was recently widowed and she didn't
know what to do, she didn't know where her friends were,
and someone suggested this walk to her, so she came on the
walk and connected with other people as well. So, those
sorts of initiatives and ideas have really benefitted
people in the community, and that's the sort of thing they
say is important for them.
Q.
You talk in your statement about your engagement with
local Aboriginal communities.
A.
I've heard from the Aboriginal community the work that
they're doing, there's particular places like The Gathering
Place where people are coming together where they feel that
it's a safe place for them to come.
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But also, just in NAIDOC week recently, to see the
amount of events where people were coming together to
celebrate NAIDOC. There was the flag raising in the street
in Morwell, and I've been to that for a number of years.
And this year when I went there, there were actually people
in the street: there were so many people there that they
were in the street. So, it's increasing numbers of people
coming together celebrating family fun days.
I'm seeing a really
the Aboriginal community
together and share their
celebrate where they can

strengthening connection within
and people, again, wanting to come
experiences with each other and
celebrate.

Q.
You refer in your statement - and I'll just read this
part to you:
"Experiences in Latrobe have shown that,
for some, resilience can be strengthened
through adversity."
Can you just expand on that?
A.
What we found through the Mine Fire Inquiry, that it
was actually the community that called for the inquiry,
both the first inquiry and the second inquiry. They
weren't satisfied with the results of the first inquiry, so
they had a very strong voice in seeking, and they were
demanding, the second inquiry.
So, what I've seen through working and living in
Latrobe - and I experienced the impacts of the mine fire
along with many other people - I saw the community voice
getting stronger and stronger, and I haven't seen it as
strong as what it is now.
So, what I've seen is that through that adversity of
the mine fire, in some ways it's been a catalyst for
change, but it's also been a catalyst and a call for the
community to strengthen what they need and for them to take
on responsibility to say, we want others to respond to what
we're needing.
Q.
I want to ask you about what it takes to support and
improve community resilience. Can you address that,
firstly, at a government level?
A.
I think, particularly from a government perspective,
there needs to be an appetite to look at the funding and
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the policy to do things differently and to acknowledge a
broader definition of health.
What I've found is places like neighbourhood houses,
Men's Shed, local community groups, they have a real part
to play in supporting people's improvement in mental
health, and I think there's space for them to be
acknowledged more in funding models and policies.
I also think there's space to look at more sustainable
volunteer models. So, where I've been to community
gardens, I see volunteers there who do an amazing job, but
often what they need is something, whether or not it's a
partnership with another organisation or it's a bit more
funding, to just give them that backbone from a
funding/administrative perspective, to be able to sustain
the work that they're doing.
Q.
Moving on then to the mental health and broader health
education and social services sector.
A.
I think the things that the sector and other services
can do is particularly consider the approach from services
and how they can change their approach: to be approachable,
to be accessible and to show empathy.
There's one person who I talked with on the bus
six months ago when I was on the buses - and I'm talking
about the buses because I've been there this week so it's
fresh in my mind about people's experiences - and I talked
with her again on the bus this week, and she said
six months ago there was nothing for the age group of 18-22
to do. She said there are things for younger people,
things for older people, but there wasn't anything for her
to do.
What she said to me this week is actually, there's now
a youth space where she feels as though she's able to go to
that space, and it's something where she can be comfortable
and she can sit on the phone and access the WiFi if she
wants to or she can talk with people if she wants to, but
it's just a welcoming place.
She also talked about mental health services that
she's accessing and that too had improved. They're now in
her local town, so she doesn't have to get public transport
to another town. She said, in the environment that she's
seeing them, it's in a community setting. She said they've
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got resources in their reception area, so she can look at
the resources if she wants to.
Also, there's knitting, so if she wants to she can sit
and knit or she can sit on the couch and again she can talk
to the services if she wants to.
I think there's particularly something in that space
around approachability and accessibility for services.
Q.
What about in the community?
A.
The role for the community, from what they've been
saying to me, is the priority around social inclusion there's a role for the community to assist in reducing
stigma and that's something that they have been concerned
about.
So, it's what the community can do in their
conversations, and that's part of that Hello Campaign that
I talked about, how they can come together and support that
and have conversations with others so there are just
everyday conversations about, "How are you going?", "Hello,
how are you going?", or, "Are you okay?", that again
reduces the stigma of mental health.
The other thing about community, the thing that they
can do, and they are doing, is bringing people together - I
think this is where we can see more of that. I've seen in
a local community centre in Traralgon East where again they
heard from people in the community what they wanted to do,
and the community said, well, we need activities for
children, we need activities for families. We also need to
access food, because we don't have a lot of food, and they
also talked about clothing, and so, at this community
centre now there's pop-up op shops. So, the op shop just
comes in and people can get clothing, they engage in
children's groups.
There was someone who I spoke to at that community
centre where she actually said, that morning she was
feeling the weight on her shoulders in her home, she's got
chronic illness, and she wasn't sure about going out the
door. But she knew that there was a lunch at the community
centre that day, so she actually walked out the door, and
then she said, when she got to the street, she walked up
the street and she felt better for going for the walk up
the street. Then when she actually got to the centre, she
actually described the weight coming off her shoulders and
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how good she actually felt being there. So I think it's
those sorts of things that the community can do and wants
to do, if properly supported, to bring people together.
Q.
How does disadvantage, education, and employment
impact mental health from the Latrobe experience?
A.
What people have talked about or what I'm aware of
particularly is issues of generational disadvantage. So,
where we have seen from the impacts of different events
over the years, where kids are born in an environment where
there may be family violence in the home, or there's
financial stress, and their parents haven't been able to
get work, and so, kids are born not knowing the skills and
how to deal with different challenges. So, what can help
them to break that cycle, so I do see issues of
generational disadvantage.
Those families then, the support that they need to
actually be the best parents they can when they have kids.
So, I can see that in different areas. But what I hear
from people is, their desire to have that purpose in their
life. So, whether or not it is volunteering or whether
it's about sharing an interesting, or whether it's about
seeking a job, and they do want to have more skills.
I've heard from people around the value of free TAFE,
what that meant for them, that they actually did want to
educate themselves but it just wasn't something that they
were able to do. So, having the accessibility to education
and then how that is able to support them into employment
has been valuable.
But then, the employment challenge in itself has
impacted their mental health. So, they've talked about the
effect of applying for jobs and getting knock-backs and how
that affects how they're feeling.
I've heard comments from people from a different
cultural background of the challenge of getting their
skills recognised, and someone actually told me that they
applied for a job and they were a qualified person. And,
when they sought feedback because they didn't get the job,
the response was that they should change their name.
So, the impact of those sorts of things, where people
are wanting employment, they want value and purpose in
their life, and there are prejudices and issues that are
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pushing against them, are very challenging.
Q.
Can I ask you about perhaps a broader area, which is
that: you say in your statement there are some areas, and
the Latrobe Valley is one of them, for which there is a
stigma about the location?
A.
Yes, I think as a result of particular events and in
particular when it can be sensationalised by the media and
perceptions that people have of the area, then that impacts
how people feel about themselves, it impacts how they feel
about feeling proud of that area.
There's a campaign at the moment, which again is an
initiated through the Health Innovation Zone, called "We
Are Latrobe", and it's about drawing out people's stories
about why they are glad to live there and why they are
proud of living there. Because we do know that the stigma
affects how people feel.
Again, I heard that on the buses when people were
talking about motivation, how do they define motivation?
What is their future? So, it's great to see the positive
campaign where those sorts of issues can be addressed in a
positive way using the stories of people in Latrobe to
reduce the impact of an outside view of people in Latrobe.
Q.
Looking to the future, what can be done to prevent
mental ill-health and better meet the mental health needs
of the community?
A.
I think there's a range of things that need to be
done, but what I would say in particular is taking a view
of health services, a broader view of health services, so
looking at a social model and holistic view, so people's
lives are taken into account when health services are
providing a response.
I talked to someone - and this relates to employment
and getting financial support - but she was talking about
getting services from Centrelink, and she was being
required to go and apply for jobs. She was six months
pregnant. She disclosed to me that she had lost a baby in
the year before, so she was actually very protective of her
pregnancy, and so, she didn't feel comfortable going out
and seeking employment when she was six months pregnant.
She also said, "Who's going to employ me when I'm going to
have a baby in three months' time?" So I think it's those
sorts of things, taking awareness of the context in which
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people are living and taking a broader view of their
day-to-day lives.
I think there's also a role in reducing the stigma,
particularly in regional areas. There's a part that health
services can play in reducing stigma because they are a
part of the community and they are a large employer. So,
the roles that people in health services in their own
community in reducing stigma can impact others, so I think
there's a real role there in the prevention space.
The other area around prevention is addressing the
issue of social isolation and being concerned about people
where they don't come out, or you can't get in through the
door. People have talked about - there's a model that's
being explored in Latrobe at the moment around social
prescribing, so linking people into different activities
that links that shared interest and a physical activity and
social aspect together.
I think there's another thing around the design and
location of services. So, there are models internationally
where emergency departments are redesigned so people
actually - it's not that traumatic impact of going in
there, it's almost an enjoyable thing, if you can say it in
that way, to go into the health service door.
People even talk to me about the Royal Children's
Hospital here, how it is a great experience for people to
go to, so I think there is something about the design of
services so they are in their location and their
accessibility is not daunting for people.
Q.
What significant social changes are likely to affect
reform efforts aimed at better preventing and responding to
mental health challenges?
A.
I think some of those things are in relation to,
particularly in Latrobe's example, the transition from
coal-powered stations, transition to other energy sources.
So, that's something that really needs great awareness,
that it's impacting people's mental health in a positive
way and giving them a view towards the future.
I think the other thing is in relation to technology
and the value of human connection. So, people commonly are
talking to me about wanting to talk and connect with
others. I think, whilst technology provides great
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opportunity to get to people in different locations, there
also needs to be a balance with the importance of human
relationship.
Q.
Drawing on your experiences, how should local
communities be engaged on the design, implementation and
delivery of reform efforts?
A.
I think it's really important that the engagement is
meaningful. As I said, when I started people talked about
consultation fatigue, but that's not my experience in the
community. What I've heard people say to me is they want
to be heard, they want to be valued and then they want to
see action as a result of what they've had to say.
So I think there is a risk in listening and consulting
with the community if actually there isn't change as a
result of what the community is looking for. So, I think
that engagement has to be meaningful, it has to value what
people say.
It has to be cognisant of the experience in which
people are living their lives. Again, just yesterday I
spoke with a fellow who was talking about the cost of
getting his licence, and it wasn't something that would
ordinarily have struck me, but his mother is blind. So, it
cost him $7,000 to get his licence because he had to pay
for private driving lessons.
So I think it's being conscious of people's day-to-day
lives, what they're facing, to listen and engage and give
value to their experience and to listen openly and not make
judgment.
Again, another person said to me she was receiving
family violence support, and she felt judged because she
was needing to get services to address issues of family
violence, and she felt that there was a judgment of her
that she needed to get those services. So, I think it is
that non-judgmental approach to people to listen to what
their suggestions are.
Q.
One of the other things you mention is reaching out to
communities at times and locations that suit them.
A.
So, what I found is, my job is certainly not a 9 to 5
job. So, I go to community events, I go to locations where
I know people gather. And, this is talking about how
people recover from events as well, that there was a
.19/07/2019 (14)
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barbecue in Yinnar from the recent bushfires there, and so,
people were coming together in the recovery stage of that
and so I was able to go there.
It just so happened that at that event they also had
music, the Strzelecki Stringbusters. So they had again
that social activity and people coming together to address
an issue. It just so happened at that event they ran out
of sausages because there were so many people that came to
the event and, of course the butcher was there, it's a
regional area, he was able to go down the street and go and
get more sausages and they could cater for a lot more
people.
But it is about going to those locations where people
already are, rather than requiring them to come to
something else.
MS COGHLAN:
Thank you Ms Anderson.
Commissioners have any questions?

CHAIR:
Q.
I've just got one. Thank you for giving us
that overview. We heard this morning evidence about the
importance of the broad range of social determinants of
mental health being taken into account and the value of
schools becoming part of a community hub and their Our
Place model, and we heard that Morwell is one of the
potential sites.
Just noting the fact that your Assembly is largely
made up of members with a health focus and local council.
What do you think of the value of a broad approach and
understanding of the planning, I guess, across the range of
services systems and the advice you could give in your role
beyond the health service provision?
A.
Very important people coming together from lots of
different perspectives, and actually in the membership of
the Assembly, so separate from the board, there's about 45
people in the membership of the Assembly and those people
come from a range of different areas: some of which come
from education, some come from other agencies like the EPA
and others are community members with whatever experience
they have.
One of the programs that actually was initiated in
Morwell was the Nurses in Schools, and that came from the
identification of an issue that the school had around a
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health issue, and they brought together health services and
education and others to actually introduce the role of
nurses.
And what that meant in that area, again where there is
generational disadvantage, so people's complexity in their
lives, they've just got so much going on, where they've got
kids needing different medical appointments and they might
have their own health issues, it was a way that the kid's
health would be prioritised through the school.
So the nurse came in and was able to support children,
then that moved through to dental programs, but it's also
moving through to relationships between the nurses and the
parents. So, now the parents feel comfortable going and
seeking out health services, but then that also moves
through to parenting programs and other supports and
linking the parents through to the school so parents are
not feeling as though that's a foreign environment and can
be intimidatory towards them.
CHAIR:

Thank you very much.

MS COGHLAN:
excused?

Thank you, Chair.

May Ms Anderson please be

CHAIR:
Yes, thank you very much for your statement and
your evidence today, Ms Anderson.
<THE WITNESS WITHDREW
MS NICHOLS:
Commissioners, the next witness is Scientia
Professor Helen Christensen. I call her.
<HELEN MARGARET CHRISTENSEN, affirmed and examined:[2.32pm]
MS NICHOLS:
Q.
Professor Christensen, thank you for
joining us from Sydney today.
A.
It's a pleasure.
Q.
Are you a Director and Chief Scientist at the Black
Dog Institute?
A.
Yes.
Q.
Are you a Professor of Mental Health at the Faculty of
Medicine at the University of New South Wales?
A.
Yes.
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Q.
Are you also the Chief Investigator for the Centre of
Research, Excellence in Suicide Prevention and also a
National Health and Medical Research Council Elizabeth
Blackman Fellow in Public Health?
A.
Yes.
Q.
Does your research focus on using technology to create
evidence-based innovations to prevent depression, anxiety,
self-harm and suicide?
A.
It does, yes.
Q.
Between 2005 and 2012, you were the Director of the
Centre for Mental Health Research at the Australian
National University?
A.
Yes.
Q.
From 2017 to 2018, you were a non-executive director
at the organisation called "R U OK?"
A.
Yes.
Q.
We do have a copy of your extensive CV, so I won't ask
you any more questions about yourself, but I will ask you
about Black Dog. Can you please tell the Commissioners
what Black Dog is and what its aims are?
A.
The Black Dog Institute consists of around 400 people.
What we try and do is take research evidence and
evidence-based practice and put it into practice in
communities, including schools and workplaces. So, it's a
translation of what we know from the research evidence into
practice.
Q.
Does it particularly focus, at least in part of its
work, on online and app-based interventions which use
cognitive behavioural therapy to deliver interventions,
particularly to schools?
A.
Yes, it does.
Q.
How is Black Dog funded?
A.
Black Dog is funded, like a lot of medical research
institutes, from a combination of different sources. So,
we receive $1.4 million a year from New South Wales
Government to help with our educational and clinic
programs. We receive quite a large amount from National
Health and Medical Research Council and ARC. We tender for
Commonwealth grants and a number of our programs are funded
by Commonwealth tendered arrangements.
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The total amount of government funding we have is much
lower than the amount of money that we get from
philanthropy or competitive research grants.
Q.
Is an important part of Black Dog's methodology
employing randomised controlled trials to create the
evidence base for the interventions you then implement?
A.
Yes.
Q.
Is that an unusual thing in this field of endeavour?
A.
No. I think, if you're looking at medical research,
gold standard way of doing research is to employ a control
group and compare that with an intervention. It may be a
little bit unusual to do this on app-based and online
programs, but our total commitment was, we want to show
this is as good as medication and have exactly the same
level of rigor as you would normally apply to any
psychiatric intervention.
Q.
I'll ask you about your particular programs shortly,
but on the point about it being as good as medication, what
have you found?
A.
Well, the evidence not directly from us but from a
large meta analyses, shows that cognitive behaviour therapy
is as effective medication, and indeed that online
programs, especially those with some blended component with
a human are as effective as medication.
Q.
Is that particularly to treat anxiety or depression,
or both?
A.
Both.
Q.
And the research specifically concerns those two
conditions?
A.
Yes.
Q.
When you say "as effective as medication", you mean
medication directed to those two conditions?
A.
Yes, antidepressant medication.
Q.
When you referred a moment ago to "a blended human
component", what did you mean by that?
A.
Yes. By that I meant that, you can have completely
stand-alone app and internet interventions, or you can have
some amount of human support in provision to the person as
they work through the program. So, you might not
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necessarily have a psychologist but somebody who would
check in to make sure that person has undergone that
program, or had any problem with a particular module of
that program and having that blended if you like support
does add to the effectiveness, but even stand-alone,
completely automatised online programs are effective.
Q.
Before I go to how you implement them, can I ask you
to illustrate these kinds of interventions by talking about
one of your programs, namely SPARX-R?
A.
SPARX-R is currently on trial in New South Wales,
we're trying to approach 20,000 young people. The goal of
it is to show that you can do prevention programs at scale
in Australia.
So, if we are successful, we would have one of the
largest trials, probably the largest trial in the world.
Our approach is that, rather than do it by testing
something in the clinic, we try and test it in the wild, so
in fact the laboratory is a real world setting.
So, if a school agrees to be part of one of these
large trials, we will set up a time and place to go and
talk to whoever's in charge of the mental health of the
school, arrange for the time in which we'll, say, implement
a six-week program. We will get consent from both the
student and the parent beforehand, and then we turn up on
the day. We would load up the particular app and they
would have already provided consent and they would undergo
the program.
So, SPARX-R, which was developed in New Zealand, is
actually a game, and so, you choose a hero and you go
through this world where the aim is to get rid of
dysfunctional thoughts, which is the basis of cognitive
behaviour therapy. So, you know, you end up by arming
yourself with different strategies, and so then the person
would do that usually in the classroom curriculum for six
weeks, one hour a week. At the end of six weeks we would
assess them by an online questionnaire and then we usually
follow-up for 12 and 18 months.
Q.
The purpose of the follow up is?
A.
To determine whether the SPARX app has been more
effective long-term than a control condition. So, usually
we have a control condition, sometimes it's just normal
school activities, but sometimes it could be what's called
.19/07/2019 (14)
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a placebo intervention.
Q.
Can you tell the Commissioners about Sleep Ninja which
is another of your applications?
A.
Sleep Ninja is an app that's on a phone, it's designed
for adolescents. The idea is that, if you can change kids'
sleep patterns, then you can actually lift their mood and
prevent depression. There was early work we did in a trial
with adults, that showed we had 1,200 adults from around
Australia. We did a program called Shut Eye and we showed
that it was as effective as cognitive behaviour therapy in
reducing both sleep symptoms and depression in adults, and
there was no contact between anyone except the app with the
person who was undergoing it.
So, we thought, well, adolescents have real problems
with sleeping. There's low stigma associated with
insomnia, so it's a way of kind of, by stealth, getting
into the mental health. There's a lot of uptake. Parents
are really keen to have their kids sleep better and so you
end up by having an app like that developed and put on the
phone.
Q.
Can I talk to you about implementation in school.
What is the really promising thing about being able to
implement live in a school?
A.
We have a captive audience, we have all the kids
usually - not all the kids, but a lot of kids. In one part
of the program the kids are actually screened for mental
health risk, including a question on suicide ideation, and
we have a duty of care around the counsellor and the GP
within that school region, and so, all kids who screen at
risk are actually followed up by the counsellor.
Interestingly, although a lot of these kids are
already known to the counsellor, there's a sort of like a
silent group that nobody's really noticed. So, by
providing them with the opportunity, if you like, to
indicate that they might be at risk, we can then begin to
offer help to them.
Q.
Does that occur in the context of you running clinical
trials, or do you roll it out on a whole-school basis when
the app has already been proven, or both?
A.
So, certainly in our clinical trials we have duty of
care, but we have another program called Smooth Sailing
which we're trying to run out now which does that in
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concert with the school counsellor and the GP, and that's
all automated as well. So, the kids get on, they get
screened, and then they have the option themselves of
choosing the sort of program they'd like to do and it's
done in the classroom.
Q.
So, do they, for example, spend an hour a week all
doing the program at the same time, or is it
individualised?
A.
Depends on the program and how we run it. So, Sleep
Ninja we did out-of-school hours, but most of them, if
they're part of the curriculum - and often schools will
agree that what we've developed as a resource is something
that's useful for the curriculum and fits the curriculum
and so it will be done within a PDHD class.
Q.
How do you go about getting consent for the kids to
participate in these trials when they are trials?
A.
We approach the school and then usually in conjunction
with the school we have access to the kids to invite them
to be part of the project, and at the same time we have
access to the parents. A big trial that we're just
starting, we've done all the consent for this, it's only 14
schools but it's about to start on Monday so it's at the
top of my mind. Around about 70 per cent of kids and their
parents will agree to do the project.
Q.
How have you gone with dealing with the Education
Department in New South Wales, has that been a positive for
you?
A.
It's been a very positive experience. We've had a lot
of support from them, and we have a very good relationship
with them. Because, apart from the trials that we do and,
as I said in the statement, we have a lot of exposure to
schools, our programs are generally valued, I think Black
Dog has a high trust component, and so, as a general rule
we do get invited by schools many, many times to come in
and deliver a particular program: whether it's volunteers
talking to their kids, whether it's around mental health
literacy, whether it's about suicide prevention. So, our
engagement with schools is very good at very high levels in
schools as well.
Q.
We talked about effectiveness earlier on at a very
general level, these types of programs being as effective
as medication, can you say a little bit more about the
effectiveness of these programs that you've rolled out in
.19/07/2019 (14)
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schools in Australia?
A.
Yeah. So, for example, one of the school programs
which use SPARX was done a couple of years ago and we
thought kids before their Higher School Certificate are
stressed out, their parents are stressed out too, but the
kids are particularly stressed out. So, we thought if we
put the program in place six months before they do their
Higher School Certificate, will it actually help them at
the time they do the certificate. So, we found it resulted
in around a 20 per cent reduction in depression symptoms
by, if you like, immunising the kids before they actually
got to the Higher School Certificate exam.
Q.
Can you tell the Commissioners about iBobbly, what it
is and how it evolved?
A.
Yeah, so iBobbly is an app that was co-designed in an
indigenous community in Broome. It was a fantastic project
to be involved in, there was so much enthusiasm from the
people involved.
We developed this app. What our contribution was, was
to formalise what acceptance commitment therapy is, which
is a form of like CBT in effective psychological
intervention, and their role was to make the app something
that indigenous young people would want to use. We used
indigenous voices, male and female, it was culturally
appropriate, we used artists from the region and so on.
We ended up with this app called iBobbly and we gave
it to 61 young people within the Broome community, all over
actually; long, long way. There's actually a nice photo of
a picture of the app being used in a ute with a dingo so it
was kind of very, very out there. We found that it
resulted in a 42 per cent reduction in depression and a
28 per cent reduction in suicide ideation; that it was well
accepted by the community, and that the drop-out rate was
3 per cent.
Q.
Has that been rolled out further?
A.
No. We've done a second trial of around 400 young
people around Australia. At present we're trying to seek
roll out from the Federal Government for it.
Q.
Where would you like to roll it out? How widespread
would you like that to be?
A.
Across Australia. We realise that part of what we
have developed skills in is implementation, and it's not
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just a question of dropping it into the internet space; you
have to work with all the organisations on the ground that
know the community in which you're working. So, Aboriginal
medical services, sports clubs, Men's Sheds, you know, the
whole group of people on the ground who have access to the
community, and we work with them in order to provide a
structure, if you like, for these things to be known about
and used.
Q.
What features of that intervention made it
particularly effective?
A.
It was co-designed, it was done in conjunction with
the local suicide prevention agency called Alive and
Kicking Goals. When people saw it, indigenous people saw
it, they knew it was designed for them.
And, you know, we have a lot of qualitative data
saying what they actually said about it and, you know, they
said things like, "This app, him deadly" and, you know,
really, really showing that for them this was something
that they used. Because they do use a lot of social media
and technology, and we designed the app so that you didn't
have to have internet in order for it to work: you could do
it off-line and then the data was uploaded later.
Q.
For suicide prevention, how significant is it that the
intervention is delivered by way of an app?
A.
Well, an app is one part of the picture. So, if you
think about the effective strategies that are required for
suicide prevention, I think the best way to describe it
from our perspective was that we did have this centre for
research excellence in suicide prevention that focused on
technology.
We then got a big grant from the Ramsay Foundation,
Paul Ramsay Foundation, in order to do a full
implementation across four sites in New South Wales, and at
that point we realised that the technology is the key to
being able to scale effective strategies. So, it's not
really about the apps themselves, it's how you employ them
within a bigger scheme about what can be done across the
intervention space.
Q.
When you say "scale", do you mean enabling the
intervention to reach a large number of people in a short
period of time?
A.
Yes. One of the things, say, about suicide prevention
.19/07/2019 (14)
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is that, we cannot predict who will die by a suicide. We
have to cast a large net, we can't just focus on particular
people who might have risk factors. We have to say, we
must spread this across the whole community, so a universal
prevention, and then that requires that you engage the
community and that everybody has a place and is aligned in
a way for a coherent approach to it.
Q.
Can I ask you a bit more about the suicide prevention
systems that Black Dog is involved in. You've mentioned in
your statement that Black Dog has developed a suicide
prevention intelligence system. What is that?
A.
Yes. So, what we found was that, we needed to
evaluate whether our large-scale intervention was going to
be effective, and we found that it wasn't very easy to get
the research data that you needed: so Coroner's deaths,
ambulance data, police data, hospitalisations, they all
have a place to play in being able to provide you with the
information of what's actually happening on the ground.
So, we developed this system which brings together all
of those datasets and geospatially maps it into a local
area, so we can see where deaths occur, where the risk
areas are, where the hot spots are. We also bring in data
about health professionals, so we can say where there's a
missing group of health professionals within certain
geographical areas.
It also allowed us, by bringing all this data
together, to start to think about what other things people
need on the ground to solve suicide. We developed what we
call Suicide Audits which is, if you like, the intelligence
that comes from the data to be able to assist. So, for
some people in certain councils or areas, they weren't
aware of where people were dying, so we were able to
provide information about particular areas.
We were also able to provide information about what
could be done, what are the strategies that you can do to,
say, reduce deaths near cliffs or so on. That was
delivered directly to the suicide prevention agencies or
groups who were working on the ground in various primary
health care networks.
So, I guess it's a mixture of having worked very hard
to bring data together in a way that had never been done
before, and then to use it in a way to try and answer the
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questions that people on the ground had, which is where are
people dying, who can help, has something just happened,
though we do have trouble finding timely data.
Q.
So, am I right in thinking that a fundamental plank of
that strategy is that it's place-based, and that it uses
data about a number of things that intersect in relation to
the place; is that right?
A.
So, the actual data system allows us to provide good
information to the community. The life-span project brings
together nine strategies to hopefully bring around some
sort of synergy, because just doing one thing alone, that
just doesn't have enough impact.
Q.
Can we stay with the data in the place-based strategy
for a moment. How is that rolled out? You mentioned the
primary health care networks before, so can you perhaps
give us an example of how this application would work in a
local area through a Primary Health Care Network?
A.
I guess I'm just making a distinction here between
what I call our high fidelity trials and the -Q.
I see. Okay.
A.
So essentially, we would commission a particular
Primary Health Care Network, or Local Health District, to
undertake a number of activities that we had suggested were
required. We would then fund suicide prevention
coordinators to work with collaboratives or other suicide
networks already, and then we would provide as much
possibly that we could in terms of the resources needed:
so, how do you do aftercare? What sort of programs should
you be doing in schools? Here's a media strategy and so
on. And then that collective would work on the
implementation of that particular strategy.
Q.
I see, and you would use the nine strategies that
you've set out in your statement, including by auditing
what's going on in that geographical region?
A.
Yes.
Q.
And what resources are available in coordinating them?
A.
Yeah. I think it's partly top-down, bottom-up,
because you want to encourage the take-up within the
community itself. So, one of the strategies is means
restriction, which means making sure people are safer than
they were. And so, the audits are around that particular
strategy.
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Q.
I see.
A.
Another strategy is making sure people get
evidence-based treatment. We know 60 per cent of people
who are in need of treatment do not receive it, so we then
worked with the technology system in primary care where the
person is screened by an app when they come into a primary
care - or a GP surgery, and that information is then given
to the general practitioner.
So, rather than the person going in and coming in
saying I've got a mental health problem or I'm suicidal, it
provides an opportunity for the GP to raise with them, how
are you feeling? So, I think we put so much emphasis on
help-seeking, rather than providing the context in which
people can seek help, and so, this stepped care
intervention is sort of a technology-assisted way of
providing the opportunity for people to get treatment
through their general practitioner.
Q.
Of the nine strategies you've listed, is your view
that they're all important equally, or that some are more
important than others?
A.
So, we actually wrote a short paper on this where we
tried to estimate what the impact of these particular
strategies would be based on a combination of the size of
the effect that would be produced by each of those
strategies and the extent to which we could get reach, so
it really depends on how you look at it. If you can get
really good reach, even with an ineffective strategy,
you're going to end up with a pretty good result.
So, when we looked at suicide deaths the key ones
were: means restriction, gatekeeper training and getting
people into treatment.
Q.
With your system, how do people acquire the system or
apply it in their local area, and through whom does that
happen?
A.
So, we have a set of guiding principles about who the
information should be sent to and under what circumstances,
because obviously people need really to be trained to be
able to get the statistics.
So, in our model, the people who are our suicide
prevention people get that information, and then they share
it through their networks with health professionals and so
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on.
Q.
And what - go ahead, sorry.
A.
I was going to say, it is a problem. Like, we all
have these suicide datasets that are kind of locked up and
not integrated. So, we're doing our best, but yeah, there
really is a difficulty in getting timely data to people on
the ground.
Q.
What's been the rate of uptake of the system?
A.
Well, we started using the Paul Ramsay donation.
We've added another site, which was the ACT, which is
paying for us to do the actual site because we've spent all
the money on the other four sites, and now the kind of
general model of LifeSpan is being used in 29 sites across
Australia.
And, it's not all those nine strategies, but I think
what it's done is provide an overarching blueprint of what
are the sorts of things that people should be doing in
their communities.
We had a recent meeting in Canberra and brought
together all the coordinators from these 29 sites, and it
was really quite inspiring for me to see that people were
doing different things, but they all felt that they had
some direction about what it is that they were trying to
do.
Q.
What's the general geographical reach of a region?
A.
So, for the high fidelity sites, it varies from
150,000 to about 300,000. So, the actual sites for the
full trial are around about 850,000.
Q.
A.

And that's the population measure?
M'mm.

Q.
Can you clarify what's a high fidelity site?
A.
Okay, so the high fidelity sites are the ones in which
we've had the Paul Ramsay Foundation. So, we have
coordinators that we pay basically. The way it worked was
that we put out expressions of interest to Primary Health
Care Networks or Local Health Districts, and they then
applied to be able to undertake the program. So, there was
a lot of buy-in and enthusiasm.
Q.

What have you found out about its effectiveness so
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far?
A.
Well, we haven't found anything about effectiveness,
because our first set of sites, which were Newcastle and
Illawarra, are just coming to the end of their two-year
period now, and we have set up an evaluation strategy that
requires that we have to wait till the end of all of those
trials before we actually do the full-on evaluation.
We used what's called a randomised step care wedge
design, a stepped wedge design, which essentially means
that, of the four sites initially that we had, we
randomised them to a particular order in which they
received the LifeSpan intervention, and that allows us to
determine whether there's a causal relationship between
what we're doing and change in suicide rates.
Because, you know, if you just look at what happens
when you intervene at one particular point, there could be
a lot of other factors that intervene, so it's really we're
comparing them to each other.
Q.
So they perform control groups for each other?
A.
Yes, and also, we of course have all the data from the
rest of the areas as well which can also form a second
level of control.
Q.
A.

Thank you.
Yes.

Can I ask you about digital phenotyping?

Q.
What is it?
A.
It's been called the "new science of behaviour", which
is a lot of hype. But essentially we do have signals that
can be collected from our mobile phones which can be used
to describe certain sorts of behaviour, or can be used,
parsed and evaluated to see if they're related to
particular forms of behaviour or to different mental
states.
So, essentially, digital phenotyping is really a
science at the moment, so what we're trying to do is
validate whether any of the signals from your mobile phone
will correlate with, say, mood. The goal of it is to
provide more timely care or to help people who might be
becoming unwell, recognise that they might be becoming
unwell and be able to seek help or even sharing it with
clinicians or other people.

.19/07/2019 (14)

1418

H M CHRISTENSEN (Ms Nichols)

Transcript produced by Epiq

1807

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

Q.
What are the signals that can be detected by the
mobile phone?
A.
There's many signals that can be detected, but in our
particular view, we collect location data, accelerometry,
so activity. We collect data on swipe speed, so typing
speed or swiping speed, and we also can use it to collect
audio voice signals in response to cues. We can
detect/self-report as well by asking people questions
directly, and yes, that's pretty much what we do.
We don't do anything to do with social media,
Facebook, Instagram, Snapchat, any of those sorts of
things, so it's very specific kinds of signals.
Q.
What do those signals reveal about a person's mental
state?
A.
Well, that's the question and that's why we're doing
the research.
Q.
What's the hypothesis then?
A.
We do know certain things: for example, we know that
people who are depressed stay at home more and are less
active.
But the real key question is, for an individual, can
you tell that they're becoming depressed? Because that's
just a general group difference, and we want to actually be
able to tell at an individual level, is there something
that those signals in combination are able to tell us about
how that person's going? Or even tell the person
themselves, not just us.
Q.
I was just about to ask you that. Who gets the
information and how is it used?
A.
So, at the moment we get the information at Black Dog.
Q.
So, is that on the basis of consent by participants in
a trial?
A.
Yes. So, for example, the trial that's starting next
week, we have consent from both the parents and the
children about that data being collected. We also allow
them the opportunity to say what sort of data they're
comfortable providing to us. So, they can opt out, for
example, the location data.
With the location data in terms of privacy, we have it
so that we only get it as an average over seven days at the
.19/07/2019 (14)
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moment, so we can at no point tell where that kid is at a
particular point.
Q.
This is very much cutting-edge science, would you say,
in this field?
A.
Yes.
Q.
So, why is Black Dog pursuing it? What potential do
you see in it?
A.
Well, I think Black Dog is a medical research
institute, we're very interested in important questions
like, can you predict suicide? That's essentially what
motivates us to do it.
Also, in Australia we have a lot of trust, so people
are prepared to give us data. We have a very high quality
science leadership in this area as well, so it's really
important to ask that. If people are going to be using
these signals, they're meaningful, and that, you know,
you're not getting people ripping people off or, you know,
there's an authenticity about actually putting it under the
microscope, putting it through human ethics, making sure
everyone's consented, and that makes it something that we
really would like to do and do well.
Q.
Just back on how those kinds of signals would be used,
do you need a third party to interpret the signals? Is
that how the model would work?
A.
Yes. You need more than a third party really. You
need - it's sort of like this huge volume of data comes and
how meaningful it is or what particular aspect of it is
meaningful is really essentially not that well-known,
because people don't use it in a standardised way. It's
been done, but with very small samples.
So, when you have large samples, then you employ
artificial intelligence to be able to help. We're actually
take it two ways: one is artificial intelligence, so we're
working with our partners at Deakin University with
de-identified data to see if there's anything that can be
pulled up from those signals when a machine does it as
opposed to a human.
Then we're looking at the science of it by saying
things like, well, when people are depressed, they slow
down, and so, is there something in a rapid change in their
speed of doing a particular thing that indicates to us
.19/07/2019 (14)
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something more meaningful than, they're asleep? So, we're
actually looking at, what are the types of signals would we
expect to change and doing the analysis that way; the
artificial intelligence is a parallel route that we're
taking.
Q.
Do you know what the length of time will be until you
start to get some meaningful results out of this project?
A.
Well, certainly over the next six months we'll have
enough data to be really doing the artificial intelligence
side of it. But this is - to me, it's like DNA. It took a
long time for DNA signals to be made interpretable, and
this is just really the beginning of the same process.
Q.
On a slightly different form of technology, you've
said in your statement that Black Dog's currently working
on a project that uses CCTV with artificial intelligence to
analyse behaviour in relation to suicide risk. What's that
project and how does it work?
A.
This really arose from the idea that, I went to a
visit to - not that it's entirely my idea, I don't want to
give that impression - but I went to Rose Bay Police
Station and we were given a tour of the Gap Park which has
a high incidence of deaths. They do have CCTV footage, but
that CCTV footage isn't used until after the event, and
it's actually only turned on when a person goes across the
fence.
So, meanwhile they are still filming all the time, if
you know what I mean, around the park, it's just not being
looked at. So we have a partnership with Deakin University
and there's lot of AI in surveillance in, say, airports and
picking up anti-social behaviour - not that I'm trying to
make a comparison between suicide and anti-social
behaviour - but for example, what the technology's based on
is seeking anomalies, so what is normal and what isn't.
And so, if you think about the Gap Park, there will be
some people who might have anomalous behaviour, and whether
that is somehow going to help us know that person is a
particular risk; you know, whether it's something like
maybe pacing or just sitting there and not doing anything
for hours.
I think there was interest from the police and the
Waverley Council. We tested the idea with consumers to see
whether they thought this was, you know, a reasonable thing
.19/07/2019 (14)

1810

1421

H M CHRISTENSEN (Ms Nichols)

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

2019 public hearings

to be doing, and at this stage we've now got a new
technology partner and we will be starting to do that
because we have a unique set of CCTV footage of events at
the Gap Park from the police.
Q.
So, would that inform two things: both potentially
intervention when someone is perhaps contemplating suicide
if the data is made available in real-time, and also,
perhaps interventions by preventing means at particular
sites?
A.
I think that's the idea, that we want to see whether
at least it is possible to get earlier to a person who
might be at risk.
Q.
So, you would have to link the data up with the means
of providing immediate support?
A.
Oh, yes, and, you know, if you know anything of the
Gap Park, there's a lot of people at the Gap Park. There's
often a lot of emergencies. I'm not sure of the exact
number, but every two or three days there would be an
emergency at the Gap Park, so people are very aware that it
is a hot spot for intervention.
Q.
Can you tell the Commissioners, please, what is RAFT,
a digital app that you're trialling to deliver help after a
suicide attempt?
A.
So RAFT is developed by Mark Larsen at Black Dog
Institute, it's a very short intervention. It's both a
safety planning app that also offers intervention,
psychological intervention, and we deliver it to people who
want to participate in the research in a number of
hospitals around Australia. So, they sign up to have RAFT
and we're just evaluating whether RAFT does improve their
mental health and does prevent them from making a
re-attempt.
Q.
Can I ask you a more high level question? What's your
view about the extent to which we in Australia know much
about the effective means to prevent suicide?
A.
So, really a very big question. I think that the
overseas experience shows that we're all struggling with
this. I think the World Health Organisation, European
Alliance Against Depression, have pretty much come up with
a similar kind of view on it based on evidence that you
really need to put all these strategies together: it has to
be both health, it has to be social and support, and to
ignore the community is really - or the public health side
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of it, is not going to deliver the outcomes that you need.
We do know that a lot of broad factors are extremely
important. I think this is well-known, that unemployment,
a 1 per cent increase in unemployment results in a
0.07 per cent increase in suicide. We know from
retrospective hospital data that, if you have more
strategies in place from a hospital perspective in terms of
outreach and so on, then you're more likely to get a better
outcome for those particular district hospitals, so I think
we do know enough to be able to be doing a lot in the
space.
One of the most interesting - not interesting, but one
of the most dramatic things that I think we've learned
recently, is that, talking about suicide in a celebrity, or
13 Reasons Why, does result in an increase in suicide rate.
So, there's been two recent papers showing that, for
example, Robyn Williams' death, there was an 8.9 per cent
increase in male deaths for the next two or three months in
the US as a result of modelling which, you know, modelled
expected death rates and then death rates after his death.
I think it was August, for the next two months there was an
increase.
And 13 Reasons Why, again, they looked at the expected
effects on youth suicide, and there was an increase
particularly in young men or young boys, as a result of
that particular intervention. So, from a public health
perspective I really think we have to be very, very strong
in being able to not have these things, and to be able to
act on them: I mean, that is a big effect, 10 per cent,
something we almost dream of being able to achieve in
a year.
Q.
Is there research about the kind of
counter-interventions that can be effective when something
happens that is unplanned and can't be controlled by, say,
having media guidelines because it just has occurred and is
known about?
A.
That's a really good question, I don't know.
Q.
Is that something that's worth some research, do you
think?
A.
Yes, I think that's really interesting to see. I
mean, we do know how kind of trauma can be handled in
different communities and so on, but with that social media
.19/07/2019 (14)
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it's a very interesting kind of area to work in. And,
whether you can use social media to actually lower suicide
rates is a question that we've tried to look at, but it's
very hard to actually look at that scientifically.
Q.
Can I ask you about a different topic and that is
technology and e-Health. What's your view about the
effectiveness of it and the utility of using it in
Australia at its current status?
A.
I think it's highly effective. In the trials that we
run it's highly effective. The question is, does it
transfer into the wild?
Q.
In the?
A.
Into the wild, into the world. And I think that's
something that does need particular attention. But to me,
it seems that there's a relative negativity around e-Health
and technology, much more in Australia than in other
countries where it's been embraced, and where it's been
introduced into health care systems quite readily.
For example, in the Netherlands and in Sweden where
it's similarly classed as something like Medicare, or you
know, it's just part of the system and this is what you can
get. Even in the UK now, I think through the IAPT, which
is a process of getting psychological help to people
through the trusts, e-Health is beginning to have some more
impact. It's always been regarded as one of the
inventions, but it is actually starting to really pick up.
The advantage of technology is not just that it could
be as effective especially in that blended way I talked
about before, but because of its scalability. So, for
people who can't have access, when there's no health
professionals, then automated CBT is highly effective. But
we don't seem to have converted this knowledge into
something that is just part of how we provide health
services now, and I think that's a real shame, and I think
there's probably not enough attention to it and there's not
enough support for industry to really embrace it and put
financial dollars behind it.
So, we still have, if you like - I wouldn't say a
cottage industry because I think that a lot of the apps
that we have have quite a large range, but in the health
system it just doesn't seem to be picking up.
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Q.
What are the particular barriers to implementation?
A.
It depends on the setting. So, in general practice I
would say that GPs are used to doing it in a particular
way, it's easier to refer people to a psychologist, rather
than to an e-Health program. There's no incentive for them
to do it. There's the time pressure, there's the
difficulties in actually providing it directly to the
people. The technology can sometimes be very clunky, it's
hard to get people to invest in having this in the console
of the GP.
So, I think in general practice it's around the way
we've structured general practice. In the internet,
directly through the internet we have a number of different
providers. I think people think that internet
interventions are just free. In fact, they require
updating all the time, all the software needs to be
improved, so there's no kind of investment in that that I
see. So, I think there's lot of different sorts of
barriers.
I think there's also an attitude that it's not good
enough, that it's inferior to other interventions. I've
heard people with lived experience saying that all the apps
are hopeless and so on and so forth. So, I think that part
of the problem is us, and there are a lot of not so great
apps out there, but there's also this expectation that, if
it's an app, it has to be slick. Rather than, if it's a
health intervention, it's a completely different perception
of what your expectation is from a particular technology
solution.
Q.
Is there anything else you'd like to say that we
haven't addressed about the importance of digital
interventions in preventing mental illness?
A.
Obviously, I think it's the way to scale. I think the
Health and Safety Commissioner's looking at it at the
moment in terms of, how do we make sure that we get high
quality products? I think that's about it, thanks.
MS NICHOLS:
Thank you, Professor.
questions from the Commissioners?
CHAIR:

Professor McSherry.

COMMISSIONER McSHERRY:
Q.
Thank you very much for your
evidence today and for your comprehensive statement. I
.19/07/2019 (14)
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just wanted to raise perhaps a potential barrier for the
take-up of these interventions.
We know that personal health information has been
referred to as some of the most sensitive data. So, do you
think there might be a barrier in terms of privacy issues?
Certainly we saw with My Health Record a number of
people with lived experience decided to opt out because
they were concerned about third parties perhaps accessing
information. How do you go about combatting that
perception or that barrier in reality?
A.
Thank you. One of the projects we have is a project
called Living Labs, and we try and explore the way in which
people want their health information used, and we find that
people are happy to share their health information under
different conditions.
So, I really think ultimately it's going to come down
to people owning their health record so that they have
control over it. On the other hand, we don't get too much
negativity from schools, or from workplaces where we are
introducing some of this app technology, so I think people
are quite willing to do it if it possibly isn't in the
health system and possibly if they're convinced that
they're giving the data to a trusted organisation that
knows how to look after it.
Q.
The other question I have: I know in the criminal
justice field there's been some concern about algorithms
that are used for risk assessment tools, that they may be
racially or culturally biased. So, I'm interested in the
AI side of things: how do you protect against sometimes
unintentional bias in the risk assessment tools that you're
developing in terms of children who may be at risk of
depression, for example?
A.
I think it is a really big issue. I think people are
investigating, as you would know, the different biases that
are involved in AI. You know, it's a question of
generalisability as well. Like, if we're talking about
children of a particular age, then really we can only talk
about algorithms that are related to those particular
children who are of that particular gender of that
particular composition, so I think the whole issue of, once
you go past the generalisation of what you're doing with
your AI, then you start to get into much bigger problems.
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Ultimately, it comes down to the samples that you do
select, and that there should really be compensation or
differences in the types of samples that are used to
develop these algorithms so that they're much closer to the
population distribution characteristics.
Q.
Just a final question too. I think that some
consumers with lived experience might be concerned about
what happens after the screening or surveillance, that
there might be a perception that coercive measures would be
taken to, you know, force the person into treatment or into
compulsory care. How do you guard against that?
A.
I'm not sure how you guard against it in the public
arena where you've got commercial - that you're putting
out, but certainly it's at the forefront of our mind when
we seek consent and we seek ethics, to make sure that we're
totally out there about what the privacy considerations
are, what the consent is, what our governance is, what the
technical requirements are that are needed to make these
things safe.
So, for example, all of the apps and so on that we use
are only used in Australia, we only use data from
Australia. They're kept on a UNSW servers. They're
encrypted, and so on and so forth. So, I think that it all
comes down to people with lived experience being involved
in what data they want to share, how they want data used,
who owns their data, and I really believe that ultimately
we're going to have consumers owning their own data, or
people owning their own data, which I think is the way it
has to go.
COMMISSIONER McSHERRY:

CHAIR:
Q.
Thank you, Professor. I just have two other
issues I'd like to clarify. The first one is in terms of
your apps and who you are trialling them with and using
them with.
We've learnt a lot in this Royal Commission, and it's
been raised about the importance of early intervention and
the growing prevalence of mental health issues in younger
children. In terms of the work that you've done to date,
how age-specific is it in terms of the interventions
through the schools, for example? So, that's the first
issue.
A.
Yes. So, you've got this balance between screen time
.19/07/2019 (14)
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and apps of course, and how young you want kids on screens.
All our work at the moment is in adolescents, so the
youngest would be around 13, or 12 to 13. One of our
positive psychology online programs, Fight Back, is
designed for 12 to 14-year-olds.
You know, it depends on what kind of condition you're
talking about. So, for example, autism and so on, I think
there's something to be said about providing opportunities
for kids to use apps or online programs, or machines, with
autism because they seem to learn and it's something that
they relate to. So, you don't want to make too much of an
age - should be this particular age or not.
Q.
Thank you. I also noticed with the work that you were
talking about doing on suicide prevention, you talked about
the three things that you'd found to be very important was
about means, restriction, gate-keeping, training and
getting people into treatment.
Can I just confirm what you think is the effective
treatment that you would be advocating there? Is it CBT
like you have been talking about earlier in terms of the
apps or a broader range of treatments?
A.
I think it's a broader range of treatments. Certainly
CBT is effective but DBT, Dialectic Behaviour Therapy, is
much more commonly used and the treatment is effective, but
I would be recommending in treatment people get proper
assessment by a psychiatrist, physical health assessment,
the whole range; it wouldn't just be an app with CBT on it.
We have, though, just finished a meta-analysis of apps
that are used in suicide prevention, stand-alone ones, and
we've found that they are effective. This is from
something like 16 studies around the world we've actually
looked at. If people use these apps from these trials, do
they actually have some benefit? Most of those apps use
CBT.
CHAIR:
Thank you very much, Professor, and thank you very
much for your very comprehensive statement and your
evidence today.
MS NICHOLS:
May I tender that statement, please?
missed doing that. [WIT.0001.0062.0001]
CHAIR:

I

Yes.
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MS NICHOLS:
CHAIR:

Yes, thanks Professor.

<THE WITNESS WITHDREW
AT 3.26PM THE COMMISSION WAS ADJOURNED TO
MONDAY, 22 JULY 2019 AT 10.00AM
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MS NICHOLS:
Good morning, Commissioners. The Royal
Commission's terms of reference direct this Commission to
enquire into how most effectively to prevent suicide.
For the next two days the evidence will focus on
suicide prevention. Before I go on, it's important to
highlight the supports that are available. As the Chair
has said on earlier occasions, the Commission is very
conscious of the pain experienced by people who have
suicidal thoughts and those bereaved by suicide and is very
conscious of the courage of people coming to the Commission
and telling of their lived experiences.
If you are struggling or not okay, please seek help.
For those who are here with us at the Town Hall, there are
counsellors here who are available to sit and talk with you
in a safe space. For those who are joining us on the live
stream, there are telephone services available, including
Lifeline on 131 114, and Beyond Blue on 1300 224636.
The content of today's hearings may be challenging, so
please use the supports that are available.
Suicide is the leading cause of death for Australians
aged between 15-44. More people die by suicide and that on
our roads, and for every death by suicide, it is estimated
that as many as 30 people attempt to end their lives.
In Victoria, the suicide rate has not changed
substantially over the last 10 years. Victoria currently
has in place a policy framework that is consistent with
best practice.
In 2016, Victoria introduced the Victorian Suicide
Prevention Framework, its premise is that suicide is
preventable. It is informed by the World Health
Organisation's 2014 Suicide Prevention Report. The
framework has five objectives: build resilience, support
vulnerable people, care for the suicidal person, learn what
works best, and help local communities prevent suicide.
The challenges preventing Victoria are the same as
those facing other states and communities worldwide. You
will hear that suicide is a very complex problem and in any
individual case it can involve a multitude of risk factors,
some of which may have been present in a person's life for
many years and others of which act as catalysts in the
.22/07/2019 (15)
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immediate term.
There are often multiple reasons that lead a person to
decide that ending his or her life is the only choice.
Risk factors described in relatively academic terms are
these, or include: socio-demographic factors, for example,
men are at greater risk than women. Clinical factors:
having a mental illness or having made a previous suicide
attempt, neurobiological factors; situational factors, such
as stressful life events; trouble with the police; alcohol
and other drug problems. Access to harmful means is also a
risk factor.
As to risk factors, the evidence is that suicidal
behaviour is related to but distinct from mental illness.
There's now a broad recognition that, while mental health
may be a factor in suicidal behaviour, it's not the only
factor and it may not even be the primary factor.
A broad understanding of the risk factors, however, is
not enough to allow anyone, be it family, friends or
clinicians, to predict who will attempt suicide and, if
they do, when an attempt will occur. That's why the
leading suicide researchers consider that the best approach
to suicide prevention is one that includes three kinds of
interventions.
First, universal interventions, which are those
measures aimed at a population. They include measures to
improve wellbeing at a population level and at this
point we are reminded of the evidence that Professor Helen
Herrman gave right at the beginning of the hearings about
the importance of taking a population approach to
wellbeing.
Universal interventions also include preventing or
restricting access to harmful means in public or publicly
regulated spaces.
Second, selective interventions, which are those means
that target people in the population who are not actively
suicidal but who have recognised risk factors for suicidal
thoughts and behaviour.
Third, indicated interventions which reach individuals
who are already having suicidal thoughts or engaging in
suicidal behaviour. One opportunity for such intervention
.22/07/2019 (15)
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is at the point of discharge from a clinical service after
a suicide attempt.
In considering suicide prevention, it's also important
to consider the ripple effect that suicide has on family,
friends, colleagues, and the broader community.
It's estimated that, for every suicide, more than 135
people suffer intense grief or are otherwise affected. Of
course, no numbers are ever capable of conveying the
experience of losing a loved one. The numbers are cited,
however, because they're stark.
The evidence will show that, while there are some
shared experiences between those bereaved by suicide and
those bereaved by other modes of death, people bereaved by
suicide often have a unique and different experience.
People bereaved by suicide often say they feel guilty,
they feel like they have failed the person or let them
down; they question whether they have caused the death or
could have prevented it.
The evidence shows that suicide prevention strategies
need to be informed by the lived experience of those who
have had suicidal thoughts, who have suffered or have
survived a suicide attempt, family and friends caring for
people who are suicidal, and those bereaved by suicide.
The evidence to date has touched on suicide in a
multiplicity of ways, but in the next two days we will
concentrate further on this important topic.
We'll hear from five witnesses today. Mr Rod Jackson
will share his story of spiralling downwards after he lost
his job. Mr Jackson joined his local Men's Shed and will
explain the role that the Men's Shed played in his
recovery.
Victoria is the national leader in collecting data in
relation to suicide. The Coroners Prevention Unit of the
Coroners Court manages the Victorian Suicide Register. The
register contains detailed information on people who die by
suicide and the circumstances surrounding their death.
Mr Jeremy Dwyer, Manager Suicide, Mental Health and
General Investigations at the Coroners Prevention Unit will
.22/07/2019 (15)
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give evidence today and explain the Victorian Suicide
Register and the implications of the information within it.
Professor Jane Pirkis is the Director of the Centre
for Mental Health in the Melbourne School of Population and
Global Health at the University of Melbourne. Professor
Pirkis researches the epidemiology of suicide. She will
discuss risk factors and the current state of the evidence
about the interventions that are likely to work.
Ms Susan Trotter is a community witness who will give
evidence under a pseudonym. Her evidence will not be live
streamed. Ms Trotter's son died by suicide. She will
share her story and her grief. She will give evidence in
the hope that no other parent has to experience what she
has experienced.
Mr Alan Woodward has worked in the field of suicide
prevention for 20 years and has experience in program
design, evaluations and research translation. One question
among others that his evidence will explore is what should
happen beyond trials. Victoria has made progress in
conducting a series of trials, but the challenge is to
translate the knowledge gained into improvements including
consistent care models that are made available right across
Victoria.
Ms Batten will call the first witness.
MS BATTEN: The first witness is Mr Rod Jackson.
Mr Jackson.

I call

<RODERICK JOHN JACKSON, sworn and examined:

[10.11am]

MS BATTEN:
Q.
Thanks Rod. Have you, with the
assistance of the Royal Commission's legal team, made a
witness statement for the Commission?
A.
I have.
Q.
I tender that statement. [WIT.0001.0042.0001] Rod,
could you please start by saying why you wanted to come and
give evidence today?
A.
Yeah. My evidence today is to prevent someone else
going through what I have done, and try and put it out
there that there's more help, but not enough help, out
there for people considering what I went through from when
I lost my job back in 2009/2010.
.22/07/2019 (15)
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Q.
Thank you. Can you please start at the point where
you lost your job and tell the Commissioners your story of
your mental health journey?
A.
Yep. I lost my job back in 2009, and in August of
that year I was spiralling down a never ending hole for
quite a while. The problem was, I was left at home by
myself from anywhere from 6 am to 6 pm every day for the
week, when my wife, Jenny, and my son, Andrew, were at
work, and my daughter, Rachel, was at school.
So, I had no-one to be with, no-one to talk to, and on
this day that I did have my downfall I was - from what
Jenny told me, I was writing abusive emails - I don't
remember much - abusive emails to her. I was just
spiralling out of control. From what I understand, she was
gonna leave, and the next thing I know I am self-harming.
Then the next thing I know, I've got a knock at my
front door, because the front door was unlocked, a
policeman from the police station and two paramedics. On
this day, they took me to a local hospital and in that
local hospital, after getting there, they put me into a
corridor with an open door to walk out and 500 metres down
the road I could have stood on a train track and really
self-harmed there. But there was something in my mind
saying, "No, sit and wait".
I reckon I was in that corridor, it must have been for
a short time but to me it felt like hours.
Jenny and my kids found me at the hospital in the
Emergency Department rocking backwards and forwards. They
asked us who my doctor was and they were pleased to know
that my doctor was well known in mental health, he had done
the mental health course, so I was very lucky there. I was
put on medication and within the first week I had the local
CAT Team come and visit me to make sure I wasn't
self-harming again. I also had a couple of times I had a
single person from the CAT Team come and look after me.
I found it very hard to walk into shopping centres. I
found it very hard to do a lot of things. My wife had to
reteach me to drive. To this day I still have some
problems walking into shopping centres and crowds, but I'm
a lot better at that now.

.22/07/2019 (15)

1860

1435

R J JACKSON (Ms Batten)

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

2019 public hearings

In late 2010 I got another job, I was able to get back
into the workforce. Once again, I got laid off there, but
because I was able to, I was able to get another job. But
before I was able to get back to work my wife had to sell
our family home because she did not know if I was going to
ever work again.
I have a really good doctor and I got to speak to a
counsellor at the time who told me that I should have had
this breakdown in my 20s. After moving to Sunbury, I had
lost a job again because of retrenchment. My wife Jenny
said to me, you're not staying at home, if you can't find a
job you're not staying at home, I don't want you going down
the same path as you did before.
So I joined our local Men's Shed.
brilliant. I'm sorry.

These guys are

Q.
You're fine, just take your time.
A.
Our local Shed in Sunbury has a total of 92 members,
and I love all of them. When I joined the Men's Shed, I
actually ended up on Who Wants to Be a Millionaire. We
were able to win some money, a good amount of money, on
that program to buy us another house in Sunbury.
Two of my mates from there came and gave me a hand
were renovation of the kitchen. As we were pulling the
kitchen out, it was all termite damaged. The second night
we were doing it, I was having tea with my wife and
daughter, and my daughter and I had an argument and she
stormed out of the house and I started to self-harm again.
Jen called the police, they came, as well as the
paramedics. By the time they took me in the ambulance I
was a feeling a lot better, but at the same time I was
still agitated. What happened in the ambulance was, I was
talking to the paramedic in the back.
When I was 16 I started at Trans Australia Airlines in
the engineering department - hated it. But the girl that
was a paramedic in the back of the van, funny enough, I
knew her father because her father was a year above me as
an apprentice at Trans Australian Airlines. When I heard
that, I started to calm down again from my agitation.
The next day after leaving the hospital, I was only
there for a couple of hours speaking to the CAT Team. When
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I was home Jenny had rung. At that stage the President of
the Men's Shed, Dida Jetovic who came and said, "Come on
Rod, we're going for a walk, it's the best thing for it."
So, he and I went for a walk for an hour. He helped me a
lot that day but there is another person the next day when
I was at the Shed, I even got a phone call from him before
I went, and I thank him more than any other and that's Gary
Peddit. Gary took me for a cup of coffee. I sat with him
for about an hour and cried my eyes out. He's one of the
ones that understands what mental health is like.
At our shed a couple of years ago now I was at the
cluster meeting at Caroline Springs through the Victorian
Men's Shed Association. I stood up and spoke about my
mental health. I will stand up in front of anybody and
tell exactly word-for-word what happened to me and what the
Men's Sheds are about.
The first thing I say at any time I stand up at any
community group or people who want to listen, I say, "Look
at the person to the left or right of you". You know, you
get funny sayings like, "Oh, he's going bald or he's got
four eyes or whatever", and I go, "Now have a look at me"
and they all look. And I say, "Well I've got an illness
that you can't so see. I battle it every day." And they
go, "Ah yeah but" and I said, "No, I battle with a mental
health condition, a mental health illness." And the looks
I get are, wow.
When I'm at these meetings I still get people coming
up to me and saying, "Thank you for talking about it."
Last year the Victorian Seniors Magazine came to our Shed,
or it was earlier this year, and filmed to do with people
in retirement to do with our Shed. The president of our
Shed spoke on the video and explained what it's all about,
and he said in that video that, one of the guys, it was at
a Christmas party, one of the guys stood up and said, "I'd
like to thank the Men's Shed for saving my life."
Two weeks ago when I was at the Shed I told them what
I was doing here and I got the same, and I said the same,
if it wasn't for the Men's Shed that I belong to, I don't
know where I'd be today. I have a good counsellor that
belongs to the Sunbury Community Health, and this is why I
love the Shed.
I have a good counsellor that belongs to the Sunbury
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Community Health. This is why I love the Shed. A good
friend of mine who's in a wheelchair happened to come along
to the community health, and I wasn't feeling well, and he
didn't know this. He asked me to fix his phone. He had a
problem with his phone, so I said, "Look mate", and my
counsellor actually walked out and I said, "Look mate, I've
gotta go." My counsellor turned round, because she knew
him as well, she said, "No, you fix the phone, Rod, it'll
be alright." As I'm fixing the phone he's gone to her and
said, "I can see Rod's not well, he needs to talk to you."
Now, these guys at the Shed aren't psychologists,
aren't community, they're all just blokes that have been in
industry, office works, teachers. At our Shed, I know of
at least eight that suffer from mental illness, and my mate
does as well. He looked into my eyes and
he could tell that I wasn't there. This is last Christmas.
The doctor I've got is a great doctor: as soon as I spoke
to him, he said, "Okay, we're going to have to increase
your medication." And I said, "Fine." Speaking to my
counsellor, she said, "Make sure you speak to your doctor."
Which I did.
At our Shed in Sunbury, we do a lot of things to help
each other. I'm with a couple of guys to do with welfare.
We don't broadcast it with welfare, neither do the other
two guys. But one of them, if someone's sick, one of them,
his wife, knits hospital socks for the people that are
going into hospital.
I got asked about a month and a half, two months ago,
"Oh Rod, can you go see one of the members?" And I said,
"Why?" He said, "He wants to end his life." And I've
gone, "What?" So I went out and spoke to him and we got
another member, I call him "the doc". He and I spoke to
this member and asked what his problem was. He was fed up
with the noise in his ears to the point where he wanted to
not be here any more.
We stood there and listened to him. We gave him some
advise, the doc said, "Have you seen a specialist about
your hearing?" And he goes, "No." We said, "Look, you
never know, if you see this person, you never know, they
may help and he's gone, "Oh I'll give it a go." We also
said, "Try the radio on the AM band." He goes, "Why, I
can't sleep with music." We said, "No, if you use the
white noise from the radio, it can interact with the
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tinnitus, the ringing in the ears, and may be able to get
you to sleep properly." Three weeks later I saw this guy
at the Shed and I went up to him and I said, "How are you
going, are you okay?" He turned around and said to me,
"Rod, if it wasn't for you, I don't think I'd be here."
He said, "Even down to" - his partner said to him,
"You're being selfish, if you want to hurt yourself, you're
being selfish." So, when he spoke to me about that, I said
to him, if they're saying that, you know someone loves you
because they don't wanna lose you like the way we don't
wanna lose you from the Shed.
The hardest part with all the mental illness, it's not
the pressure on yourself, it's the pressure that's put on
to your wife, or your husband, and your children. I was
being selfish that day. Even to this day I still say to my
wife, "I'm sorry", because it's so hard. People just don't
realise how hard it is. That's why the Victorian Men's
Shed Association have got all these Men's Sheds. There's
over 300 Sheds in Victoria, and in those Sheds is a person
like me, and we look after each other.
We know funding is hard. We do a lot for the
community out of our Shed to raise money so that we can
keep everybody going at our Shed, so they can come and have
a cup of coffee and talk; you'd be surprised what we talk
about down there. We talk anything from the football to
prostate cancer.
I have learnt so much about prostate cancer over the
last four years because I've had four of my friends
diagnosed with prostate cancer. 90 per cent of the blokes
that come into the Shed, all they're looking for is
friendship as well as companionship, because their wives
are at work still possibly, or their wives are going off to
Probus or meetings, or they're playing bowls or they're in
their walking groups and the guys don't wanna do that, so
they sit at home twiddling their thumbs going mad. The
Men's Sheds are a lifeline for those guys.
When I was speaking to Eddie on Who Wants to Be a
Millionaire, he said, "What happened?" And I said, my
passion is mental illness, not because I want to study it,
it's because I have it. I mentioned about a great place
for men to go to on the television programme which is the
Men's Sheds, go find your local Men's Sheds and go talk.
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The week after it aired I was at the Working With Wood
Show and there was a guy from the Australian Mens
Association spotted me, and he said, "You gave us the best
advertisement you could ever think of." He turned around
and said, "Thank you" because he knows how many men survive
because of Men's Sheds.
From what I have read and what I understand, at least
six men a day commit suicide. A lot more self-harm like I
did, twice. We've just got to get the word out there that
this is help for all of us in many ways: a good counsellor,
someone to talk to over a cup of coffee, and your local
Shed for all men. Just to go down, if they don't want to
be a member, they can come down three times to have a cup
of coffee and have a look. If people do that, they
actually end up staying for the next 10 to 15 years.
That's why I look at what I'm doing today to help
every one of them. If I can save one person's life because
of this, you've made my day.
MS BATTEN: Thank you very much, Rod.
further questions for Rod Jackson?

Chair, are there any

CHAIR:
No. Thank you very much, Mr Jackson, for coming
and sharing your journey with us and for being such a
strong advocate on behalf of Men's Sheds.
MS BATTEN:
CHAIR:

Thank you.

Yes.

May Mr Jackson please be excused?

Thank you very much.

<THE WITNESS WITHDREW
MS NICHOLS:
him now.

The next witness is Mr Jeremy Dwyer.

<JEREMY ANDREW DWYER, affirmed and examined:

I call
[10.33am]

MS NICHOLS:
Q.
Mr Dwyer, are you the manager, Suicide
Mental Health and General Investigations with the Coroners
Prevention Unit at the Coroners Court of Victoria?
A.
Yes, I am.
Q.
Are you responsible for coordinating the staff who
maintain the Victorian Suicide Register?
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A.

Yes.

Q.
Have you prepared a statement and a report about
suicide and mental-ill Health in Metropolitan Melbourne and
in Regional Victoria?
A.
Yes, I have.
Q.
I tender that statement with the attached report.
[WIT.0002.0019.0001] Mr Dwyer, what's the Coroners
Prevention Unit within the Coroners Court of Victoria?
A.
The Coroners Prevention Unit is a specialist unit
within the court that assists Coroners with their
investigations into external cause deaths, particularly
preventable deaths, and provides evidence and material and
advice on opportunities to prevent these deaths, as well as
maintaining a range of databases to develop the evidence
base further to identify opportunities for prevention.
Q.
What's the Victorian Suicide Register?
A.
The Victorian Suicide Register is a database that we
designed in 2011 and 2012, then implemented to store
detailed information on suicides investigated by Victoria's
Coroners in order to improve our understanding of suicide
and assist Coroners in identifying opportunities for
interventions to reduce suicide in Victoria.
Q.
Is it the most accurate and timely source of detailed
information on suicide in Victoria?
A.
I believe that it is. In terms of timeliness, we run
what's called prospective surveillance on all deaths
reported to the Victorian Coroner, and under the Act a
suspected suicide is required to be reported. So a
prospective surveillance program is that we will look at
all deaths that are reported every day and will identify
suspected suicides among them and add them to the Suicide
Register as they occur. We've gone back and looked at the
accuracy of our identification over time, and between
initial identification and final confirmation from Coronial
investigation, we're between 96 and 98 per cent accurate.
Q.
One of the things you've said in your statement is
that the dataset in the register is maintained
prospectively, meaning that the suicides are monitored in
near real-time?
A.
That's correct.
Q.

Can you tell the Commissioners what you mean by that?
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As I just explained --

Q.
I might just ask you to slow down a little bit, and
also speak a little closer to the microphone so we can hear
you.
A.
Apologies.
Q.
No problem. So, maintaining the dataset prospectively
and monitoring suspected suicides in near real-time; can
you explain what is meant by that?
A.
So, in terms of prospective surveillance, maintaining
the data prospectively, we will add new suspected suicides
to the database on a daily basis and we'll add certain
information including sex, age, location of usual
residence, location of fatal incident, method and so on, so
that we can get an idea of what's happening with suicide as
it occurs in Victoria.
We use that information for a range of different
purposes. At the moment we're in collaboration with the
Department of Human Health and Services to assist their
place-based suicide prevention trials, and so, that
information when requested by the department will be
provided to them.
We provide reports and sort of weekly or fortnightly
updates looking at where there are areas of unusual suicide
activity to alert the DHHS if they want to look at it
further and the Department of Health and Human Services
staff who run the suicide prevention program there will
also make enquiries of us and will assist them to
understand what's going on if they have any concerns.
Q.
I might just stop you there and take you back a little
bit. Let's focus on what the Suicide Register contains.
So, does it have two datasets starting with a core dataset?
A.
That's right.
Q.
Just explain in simple terms, maybe slowing down
again, what the core dataset covers?
A.
The core dataset includes basic information about
deaths reported to and investigated by Victorian Coroners.
So, it includes, for example, sex and age of the deceased,
location where the suspected suicide occurred, the location
where the person usually resided, and the suicide method
and, when it's confirmed, the Coronial cause of death.
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Q.
And the enhanced dataset, what's addressed in that?
A.
The enhanced dataset includes a range of more detailed
information that is coded when the Coroner's investigation
has proceeded to a point where we have, for example,
witness statements and medical records and so on.
It includes socio-demographic information about the
deceased which we will often not know at the point where
the death is first reported. It will include information
on stressors that they may have experienced, diagnosed and
suspected mental illness, contacts with health services for
treatment of mental illness, familial stressors and
interpersonal stressors, post-mortem toxicology, a whole
range of information, about 240 variables.
Q.
Broadly speaking, how is that information gathered for
the purposes of putting it into the enhanced dataset?
A.
We have trained coders who review the full Coronial
brief and all of the material that's gathered for the
Coroner's investigation and those coders will then enter
the information, and we have a coding and quality manual, a
quality process and so on to support that to ensure that
the best possible and most accurate and complete
information is entered.
Q.
From an overarching perspective, what's the purpose of
the maintenance of the Victorian Suicide Register?
A.
Its primary purpose, the purpose for which it was
first developed, was to assist Coroners with their
investigations into suicide deaths, to answer questions for
Coroners about the circumstances in which suicides occur
and what opportunities there are for interventions. But
other purposes have developed over time as well.
Q.
Such as?
A.
For example, I mentioned before that we provide
information to support the place-based suicide prevention
trials. We also collaborate with a number of academics,
because the data is seen to have academic value as well, so
we'll engage with relevant experts, some of which I believe
we'll be hearing from today, about suicide, the
interpretation of the data and generating new insights into
suicide that will hopefully lead to prevention.
Q.
Are there any noteworthy limitations on the data held
within the Victorian Suicide Register?
A.
Well, first, it needs to be recognised that we code
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the material that's gathered for the Coroner's
investigation; we don't go out and speak to family members
and police, and medical practitioners and so on
independently of the Coroner's investigation. So, the
Suicide Register reflects the material that was gathered
for the Coroner's investigation and different Coroners may
have a different focus from death to death in their
investigations.
Q.
You mentioned in your statement that the Coroner's
Prevention Unit is working with DHHS and other partners on
a data linking project to understand how people who die by
suicide engage with public mental health services. Can you
tell the Commissioners a bit about what that project is and
what its purpose is?
A.
I can describe it in quite general terms, but I should
emphasise that the project is a DHHS funded and auspiced
project, and our role in it really is the provision of
data.
So what we've done is, we've provided 10 years of data
to the Department of Health and Human Services to be linked
with other datasets that they hold through the Victorian
Centre for Data Linkage and for that data to be analysed to
look at what types of public mental health services are
being accessed by people in the 12 months leading up to
their suicides. My understanding is that the data is still
being analysed, and so, I don't know what the results of
that are.
Q.
I see. Can I ask you, moving from the register
itself, for the purposes of it, how are suicide rates
calculated?
A.
So, the suicide rate, the reason why we're interested
in rates is because you have your frequency of suicides, so
the number of suicides that occur, and then you have for
each person who suicides, they belong to different
populations: by age, by sex, by their national identity, as
Aboriginal and Torres Strait Islander people and so on.
So, the reason why you look at rates, what the rate is
basically is the frequency of suicides in a particular
group divided by the population who belong to that group.
The reason why we look at rates is so that we can see where
there's a greater frequency of suicides occurring within
particular populations.
Q.

Are frequencies of less than 20 generally considered
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unreliable where that is the frequency for a given
population group?
A.
Generally, but I should emphasise that I don't have a
background in statistics or epidemiology.
Q.
But that's the operating principle as far as you stand
for the Victorian Suicide Register?
A.
Yes, that's correct.
Q.
Does the Coroners Court prefer to use average annual
rates when examining suicide rates by sex and age group?
A.
Yes.
Q.
Why is that?
A.
When you get down to looking at suicides by sex and by
age group, by year, you have a whole lot of frequencies
that are in absolute terms quite small, and also you've got
a substantial amount of fluctuation from year-to-year, so
average annual rates help you to understand what the
underlying patterns are over time.
Q.
Thank you. For the purposes of location-based suicide
analysis, does the register record the location where the
incident occurred and the location where the deceased
usually resided?
A.
That's correct.
Q.
Are they relevant for different purposes?
A.
Yes. So, the location where the incident occurred can
assist. I mean, there are a whole lot of different
interventions for suicide, universal and specific
interventions and so on, and some of those interventions
require you to understand where a suicide occurred; others
of those interventions are more about understanding where
people usually lived, what types of services they may have
had access to, how remote they were from health and other
services and so on.
Q.
How is mental illness defined for the purposes of the
Victorian Suicide Register?
A.
We code two different sets of data on mental
ill-health: we code where we have evidence of diagnosed
mental illness according to the ICD-10, and that is where
the material that's been gathered for the Coroners
investigation indicates that the person had a formal
diagnosis from an appropriate health practitioner.
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But also, there's a number of suicides where there's
no evidence of formal diagnosis, but we have, for example,
doctor notes saying they had traits of a particular mental
illness or so on, or we have family members saying that the
person suffered or experienced mental ill-health. However,
we don't have any direct evidence from a doctor, and so
we'll code those as suspected mental illness because we
want to know about those but we don't have formal evidence
that we would accept.
Q.
Does the Victorian Suicide Register include coded
information on health service contacts for mental
health-related issues within both six weeks of death and
12 months of death?
A.
That's correct, yes.
Q.
Does the Coroners Court hold data about the presence
of mental ill-health in cases where the deceased has died
by means other than suicide?
A.
We do hold that information in some datasets that were
put together for some projects. For example, we have that
information for some overdose deaths and family
violence-related deaths.
Q.
The Royal Commission has sought information on suicide
frequencies and rates across a number of domains, including
age groups, sex, location of usual residence, be it
Metropolitan Melbourne or Regional Victoria, the presence
of diagnosed mental ill-health and whether the deceased
were Aboriginal and Torres Strait Islander people. You
have kindly responded to that request both in your detailed
report and in a PowerPoint presentation. Can I ask that
you speak to the PowerPoint presentation? We will get that
up and running now. [VFH.0019.0001.0004]
I should have asked you, you probably can't control it
from where you are, can you?
A.
I don't believe so.
Q.
Perhaps we can ask for the next slide to be shown when
you're ready, thanks, Mr Dwyer.
A.
Okay, thank you. I'm really sorry, I should have done
this at the beginning. I acknowledge the country on which
we're meeting today, the Kulin Nations, and pay respects to
any Elders past, present and emerging. And, thank you very
much for inviting me to appear before the Royal Commission
today.
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I used, as you've heard, the Victorian Suicide
Register to produce a data summary setting out basic
information on suicide in the state of Victoria. The
summary itself is quite lengthy and it's full of data
tables, the significance of which is not always immediately
apparent.
So, I was asked to assist the Royal Commission by
preparing a brief overview in PowerPoint form. There are
11 slides and I promise they won't take more than about
8 minutes.
Q.
Mr Dwyer, you just take your time, you can relax,
we've got plenty of time today, so just keep going.
A.
With your leave, I'm happy to. Who's controlling,
sorry?
Q.
Over here.
A.
Next slide, please. The annual frequency of suicides
in Victoria which is the blue line in this graph, was
relatively stable at around 550 per year between 2001 and
2010, but in more recent years the frequency's been
steadily rising and it reached 720 suicides in suspected
and Coroner determined suicides last year.
Furthermore, we believe this increasing trend is
continuing this year. As I've already discussed, we run
surveillance to identify suspected suicides on a daily
basis, and to media, we've identified 368 probable suicides
in the first half of 2019. So its likely projecting that
we'll be at around 740, give or take 20 or so, by the end
of this year. So, it's a substantial public health issue.
While the annual frequency of Victorian suicides is
trending up, so is the Victorian population, and that is
shown in the orange bar graph below the blue line. This is
the population of people aged 10 years and above. So, this
needs to be accounted for in considering what the increased
frequency means: do we have more suicides because we have
more people living in Victoria, to put it crudely?
The way we do this is
At its most basic or crude
calculated by dividing the
the population of Victoria
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If I have the next slide, please. What we see, this
graph shows the annual crude suicide rate per 100,000
Victorians aged 10 years or over per year. It's been
relatively steady, suggesting the increasing trend in
suicide frequency is following the increasing Victorian
population.
Can I have the next slide, please. If I move now from
all Victoria to looking at suicide within geographical
regions that are identified as being of interest to the
Royal Commission, these are Metropolitan Melbourne and
Regional Victoria.
We see around two-thirds of Victorian suicides
each year occur in Metropolitan Melbourne, which is shown
by the blue line on the left-hand of the two graphs, and
the remaining third occur in Regional Victoria. This 2:1
ratio has been quite consistent over the last 10 years.
But while twice as many suicides occur in Metropolitan
Melbourne as Regional Victoria, the population of Regional
Victoria - so the populations again are orange bars - is
far smaller than Metropolitan Melbourne.
So, when we move from frequencies to rates, what we
find is - with the next slide - that the annual suicide
rate per 100,000 residents is about 50 per cent higher
each year in Regional Victoria than Metropolitan Melbourne.
Then you get further insight into this difference
between suicide rates if we consider sex and age group in
the next slide. These graphs show the average annual
suicide rate among men, which is the blue lines, and women
the orange lines, by age group along the horizontal axis in
Metropolitan Melbourne and Regional Victoria.
The first notable finding is that suicide rates among
women are lower than among men in both Metropolitan
Melbourne and Regional Victoria. This is a reflection of
the fact that in Victoria, as in all other Australian
states and many other countries, a lot more men than women
die by suicide each year. Around 75 per cent of Victorian
suicide deceased are males and this has been the case for
at least 15 or 20 years.
The second notable finding is how suicide rates differ
by age and sex. The suicide rate for women is lowest in
.22/07/2019 (15)
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the youngest age groups, rises to a peak in ages 45 to 54
then declines thereafter. For men, the lowest suicide rate
is also among the youngest age groups and then the rate
rises to a peak in ages 35-55 before declining, but then
with a second peak reached among the oldest age groups.
The third notable finding is the magnitude of the
difference in suicide rate by age among males in
Metropolitan Melbourne, versus Regional Victoria. While in
both locations a peak suicide rate is reached in those aged
around 35-55, this peak in Regional Victoria is nearly
double that in Metropolitan Melbourne. Likewise for the
second peak in the oldest, it's far higher in Regional
Victoria.
Can I have the next slide, thanks? I've been talking
here, and I'm going to continue talking about Metropolitan
Melbourne verse Regional Victoria, but it's also really
important to note, as this slide demonstrates, that there's
enormous variation in suicide frequencies and suicide rates
within Metropolitan Melbourne and within Regional Victoria.
This shows a selection of local government areas in
Metropolitan Melbourne and in Regional Victoria, their
suicide frequencies, which is an orange bar, and the
suicide rate which is shown by the blue line, from local
government area to local government area, and you can see
how great the variation is. My purpose in showing this was
just to emphasise that, when you're looking at suicide and
discussing it across Metropolitan Melbourne and Regional
Victoria, but getting even more local than that is an
important part of understanding what's going on in
Victoria.
Next slide. I just want to move on to consider some
basic data on the intersection between suicide, mental
ill-health and the Victorian health system, which I think
is the material that's hopefully of greatest relevance to
the Royal Commission.
Starting off with the proportion of Victorian suicide
deceased who experience diagnosed and suspected mental
illness and for whom we had no evidence of either diagnosed
or suspected mental illness.
This bar graph, the dark blue shows the proportion of
suicide deceased who had a diagnosed mental illness. The
.22/07/2019 (15)
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orange shows those who had suspected mental illness, and
the grey at the top is the proportion of deceased who had
neither diagnosed nor suspected mental illness.
What it shows is that there's a high proportion of
people who resided in Metropolitan Melbourne than Regional
Victoria who had a mental ill-health diagnosis, and there
was also a greater prevalence of suspected mental illness
among those who resided in Regional Victoria. And higher
also of course, by sex, a higher proportion of females than
males had a diagnosed mental illness.
There are at least two possible explanations for this
geographic finding. The first is that mental ill-health
was less prevalent among people who died by suicide and
resided in Regional Victoria. That's, I think, considered
to be an unlikely explanation.
The second is that perhaps people in Regional Victoria
faced more challenges in accessing mental health services
and getting a mental health diagnosis in the first place
and so the final slides I want to present address that
possibility. Slide 9, thanks.
These graphs show the proportion of people who had
contact with a health service for mental health-related
issues in the 12 months leading up to suicide during the
period 2009-2015 in Victoria.
About 60 per cent of deceased had contact with a
health service for mental health related issues. Women had
higher levels of contact than men, and people residing in
Metropolitan Melbourne had higher levels of contact than
people residing in Regional Victoria.
Of particular note, if we look at the next slide
thanks, when we look in more detail at the types of health
services that were involved, contact with specialist mental
health services, for example, psychiatrists, psychologists,
CAT teams, was lower in Regional Victoria than Metropolitan
Melbourne, and much lower for Regional Victorian men who
are the group with the highest suicide rates.
Next slide, please. This shows the same data except
for health service contact within six weeks, so immediately
proximal to death. Across all groups, just over
50 per cent of people had contact with the health system
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for mental health related issues in the six weeks preceding
suicide, and again we have the same pattern with respect to
sex and location of usual residence: higher proportion of
contact among women, high proportion of contact in
Metropolitan Melbourne.
And, the final slide. And again, the same pattern
with respect to engagement with specific types of health
services. This is sort of the final summary slide, and
even from this very basic data, there are a number of
issues and observations I think and, if you are happy for
me to do so, I have just a couple of concluding
observations.
Q.
Absolutely.
A.
First, around 50 per cent of people who suicided in
Victoria between 2009 and 2015 had contact with health
services for mental health related issues in the six weeks
leading up to their death. I don't know whether experts
would consider this to be a high or low proportion, but
regardless, if 50 per cent of those who suicided were known
to the health system within six weeks of their death, I
think it means that any improvements in mental health
services that emerge from the Royal Commission's findings
have real potential to reduce suicide.
Second, according to this data general practitioners
in the health service are most frequently involved in
mental health care of Victorians within 12 months and
within six weeks of suicide. This is consistent with what
we see assisting Coroners with individual suicide death
investigations: the specialist mental health services
provide advice and guidance and then the general
practitioners implement this advice and guidance on a
day-to-day basis in working with the patient.
I understand that general practitioners are sometimes
not thought of in discussions around Victoria's mental
illness system. The term is often used to describe the
specialist mental health services, but clearly, they're
crucial to the functioning of the system.
The third point is, most people who have contact with
health service within 12 months or within six weeks of
their suicide in Victoria actually, they had contact with
multiple health services, which is why the numbers here sum
up to far greater than the overall totals.
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The need for better coordination of care and
communication between clinicians and health services is a
recurring theme in Victorian Coroners recommendations that
were included as part of acting State Coroner Caitlin
English's submission to the Royal Commission.
Q.
Thank you very much Mr Dwyer. Can I just ask you one
question, and that is, what are the challenges involved in
identifying at a more granular level those cohorts within
the Victorian population who are at high risk of suicide?
A.
That's an incredibly broad question. So, the question
that comes out of it, this is just sort of basic
information about suicide in Victoria, but what people
really want to know is among all of these, are there
particular groups, say particular cultural and
linguistically diverse groups, or are there particular
cohorts defined in a number of different ways who are at
higher risk of suicide? And, we have two challenges in
identifying those groups or calculating rates to say, yes,
this group is at increased risk or, no, this group is not.
The first is in actually identifying relevant suicides
that are of interest when we are looking at a question. If
I could speak to that perhaps with respect to Chapter 6 of
the data summary that I provided about suicide among
members of the Aboriginal and Torres Strait Islander
community in Victoria?
The core is extremely - you know, there's a big focus
in the court on working with the Aboriginal and Torres
Strait Islander community and assisting the community with
engagement with the court. Historically what we've found
when we've looked at data when we've tried to identify
Aboriginal and Torres Strait Islander people among suicides
that have occurred in Victoria, is that, we've got a number
of different data systems where we might be able to find
out that someone is an Aboriginal and Torres Strait
Islander person, but the data systems or the data sources
are each unreliable when compared to one another.
So, for example, we'll have police attending who will
fill out an initial report of death to the Coroner, and
then we'll be speaking to families or undertakers will be
speaking to families and they will get different
information on whether the person was an Aboriginal and
Torres Strait Islander person or so on; then we'll have
.22/07/2019 (15)
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material in Coronial briefs that indicates again that maybe
inconsistent with what else we've been told that indicates
they may be an Aboriginal and Torres Strait Islander
person.
And so, what we've known from this is that our
identification of Aboriginal and Torres Strait Islander
deceased people among suicide deceased in Victoria has
historically been likely to be a substantial
under-reporting.
And, as part of the court's efforts to address this
and to work more closely with the Aboriginal and Torres
Strait Islander communities in Victoria, earlier this year
we had an Aboriginal Family Engagement Coordinator position
appointed to the court.
Now, since he has started tragically - so, his role is
to work with affected communities to liaise with Aboriginal
and Torres Strait Islander communities and be a conduit for
information through the court, and as a result of the
position we've been getting, we believe, much better
identification of Aboriginal and Torres Strait Islander
people among deceased reported to the court, and tragically
it appears, based on what we know even for the first
six months of this year, that our historical underestimate
has been quite substantial.
But the issue there is sort of repeated in a number of
other contexts when you're talking about the identity of
people. A really good example is in the gay/lesbian, queer
intersex, LGBTIQ community. We know a certain number of
suicides of people who would identify as belonging to that
community, but we suspect that we're missing out on at
least some and potentially quite a lot, because we just
don't have the data and the evidence, it's just not
gathered in the investigation for whatever reason. And so,
that's the first challenge is identifying how many people
in a particular community have suicided.
The second challenge is, as I mentioned when you're
calculating rates, you need an estimate of the size of the
community that suicides are drawn from. An estimate of the
size of the LGBTIQ community in Victoria, I don't think we
have an estimate that everyone would agree on. What I was
trying do was calculate some suicide rates among people
with diagnosed mental illness, and there are at least three
.22/07/2019 (15)
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different lots of data on our estimates of what proportion
of the Victorian population has a lifetime diagnosed mental
illness or diagnosed mental illness in a 12-month period or
so on, and it's not clear what you even use.
So, there are other people who are epidemiologists and
experts who know far more about this than me, that's the
challenge that the court faces.
MS NICHOLS: Thank you very much Mr Dwyer, and thank you to
the Coroner's court for compiling this data for us. Chair,
do the Commissioners have any questions for Mr Dwyer?
COMMISSIONER FELS: Thank you, that was very informative.
A couple of questions that might be on the boundaries of
what you want to talk about. To what extent is the issue
of data a possible underestimate? It's probably not an
overstatement of it, but there are some that you don't
catch or don't come forward-looking like suicide et cetera.
That's one question. Is there an understatement in these
numbers of the number of suicides in the community?
A.
We don't believe there is. So, all suspected external
caused deaths are among the deaths that are required to be
reported to the Coroner's court, and we run our
surveillance process across all deaths that are reported,
and we continually update our data as we learn more about
the deaths.
Where there's a grey area is in deaths for which the
intent of the deceased is unable to be determined, and
that's where different people may make different calls or
be happy to say, well I think that's a suicide but we think
it's not or so on, and the main area there is in overdose.
So, every year in Victoria, among the overdose deaths
that occur, 60 per cent are clearly unintentional,
20 per cent are clearly intentional, and we have another
20 per cent, so that adds up to maybe 130-odd deaths a year
where we just don't know on the basis of the evidence one
way or another.
And so, in the Victorian Suicide Register we do hold
data as well on deaths where the intent of the deceased is
said to be undetermined and, from memory, it's around a bit
over 100 deaths a year, but I could provide that data if
you wanted. So, we report on the data that we are
confident saying this is a probable suicide, including data
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where the Coroner has found that the death was a suicide,
but for the other data we keep track of it but we don't
report on it. This material includes only the ones that
are probable suicides based on the evidence that we have
before us.
Q.
My second question was, and you've mentioned this, the
Australian Bureau of Statistics published some numbers. Do
you have any comments on the relationship of their data to
your data?
A.
I know that they use different methods, and for
example, for us a year means a year, deaths reported
between 1 January and 31 December in a year. But my
understanding is that their definition of a year is
slightly different: it's about when the case is initiated
in their system or something like that.
And also, the Australian Bureau of Statistics, they
draw their data or their information to identify suicides,
I believe, from the National Coronial Information System.
The National Coronia Information System is an online based
system that includes a range of information on deaths
reported to an investigator by Coroners, for example, the
initial police report of death, forensic toxicology,
forensic pathology and so on.
But what they don't have access to is all of the other
material that was generated in the course of the Coroners
investigation: so the statements of family and friends, the
statements of medical practitioners, medical material and
so on, and also all the other material that's generated
during the course of the correspondence and communication
between families and the court. And so, that I think would
account for some of the difference as well. I think we
have a better understanding on a case-by-case basis of the
circumstances of deaths.
It's not a criticism the Australian Bureau of
Statistics: they do their thing and we do ours, if you
like. We've attempted to assist them in the past as well,
but I think they have methods to follow
COMMISSIONER COCK RAM: Q. Thank you, I just wanted to
come back to the issues around the LGA and the capacity to
get down into a more regional level. And noting that you
have said you are assisting government with the place-based
trials, which in my thinking assuming you are looking at a
.22/07/2019 (15)
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LGA level with the place-based trials?
A.
Yes we are.
Q.
Also that in your longer report it indicates the huge
variation which you described in the graph. So, how far
can we think about or aggregate around particular
communities, for instance, outer Metropolitan Melbourne
versus inner Metropolitan Melbourne; larger regional
centres and the associated LGA's around them? Is it
possible for us to get to a meaningful set of data,
understanding that it has to be meaningful, for us to draw
any conclusions?
A.
It's possible to generate the data, that's not a
problem, but as to drawing conclusions, I mean, that's a
matter for you - not being trite or anything. Basically,
if you tell us what you want, then I think that we can
aggregate the data, we have it down to suburb level; we
actually have it down to street address level and then
built all the way up to LGA level. So, yeah, we can
combine the data geographically in any way that is
requested.
The thing is, once you start digging into the data at
a location level, it sort of opens up all of these
different avenues to go down to look at, so I think it's
important to have questions at the outset or else you can
get mired.
I mean, I did a version of this report that would have
had about 200 pages of data, it just wouldn't have been
helpful, I suspect. It's a matter of, with all the data
that we have, framing the questions to be answered, I
think, first
COMMISSIONER COCKRAM:
helpful.

Okay, thank you, that will be

CHAIR:
Q.
Thank you very much for the overview. There
is one particular issue I wanted to also just clarify. Are
you able to disaggregate the data by age cohorts in terms
of their contact with the health services, both in the year
and six weeks before the suicide? Because I was
particularly interested in the 10-14 and 15-19 age group,
whether there's any differences in their help-seeking
contact?
A.
Yes, we can definitely do that. But we also recently
published a paper - I mentioned earlier that we collaborate
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with researchers who are interested in different aspects of
suicide prevention; we had a Paediatric Registrar do a
12-month placement in the court and she did a fantastic
piece of work looking at that exact question. Although, we
thought it was more meaningful to look at - I think we
looked at 10-16 versus 17-19, because at between 16 and 17
that's when you get post compulsory schooling and there's a
whole lot of other stressors involved there. So, we could
provide that paper to you and also disaggregate the data to
answer the questions that you're interested in, yes.
CHAIR:
Thank you, that will be very helpful, so we'll
come back to you in relation to that. Thank you very much
for your evidence today.
MS NICHOLS:
CHAIR:

Yes, thank you.

MS NICHOLS:
break now?
CHAIR:

Chair, is it convenient to take the 15 minute

Yes, thank you.

SHORT ADJOURNMENT
MS NICHOLS:
Jane Pirkis.

Commissioner, the next witness is Professor
I call her now.

<JANE ELIZABETH PIRKIS, affirmed and examined:

[11.36am]

MS NICHOLS:
Q.
Professor Pirkis, are you the Director
at the Centre For Mental Health at the Melbourne School of
Population and Global Health at the University of
Melbourne?
A.
I am.
Q.
Do your research interests focus on the epidemiology
of suicide, including the prevention of suicide at a
population level?
A.
They do.
Q.
We have a copy of your extensive CV, so I won't ask
you any questions about it, if that's alright.
A.
Thank you.
Q.

Have you, with the Royal Commission's assistance,
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prepared a statement addressing the questions we have put
to you?
A.
I have.
Q.
I tender that statement. [WIT.001.0057.0001] Can I
ask you about the risk factors for suicide. Firstly, from
an epidemiological perspective in broad terms how are they
calculated?
A.
So, the best way to think about it perhaps is that
epidemiologists would calculate the proportion of people
who have died by suicide who have a particular
characteristic or experience, and then compare that with
the proportion of the population who haven't died by
suicide who have similar characteristics and experiences.
Q.
Broadly speaking, how are those characteristics
associated with people who have died by suicide? What sort
of investigations are done to establish that?
A.
So, there are various different ways that
epidemiologists and others would look at risk factors.
Sometimes they do what they call psychological autopsy
studies, so they would talk to the family members and
friends of someone who's died by suicide and do comparable
investigations with family members and friends of people
who haven't died by suicide.
Sometimes they're done through what's called record
linkage studies, so data on suicides, like for example from
the Victorian Suicide Register, might be linked to other
data sources like mental health service use data, that sort
of thing.
Q.
In relation to the first type of investigation,
questioning of family and friends of people who have not
died by suicide, is that in order to establish a control
group?
A.
Yes, that's right. Obviously, they could ask the
living people themselves about their characteristics and
experiences, but there's a question about whether the kind
of information they'd get would be equivalent. So, because
the psychological autopsy studies are asking the family
members and friends of the people who have died take that
approach, they do the same with what they call the control
group.
Q.
Are the risk factors for suicide traditionally grouped
into six subgroups?
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A.
Yes. So, people would often think about them as
socio-demographic. So, for example, men not being married
or not being partnered can be a risk factor for suicide.
There are clinical risk factors, like having a mental
illness or having made a suicide attempt.
Personalty based risk factors like, for example,
impulsivity and aggression have sometimes been associated
with suicide. Neurobiological factors, genetic or familial
factors. Not quite sure how many I've got there.
Q.
You have personality-based, I think you've discussed
that already. Situational environmental?
A.
Sorry that's the last one, so situational or
environmental risk factors which is an important one.
Situational factors might be stressful life events.
Environmental factors might be things like access to means.
Q.
Do you also distinguish between proximal and distal
risk factors?
A.
That's right. So, people talk about proximal risk
factors as being risk factors that occur close to the
event. So, often they are stressors, recent stressful life
events, and more distal risk factors that perhaps have been
part of the person's life for a long time.
Q.
How do proximal and distal risk factors interrelate in
the case of any particular suicide?
A.
So, often, but not always, as others have said,
suicide is extremely complex and plays out differently for
different people, but often the proximal risk factors would
be the triggers or tipping point that might lead someone to
make that decision at that particular point in time.
Whereas the more distal risk factors are things that, I
guess, perhaps people might say lay the potential for
suicide.
Q.
We'll come to interventions shortly, although not yet,
but just this question: do suicide intervention strategies
seek to intervene in relation to both proximal and distal
risk factors?
A.
Yes, absolutely. People talk about universal and
selective and indicated inventions. The universal target
the whole population without particularly trying to
identify individuals in that population who might be at
risk. Selective interventions target people who are
showing some signs of the risk factors but not necessarily
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suicidal thoughts or behaviours yet, and the indicated
interventions target people who are actively suicidal. So,
they consider suicide and its risk factors across the full
trajectory.
Q.
We'll return to that subject very shortly, but can I
ask you about the relationship between mental ill-health
and suicide. What does the research that you and one of
your PhD students has recently completed show?
A.
So, the PhD student is Angela Clapperton and she's a
PhD student who co-supervised, and she did some work
amongst other things using the Victorian Suicide Register.
What she showed was that mental illness is absolutely
a risk factor for suicide and so are stressful life events.
And stressful life events are things such as being in
trouble with the police perhaps or relationship
difficulties, are risk factors both for people with mental
illness and without mental illness, risk factors for
suicide.
Q.
What did the research find about alcohol and other
drugs as a risk factors?
A.
So, alcohol and other drugs absolutely also play out
as a risk factors.
Q.
Was that true both males and females across all age
groups?
A.
That's right.
Q.
Can you explain the difference between risk factors
and probabilities?
A.
Yes. So, well in fact, I would say that risk factors
are about probabilities really.
Q.
I mean certainties, actually, I misstated the
question.
A.
That's fine. The thing that sometimes people get a
bit confused about is they do think about risk factors as
certainties, but obviously they're not certainties. So,
having a mental illness acts as a risk factor for suicide,
but obviously not all people who have a mental illness die
by suicide, and conversely not all people who die by
suicide have a mental suicide. So, they're not about
certainties they're about probabilities, they're about
heightening the risk.
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Q.
And so, therefore, are prevention strategies aimed at
lowering the risk?
A.
Yes, absolutely, and across the population, as I said.
Q.
Did Ms Clapperton's research find that people both
with and without diagnosed mental illness who die by
suicide have multiple different immediate stressors in
their life?
A.
Yes, absolutely.
Q.
So, is the combination or accumulation of stressors an
important consideration in understanding risk factors?
A.
Definitely, and also in understanding the complexity
of suicide, I think.
Q.
Can I ask you now about suicide prevention
initiatives. Does suicide prevention refer to both
prevention of deaths by suicide, but also the prevention of
suicidal behaviour which includes suicidal thoughts and
suicide attempts?
A.
Yes, that's right.
Q.
Can we return now to what we started discussing a
moment ago, and that's the three types of interventions.
Can you tell the Commissioners a little bit more about
universal interventions?
A.
So, as I said, universal interventions target the
whole population without identifying those who might be at
risk, and the reason they do that is because it's not
necessarily always evident who is at risk.
For example, they might include things like suicide
prevention awareness campaigns, or interventions designed
to restrict access to means, so it's not necessary for
those delivering the interventions to know who is at risk
in the population.
Q.
Can I stop you there. With universal interventions,
do they also concern population level means to improve
wellbeing?
A.
Absolutely, that's right.
Q.
And, selective interventions?
A.
So, selective interventions target people who aren't
necessarily exhibiting suicidal thoughts or behaviours but
have the risk factors that might lead them to in the
future: so those sorts of things include, for example,
.22/07/2019 (15)
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providing good treatment for people with mental illness who
have mental illness because, as I've said, mental illness
is a risk factor for suicide, but are not necessarily
suicidal themselves at the time.
Q.
And, indicated interventions?
A.
Indicated interventions do target people who are
actively experiencing suicidal thoughts or engaging in
suicidal behaviour. So, they for example might include
crisis telephone lines, or treatment in mental health
services that are specifically designed to ameliorate
suicidal thoughts and behaviours.
Q.
In your statement you say that it's your firm belief
that suicide is preventable: why do you hold that belief?
A.
I hold that belief for two reasons: I hold it because,
having worked in the suicide prevention field for a long
time, both in a research capacity and just in a capacity of
talking a lot to people who have been through some sort of
suicidal crisis, people who have come through a suicide
attempt or a suicidal crisis are often able to say that
they're glad that they are still alive and also able to
talk about some of the things that were helpful or not so
helpful along the way. So, I feel that that's good
evidence, that suicide is preventable.
The other thing is that the vast majority of suicide
risk factors for suicide are modifiable, and so I believe
for that reason too.
Q.
You also say that there's still a lot that we do not
know about what works and what doesn't work in suicide
prevention: why is that?
A.
I think one of the reasons that there's still a lot
that we don't know is that suicide prevention research is
quite hard to do. It's often tricky because, if you're
trying to look at whether a particular intervention works,
suicidal individuals are often actively excluded from the
research. So, we find that the interventions might be
helpful but we don't know whether it's helpful for the very
people that we want it to be helpful for.
And also, although obviously every individual suicide
is a tragic event, and suicide is a major societal problem,
fortunately the absolutely numbers of suicides are
relatively low, which makes it difficult to demonstrate
that an intervention has an impact in terms of reducing
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suicides.
Q.
So, why are suicidal individuals actively excluded
from some research?
A.
So, quite reasonably, they're excluded because the
researchers and others involved in the research craft don't
want to do them any harm. So, it's a good thing that
people are protected in research, but there's a fine line:
it does mean that there are things that we don't know that
we would quite like to know.
Q.
And that is because the therapeutic approach is to
give the person what is right for them, rather than
trialling the efficacy of a particular intervention?
A.
Yes.
Q.
One of the reasons you gave a moment ago for believing
that suicide prevention is possible is that, for people who
have had suicide attempts and survived talk about what was
helpful for them: is that something different from engaging
those people in research?
A.
Yes, it's a bit of a nuance, but I think people who
are actively struggling with suicidal thoughts are more
likely to be excluded from intervention research because
there's an implication that the intervention might not be
the right one for them, or that they might be prevented
getting a different intervention that might be the better
one. So, they do tend to be excluded from that sort of
research, but they're more likely to be included in
research that's much more descriptive and which is a good
thing. Often, there are attempts to really hear the voices
of people with lived experience and hear from them what
they think works for them or has worked for them in the
past, and also what doesn't work for them.
Q.
Can I ask you about global best practice on suicide
prevention. Can you tell the Commissioners what the World
Health Organisation's position is?
A.
So, the World Health Organisation's, I think,
recognises that it is tricky and there's still a lot we
don't know in suicide prevention. So, they recommend using
a suite of different approaches taken from those universal
selected and indicated types of interventions. They
particularly recommend doing that in a strategic
coordinated national way. So, they make recommendations
about countries having national strategies for suicide
prevention.
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Q.
What's understood to be particularly important about a
national and strategic approach to suicide prevention?
A.
So, I think one of the things that people, and the
WHO, think is good about a national approach is that it
shows the commitment of government to suicide prevention
and indicates that it is a government priority, and also
provides guidance as to where investment might be best
placed.
The fact that it's coordinated, I guess the view is
that that's a good thing because suicide prevention is
everybody's business, and also, that it's not just in the
bailiwick of health or mental health, there are a whole
range of other sectors that have a role to play in suicide
prevention.
Q.
Can I ask you about what you call a systems-based
approach: does that just mean coordination or is it
something different?
A.
So, I think when people talk about a systems-based
approach they mean a similar thing to that national
strategies approach that I was talking about, but they mean
it at a more local level. So, there are a number of
trials, as was said this morning, that are happening around
Australia in the primary health networks trialling
systems-based approaches which again involve picking a
suite of interventions that are likely best bets and
delivering them on the ground in a coordinated way. So the
idea is that the whole is greater than the sum of the
parts.
Q.
Why is it important that a systems-based approach be
embodied at a local level?
A.
I think it's important at a local level because local
areas are different. Translating the national approach to
the local level gives local areas the opportunity to
identify their own needs and tailor the approaches to their
own needs.
Q.
What would be an example, just in the abstract, of the
types of needs that might differ from one community to the
next?
A.
So, for example, there was discussion this morning
about the difference between urban and rural areas in terms
of suicide and suicide prevention, so rural and regional
areas have poorer access to mental health services, for
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example. There are also particular professional groups
that might be more or less at risk of suicide, so some of
those sorts of things might influence how a systems-based
approach would play out on the ground.
Q.
Can I ask you something about LifeSpan which is a
particular systems-based approach, we did hear a little
about this last Friday when Professor Helen Christensen
from Black Dog was here. From your perspective, can you
tell the Commission what that involves and how it's being
implemented?
A.
So, LifeSpan is exactly that, it's a systems-based
approach. It involves a number of different interventions,
again some universal, some selective, some indicated, and
it's being delivered through primary health networks in the
various trials that are being run across Australia, so some
state-based trials and a national trial.
The Black Dog Institute worked quite tirelessly at the
beginning of the process to work out what the best bet
interventions might be to include in the LifeSpan approach,
and has also developed resources to help the PHNs with the
delivery of LifeSpan. So, Black Dog's been integral to the
whole process.
Q.
Do you know whether the PHNs actually play a
coordination role on the ground, as it were?
A.
Yes, I think they do. It probably differs a bit from
PHN to PHN, but the PHNs have a role in commissioning
services. So, the fact that they're commissioning a
variety of services gives them the opportunity to play that
coordination role and think about what the best mix of
services is.
Q.
Can I ask you about the issue of restricting access to
means, which is one of the forms of intervention of which
you are quite familiar and have done some work; is that
correct?
A.
Yes, that's right.
Q.
What is the evidence in Australia and internationally
about how effective this is as an intervention?
A.
So, it's one of the few interventions actually for
which there is really quite good evidence. So, there is
evidence that - particularly when the means of interest is
lethal and it's a common means of suicide, restricting
access to that means can have a big impact on not only
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deaths by that particular method but also on the overall
suicide rate.
Q.
Can you explain the difference between those two
things and why it is that restricting access to means can
make an impact on the overall suicide rate?
A.
Yes. So, for the reasons that I was sort of alluding
to, that if you restrict access to a common means of
suicide, that accounts for a relatively large proportion of
all suicides and you can eliminate that or reduce it, then
you can reduce the overall suicide rate.
Q.
What about substitutability or substitution of means,
meaning that if you restrict access to one means, a person
who is in suicidal crisis may go on nevertheless to find
another means?
A.
Yes.
Q.
The evidence from studies that have looked at
substitution tend to suggest that there is some
substitution, either to the same means in a different
context, or to other means, but there is an overall net
gain. So, although it doesn't solve the problem
absolutely, it certainly makes a dent in the suicide rate.
A.
I guess the reason - I'm not sure whether I'm
pre-empting a question you're about to ask me?
Q.
No, you were, but the question I was going to next, so
go ahead.
A.
The reason people think that restricting access to
means is a useful strategy is that it literally does often
stop the person in their tracks and gives them the
opportunity to think about the choice that they're about to
make, which either means that hopefully they will then
themselves seek help or alternatively it gives someone else
the opportunity to intervene and hopefully guide them to a
better course of action.
Q.
You mentioned before that effectiveness studies show
that this means of interventions is effective when the
means is lethal and where it's commonly used. Is there
also a consideration about the means being modifiable?
A.
Yes, that's right. So, there are obviously some
methods of suicide that are less amenable to restricting
access to the means than others, but there are some where
you can absolutely make a difference if you can restrict
access.
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Q.
And so, if there was to be a strategy of restricting
access to means, they would need to consider those three
features?
A.
Yes, that's right, absolutely.
Q.
Thank you. Can I ask you about your assessment of how
Victoria's suicide framework compares with global best
practice?
A.
So, I think the framework is pretty consistent with
global best practice. It certainly emphasises the suite of
interventions, and it emphasises taking the universal
selective and indicated approaches, recognising that the
universal approaches, like building resilience, are going
to have downstream benefits but they're quite upstream sort
of approaches. But also recognising that you're absolutely
always going to have to make sure that you look after
someone who's actively suicidal as well, and in particular
provide good aftercare for them if they've had contact with
mental health services. So, from that perspective it is
absolutely consistent with best practices.
Q.
What about - I didn't know whether these are Victorian
or Australian actually, but you can tell us, the guidelines
for media reporting on suicide?
A.
So, the guidelines for media repotting on suicide are
national in Australia, they're known as "Mindframe", and
they're very well regarded internationally.
The reason that people are concerned about the media
reporting of suicide is that certain types of reporting
have been shown to lead to so-called copy-cat acts. So,
for example, reporting where the method of suicide is
described in a lot of detail, or where the reporting is
particularly prominent, just by way of example.
Conversely, there are some good things that the media
can do as well, like providing Helpline information if
there is a story about suicide. So, those sorts of pieces
of advice are embodied in the Mindframe guidelines and,
although there are other similar guidelines around the
world, the folk from Everymind who rolled out the
guidelines have done a particularly good job with involving
journalists and other media professionals in developing the
guidelines and in getting them embedded in a journalism
school curriculum, and in having Codes of Practice of media
organisations, so they're very well regarded.
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Q.
The place-based trials that are currently occurring in
Victoria, you're not involved in assessing those, are you?
A.
No, not in any major capacity at all.
Q.
But as far as you know, the assessment's still going
on, so we don't know -A.
That's right, yes. So in fact it's true with all of
the trials, that they're all being evaluated, but the
evaluations are ongoing with all of them, so it's a kind of
"watch this space" time at the moment.
Q.
Can I ask you about the things that you have focused
on in answer to our question, what you think the Commission
should recommend about suicide prevention. You have
focused on universal measures which I think we've already
discussed and restricting access to means.
that:

One of the other things you say in your statement is
"Clinical mental health services need to be
able to offer consumers all possible mental
health assistance, not just individuals who
have shown signs of suicidal behaviour, and
to achieve this we need to provide optimal
conditions for staff working in the mental
health system."

Can you say a little bit more about that?
A.
Sure. So, the reason I say that is for the reason I
was talking about earlier, that mental illness is obviously
a risk factor for suicide, but although we know that it is
a risk factor for suicide and there are other risk factors
for suicide, trying to predict which individuals will make
a suicide attempt is very difficult, in fact almost
impossible. So, clinical prediction tools really are not
very useful.
So, because it's so difficult for mental health
services to predict who might be at the absolute most risk,
I feel like there's an onus on mental health services to
provide optimal mental health care to all: it's kind of the
best of the selective interventions, really.
But, in order to do that, the workforce needs to be
well equipped to do that. I think that the Victorian
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mental health workforce is extremely well intentioned but
very stretched, so I think further support to the workforce
in terms of numbers, perhaps also in terms of thinking
about how the workforce might be structured, and thinking
about including a greater peer workforce might be
beneficial things to do.
Q.
What do you say about the importance of providing
assistance to people who are discharged from a clinical
service after a suicide attempt?
A.
So again, that is regarded as a really good indicated
intervention. People who have been discharged from a
mental health service after a suicide still are often at
quite a heightened level of risk, so good follow-up care is
necessary for them; good integrated follow-up care.
Q.
Finally, you've mentioned the need to strengthen the
evidence base about what works and what doesn't. What are
the areas in which more research is and isn't needed, and
why is it needed if it is?
A.
So personally I feel like, having worked in the
suicide prevention research area for a long time, I feel
like we've done a pretty good job of all of the background
epidemiological research that describes the risk factors; I
think we basically know what the risk factors are. But
what we've struggled with is doing good intervention
research and really working out what works, and equally as
importantly what doesn't work in suicide prevention. So,
for my money, I'd be putting it into good, solid
interventions.
I guess the other thing I'd say about that is that I
realise that, in practice on the ground, it's not like we
should be doing nothing in the meantime waiting for the
best evidence to come in; obviously, we have to do the best
we can, so I think given that, there's an onus on those who
are funding and delivering services to make sure that
particularly novel interventions are being evaluated along
the way.
Q.
What makes you of the view that interventions will
contribute to the reduction in suicide?
A.
Well, I guess it comes back to what I said earlier
about a lot of the risk factors being modifiable. I think
if we can develop the ideal suite of interventions that
does target people at different points in the trajectory,
recognising that, as I said before, the trajectory is
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different for different people and suicide is very complex,
I think we just need to crack the nut of the best ways to
intervene to help people who are at that point.
Q.
Thank you, Professor Pirkis. Is there anything else
that I haven't asked you about that you want to raise with
the Commissioners?
A.
No, I think that's it, thank you.
MS NICHOLS:
questions?
CHAIR:

Chair, do the Commissioners have any

Yes, Professor Fels.

COMMISSIONER FELS:
Q.
Thank you for your excellent
evidence, Professor Pirkis. You just mention in here
impulse suicide. Could you perhaps say a little bit more
about that?
A.
Sure. So, when I was talking about the reason that
people think that restricting access to means works, and I
said that people are of the view that it stops the person
in their tracks and allows either them to choose a
different course of action or for someone else to
intervene, one of the things that some people say is, it's
particularly useful with impulsive suicides, and you can
see why that might be so.
Personally, I think that it's probably useful for more
suicides than just impulsive ones. I think that, if you
talk to people who have been through a suicidal crisis,
they will often tell you that they were very ambivalent
along the way. So, although you wouldn't describe their
suicide attempt as impulsive, there would definitely be
points at which restricting access to means might have been
helpful. So, I said it in that context in my statement.
Q.
Just in general, much has been said about suicide, and
national strategies and all these kinds of things, but the
numbers appear to have been no longer than they have been
for a long time. Now, reading your witness statement gives
me some idea of what the problems might be, but have you
got anything to say about the fact that the number has just
not gone down?
A.
Yeah. Well, I think it is to do with the fact that we
still haven't really quite cracked the nut. We've got
better and the evidence base is building, but there's still
a lot that we don't know, and I would say that there is
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still more that we don't know than we do know.
CHAIR:

Thank you, Professor McSherry.

COMMISSIONER McSHERRY:
Q.
Professor, thank you very
much for your evidence today. You mentioned in your
statement that there are global challenges and that at
least we have a national strategy and so on, but you've
also spoken about the need for international
collaborations. I'm just wondering, are there any
countries that you know of that are trialling interventions
that do seem to be quite positive?
A.
Well, I guess there are pockets, but I think that
Australia's probably doing just about as well as other
countries: everyone is struggling with it. So, the sort of
contemporary solution is to try to deliver this suite of
interventions, and so there are other countries that are
doing that as well, but I don't think anyone else has - no
other countries have demonstrably massively reduced their
suicide rate and we're going, let's look at them, let's
look at what they've done.
COMMISSIONER McSHERRY:
CHAIR:

Dr Cockram.

COMMISSIONER COCKRAM:
Q. I'm going to get to the
epidemiology of suicidal ideation and suicide, that's where
it's heading, this question. We acknowledge that the
system has been, it's stressed and we've heard that a lot
through our processes. Yet we've also heard from a lot of
community witnesses about presenting to emergency
departments with loved ones, or themselves, expressing
suicidal ideation clearly feeling at risk and in distress,
and the system has provided a relatively - or seemingly relatively brief intervention at that point.
Can you assist us with trying to understand where some
of the epidemiology might be around suicidal ideation and
suicide and is there something in there that explains that
circumstance to us?
A.
I'm not sure, really. I don't know, epidemiology can
answer that question. I think it's a very tricky question.
The rates of suicidal thinking, suicidal ideation, are much
higher than the rates of suicide attempts, and equally the
rates of suicide attempts are much higher than the rates of
suicide. I think that comes back to it being difficult to
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predict: who of those people who are thinking about suicide
are going to move onto that next step.
Q.
Would it be fair to think that there is some process
going on within the clinical system that is trying to make
that assessment based on, have they got a factual base to
base that assessment, a kind of set of risk factors that
they are thinking, this person is expressing a thought but
isn't going to and this person -A.
Yeah.
Q.
Is there a risk factor analysis between the ideation
and the attempt that is coming into play here?
A.
I can't really answer that, I can't speak on behalf of
the clinicians who are -Q.
But from an epidemiology point of view there isn't?
There's no evidence to say people with this ideation -A.
Well, you could find risk factors for people who are
thinking about suicide that might lead them to be the
people who then make a suicide attempt, but they're still
not going to be sensitive or specific enough to be able to
help you go, well, we really need to be particularly
careful about that person; there'd just be too many false
positives and false negatives.
Q.
Just one last point to try and continue to understand
this. It would seem from the epidemiology then that this
is a group where all should get the selective or indicated
intervention.
A.
Absolutely, I think so.
Q.
There shouldn't be a choice, everyone should get
something at that point?
A.
I think that's right, yes.
CHAIR:
Q.
Sorry, can I just follow up on that point,
because I did notice in your evidence earlier you said that
clinical prediction tools are not very helpful. I guess
that leads me to think about, given the evidence we've
heard at this Royal Commission to date, what does that mean
for the current triage tools that are the primary tool that
seems to be being used to differentiate who gets a
follow-up service from a CAT Team, for example, who
presents at an Emergency Department might then be referred
on for admission into a unit, who gets what type of
clinical follow-up on discharge. Am I correct in saying
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you are questioning the relevance of that?
A.
Well, I think that there's a difference between tools
that might guide the particular care that a person gets
from predictions tools that are designed to predict who is
at the absolute most heightened risk. So, I think triage
tools definitely have a role to play, but I do think it
comes down to not trying to predict in an individual case
who is at the most heightened risk but providing good care
to everyone.
Q.
Am I correct in thinking that means you have to be
cautious when someone is presenting and seeking help in a
distressed state with suicidal ideation, for example?
A.
Yes, absolutely.
Q.
A.

Because it's hard to differentiate the outcome?
Absolutely.

MS NICHOLS:
Two of my follow-up questions have been dealt
with by you, Chair. May the Professor be excused, please?
CHAIR:
Yes, thank you very much, Professor, for your
comprehensive information and your evidence today.
<THE WITNESS WITHDREW
MS BATTEN: Chair, the next witness is the subject of a
restricted publication order. I understand that you will
read out the terms of the order.
CHAIR:

Thank you.

Pursuant to the Inquiries Act 2014, the Royal
Commission has made an order that prohibits the publication
of any publication that might enable the identity of: (a)
the next witness who will be referred to as the pseudonym
Susan Trotter; (b) her son who will be referred to as the
pseudonym Rowan Trotter; or (c) any family members of Susan
or Rowan.
A copy of this order has been placed next to the door
of the hearing room. The hearing of Susan Trotter's
evidence will be limited to the people attending today's
hearing. For those watching on the live stream, this
portion of the hearing today will not be broadcast. I will
now ask that the live stream be cut.
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(Live stream cut.)
MS BATTEN:

Thank you.

I now call Susan Trotter.

<SUSAN TROTTER, sworn:
MS BATTEN:
Q.
A.
Thank you.

[12.17pm]

Thank you, Susan.

Q.
Have you, with the assistance of the Royal Commission
team, prepared a witness statement for the Commissioners?
A.
I have.
Q.
I tender that statement. [WIT.0001.0043.0001] Susan,
can you start by explaining why you're here to give
evidence today, please?
A.
I'm here to give evidence today on behalf of my son
who took his life by suicide in 2010 on Christmas Day, and
also other parents who I actually look after in a support
group so that they don't have to go through the pain and
the suffering of what becomes the aftermath of suicide.
Q.
We would like to hear your story, and can we start,
please, when your son was 5 years old; can you tell us what
was happening in his life then and what help you sought at
that point?
A.
When my son was 5 years old, I noticed that he was
very disruptive in his class and so did the teachers, so
they asked me, requested me to go to a public hospital
system and have him assessed. He was assessed with
attention deficit syndrome, and back then there was not
really any medication or systems that could support you
except various appointments and ways of trying to keep him
calm and helping him through his schooling.
Q.
And then, you were a single mum when your son was
about 9?
A.
Yes.
Q.
And so, you looked after your son and your other
daughter as best as you could?
A.
That's right.
Q.
When your son was about 10 years old, you noticed that
he was not able to read and write very well?
A.
Yes.
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Q.
Can you tell us about that point in his life then,
please?
A.
Yes. I then asked the school if I could find out if
Rowan could be assessed for any problems, and they did an
educational assessment on him and they discovered that he
had borderline intellectual disabilities. So, for that
reason, that's why he wasn't picking up to be able to read
and write, because his memory, short-term memory, wasn't
available.
Q.
And then you've said in your statement that he was
bullied a lot as a result of that from school?
A.
Yes, he was very badly bullied, even by the teachers
as well at the school. He was just too much to handle for
them to look after, so I suggested that he should go to a
special supported school. They suggested, no, that he was
not bad enough to be put into that school and they would
support him, but the supports were not there. But he was
very smart, he knew how to do his comical little acts to
keep everybody away from him to make funny jokes so that
they would understand all about him and accept him.
Q.
Then you've said, when your son was in Year 9, he just
could not cope with school any more?
A.
No, he couldn't.
Q.
What was going on at that point? You had him
assessed?
A.
I took him to the GP and the GP suggested - he wrote a
letter to take to Centrelink and the Centrelink doctors
assessed him, and said that he would not be able to work
because of his short-term memory loss and attention deficit
syndrome, and also his borderline intellectual disability,
so they put him on a disability pension.
Q.
And then you've said your son's mental health seemed
to deteriorate when he was around 17?
A.
Yes, he got very angry, he was frustrated with
himself, he felt that he wasn't getting the supports that
he needed, and he then took his first attempt of suicide.
Q.
After he'd taken his first attempt at suicide, you
went to the hospital?
A.
That's right, in a public hospital system.
Q.
Can you tell us about your experience at the hospital
at that point, please?
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A.
It was at the Emergency Department, and everybody was
trying to make him feel okay, because he had to have his
stomach pumped and I had to wait till he woke up from his
overdose, and they suggested to me that he needed to see a
psychiatrist and have medication. So, they sent me home
with a letter and it took two to three months before we
were able to see a counsellor or a psychiatrist.
Q.
A.

Why did it take two to three months?
The waiting list.

Q.
A.

After two to three months he got to see a counsellor?
Yes, he did.

Q.
Did he also have a case manager at that point?
A.
He did, he had a case manager. He also was put on
medication, antidepressants.
Q.
For his mental health journey, did he have the same
case manager all the way along?
A.
No. No, there was all different case managers because
of the workload and the support that was needed.
Q.
You said your son was referred to a psychiatrist: did
he go and see a psychiatrist?
A.
Yes, he did.
Q.
What did the psychiatrist say?
A.
That's when they said that he had personality disorder
and he also needed to be on antidepressants as well.
Q.
In between the ages of 19 and 21, you've said that
your son was pretty angry -A.
Yes.
Q.
-- with himself and he was going through a difficult
time.
A.
That's true.
Q.
What was happening at that point in time?
A.
He was very frustrated with himself, he felt that he
wasn't normal and he felt that nobody was helping him or
supporting him to what he needed. He hated taking the
medication, I know that for a fact, so he had several
suicide attempts, and it was the same situation: 24-hours,
48 hours at home he'd go after he woke up out of comas.
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Q.
24-hours or 48 hours at the hospital and then he was
sent home?
A.
Yeah, and then he was sent home in my care.
Q.
And then, did the CAT Team come and see him?
A.
Occasionally, yes: sometimes they would turn up and
sometimes they didn't.
Q.
You've said each time the hospital released your son
they told him to keep up his medication and treatment?
A.
Yes, and that was done by a GP, the medication.
Q.
When your son was around 21, he was referred to live
in a supported living arrangement?
A.
Yes.
Q.
Could you tell us about the supported living
arrangement?
A.
It was excellent. They were teaching him living
skills, how to be competent, to look after himself. I was
involved, which was excellent. They would have parents
there and we'd learn, we'd have cooking nights, et cetera,
and he was being taught how to look after his money,
because with that problem he couldn't look after his money
at all. And also, they were there 24-hours and whenever he
needed to talk to somebody, or he felt that suicidal
attempt come up, he would have somebody there to talk to.
Q.
And who's "they" that were there to talk to, were they
the counsellors?
A.
They were the counsellors and also the support workers
who live there, live in basis.
Q.
Your son was still fighting his demons during this
period, you said?
A.
Yeah, all the time, he was always fighting his demons.
Q.
Did he have any suicide attempts while he was in the
supported accommodation?
A.
No, he didn't. He used to feel that he wanted to, or
he'd talk about it but they were there for him and I was
there for him as well.
Q.
A.

And they also ensured that he took his medication?
Yes, and that was one thing that was really major.

Q.

And so, he was in there for five years, and then he
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got married and he moved out of that supported
accommodation?
A.
That's true, yes.
Q.
A.

And so, by this time he's about 26?
Yes.

Q.
You've said for two or three years your son was in a
constant cycle of issues, overdoses and recoveries?
A.
Yes.
Q.
Can you tell us about this period in your son's life?
A.
It was very distressful for me and distressful for
him. We were in and out of various hospitals, weeks on
end, waiting for him to come out of comas, with no
supports. He actually felt sometimes like he was a
criminal, that he was doing something wrong. We'd had
various family meetings. In one of the meetings I was
actually told that my son was an attention seeker and that
he would never really take his own life.
Q.
You also said that there was a constant rollercoaster
of hospital after hospital?
A.
Yes, lots of hospitals.
Q.
And then, usually when you went to a hospital, how
long was your son in the hospital for?
A.
24-hours to 48 hours.
Q.
And then, did he have one admission during this time
as well?
A.
Sorry?
Q.
Did he have one hospital admission at one point for
two weeks?
A.
Yes, he did, for a week to two weeks.
Q.
But there was just the one admission generally he was
in for 24 or 48 hours?
A.
Yeah.
Q.
A.

And released back to you?
M'hmm.

Q.
You've said that you felt like your son was being let
down because the hospitals didn't follow through after he
was released?
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A.

Yes, very badly let down.

Q.
When he was released to you, what contact did he have
from the hospitals?
A.
Not very much at all. Nothing at all. He might get a
phone call maybe once or twice, but none of that continued,
it was just continuously going to the GP or going to the
counsellor or his CAT Team or case manager.
Q.
Moving to when your son was 28. When he was about 28,
your son became a dad?
A.
Yeah, and he was the most happiest to be a dad. He
loved his son so much, and he said to me, "I promise you,
mum, now that I have him I will never try to take my life
again because I have something to live for."
Q.
And your son tried every day?
A.
He did. He tried every day, and at times he would
come to my work where I worked, which was very embarrassing
for me sometimes, but he'd come; he didn't worry about time
or anything, he'd just be there when he needed to talk, and
he would talk to me about what he was feeling and I would
sit there and talk to him and discuss things, like, "You
know that you need to be here for your son. You need to
stay around and I'm here to help you, and I'll do anything
I can in any way."
Q.
A.

Can we talk about Christmas 2010?
Yeah.

Q.
You said two days before Christmas in 2010 your son
came to your work?
A.
Yes.
Q.
A.

And he had some court papers with him?
That's right.

Q.
Can you tell the Commissioners about him coming to
your work?
A.
He came to my work and I was extremely busy, and it
was coming close to the Christmas break, and he had papers
was going to stop him
in his hands to say that
from seeing his son, all because he had found
. And he
was so distraught, he didn't know what to do, he couldn't
read it properly, he didn't understand exactly what it was
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all about. And I was so busy and I was
but it wasn't easy, so I sat there with
10 minutes and I said to him, "Look, we
this, you'll have no issues, mate, just
be okay, please."

trying to help him,
him for about
will try to fight
go home and you'll

Usually when he used to come I would give him $5 and
send him to the cafeteria and then I'd pick him up and take
him home, but I was so busy and I just couldn't think
straight, and I just said to him, "You need to go home."
Q.
You since learned what happened during that day. Can
you talk to us about what you know happened?
A.
Yeah, he then decided that he would take all his
prescriptions to each different chemist, he'd also gone to
the GP and got more prescriptions, and he took a major
overdose.
Q.
You said that his girlfriend found him and rushed him
to hospital?
A.
Yes. He didn't think anybody was coming back to the
unit, and she had forgotten something so she'd gone back in
and she found him in the shower and he was completely
nearly gone. She rang the ambulance and in the meantime I
was ringing, because we were all going away together, and I
kept ringing and then finally she answered the phone and he
was in the ambulance and he was nearly gone, they had the
paddles on him, and in a way I wished he'd gone that way
than the way he actually did.
So, he was then taken into the public hospital, into
the Emergency Department. The run-around started again. I
was assured by his girlfriend that he was okay and I should
stay where I am with my other family. Because, when you've
got somebody with those sort of issues as well, your family
really isn't really supportive sometimes with you, so I was
torn between my family and also running to him, so I didn't
run to him like I usually would because I trusted the
hospital and I trusted his girlfriend.
Q.
Did you speak to the hospital?
A.
I did, at various times. Various times I was put on
hold by different registrars and different residents, and I
was told that, you know, just to wait and see how he is
when he wakes up. And, when he finally woke up, the first
thing that he said to me was that, "I don't want to be
here. If I can't have my son, I don't want to be here. Do
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you understand?" And I just said to him, "Now, come on
mate, you can't talk like that. You're okay, you'll be
okay, we'll be okay." Then I spoke to the residents and I
said that to him, and he said to me, "Don't worry, he's
okay." Rowan told us he's okay."
Q.
Then you spoke to the hospital again on Christmas Eve?
A.
Yeah, a couple of days, yes, and Christmas Eve,
because Christmas Carols by Candlelight were playing in the
background as well, and I begged them to hold on to him
until Boxing Day, because that's when I could come and pick
him up. I begged them, "Please, hang on to him because
he's not in a good way." They told me they would.
And then Christmas morning I got a call from my son to
tell me that he had been released - no call from the
hospital, just from my son, and he told me that he wanted
to see his son and he wanted to give him Christmas presents
because he had saved it with his pension so his son could
have all these lovely Christmas presents. So, I then had
to make phone calls to his ex-wife to beg her to let him
see his son. I didn't know what he was thinking in his
mind at the time. So he ended up going and seeing his son,
and he played with him and opened the Christmas presents
and everything with him, and then he and his girlfriend
went home, were going home, and as they were on the tram because Rowan was a very strong-willed guy - as they were on the tram he said to his girlfriend, "I'm
getting off and you stay here" and he jumped off the tram.
And then he went down to the railway lines and that's where
he sat for a couple of hours.
I actually rang him at 2 in the afternoon because I
was worried about him, asking if everything's okay, and he
said to me, "Don't worry mum, I'm fine, I'm going to the
." And I said,
pictures and I'm going to go and see
"Okay mate", and he said, "Don't forget, mum: love you",
and I then I hung up. About two hours later I started to
worry, I had a horrible feeling in my stomach because I
hadn't heard from him, and the phone was continuously
engaged, and engaged, and engaged.
And I didn't know what was going on, and then I got a
call from his girlfriend telling me that they didn't know
where he was, and they'd rung the police and they thought
he might have been up at the Hurstbridge railway lines
because that's where his mate actually lived. But Rowan
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had gone somewhere where it was very familiar to him that
was very emotional to do what he needed to do, which was
connected to his ex-wife and him.
And then I got the call at 6.20 to tell me what he had
done and that he had died. That day absolutely destroyed
me and for the rest of my life now all I think of is, why,
if, but, if only. And that's why I run these support
groups, to help other parents that go through the same pain
and suffering that I feel every day of my life.
Q.
Can you tell us a little bit more about the support
groups, what are those support groups?
A.
After I lost him, I was an absolutely mess. I had
been to the Coroners because I had to view him, which was
very hard, and they gave me some brochures. I put the
brochures away because I didn't think of anything, I didn't
want to be here to tell you the truth, I felt so much guilt
and hurt inside.
So I rang Compassionate Friends three months later,
and I'd been to counsellors and everything, but I just
didn't feel that's what I needed, and the GP wanted to give
me antidepressants and I didn't want them because I knew
what they had done to him, and I knew I'd just buried my
son, why would I need antidepressants?
So I rang up and the first thing - it was a 24-hour
call line, and they said, "You could come to our first
meeting." The first time I was going to the meeting was in
Waverley, which was a long, long way from where I lived, it
was a suicide only meeting, after you lose your child.
I sat outside for about an hour to two hours because I
was so nervous of going in there, but the moment I walked
in there, and I got the cuddles and the relaxed atmosphere,
and once I started talking and listening to everybody else
who was talking and explaining how they felt, I knew I
wasn't going crazy any more; I knew that this was grief and
this was what I was dealing with.
I continued going to the groups. Once a month I'd
make my way to get there and I got to know a lot of people.
Then there was a chance of doing the course, a lifeline
course, and I did that course for eight weeks every
Saturday so I could become a support person.
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So then, I started to be a support person over at
Canterbury, that's where the main office is that helps all
us lovely people who are going through all this horrible
stuff, and they said to me - I found it was so hard to
drive there all the time so I decided we needed something
in the Western Suburbs, because parents who are going
through this don't want to travel through peak hour traffic
and be under that stress all the time; it's hard enough
trying to deal with what you're dealing with.
So, I approached the Salvation Army and I found a
centre that we could go to for free. So, I now counsel
parents who come to me after their children die of suicide.
And, when I do counsel these people, I don't just take them
into a group straight away: I take them for coffee, I talk
to them, I tell them what the groups are all about, I tell
them my story and they understand they're talking to
somebody who has lived this experience, that knows what
it's like to go through all of this.
I've been doing this for five years and I still keep
seeing parents being let down by the mental health system,
which breaks my heart.
Q.
Are there some recommendations that you wanted to say
to the Commission?
A.
I do, yes. I would like to close with a plea to the
members of the Royal Commission: please, do all you can to
prevent any parent having to deal with the enormous
aftermath of losing a child to suicide, having to deal with
the hurt, loss, guilt for the rest of our lives.
If you can somehow find a magical band-aid to fix this
broken system, like the words I would say to my son when as
a child I would fix his hurt knee with a band-aid.
Thank you.
MS BATTEN: Thank you very much, Susan.
any further questions for Susan?

CHAIR:
No, I don't think so. Thank you very much, Susan,
for coming and being so prepared to share your journey with
us and to tell us about the ongoing support that you're
providing to other families. So, thank you very much
indeed.
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MS BATTEN:
CHAIR:

May Susan please be excused?

Yes.

<THE WITNESS WITHDREW
MS BATTEN: The next witness will come at 2 o'clock, so may
we adjourn for lunch?
CHAIR:

Yes, thank you.

LUNCHEON ADJOURNMENT
UPON RESUMING AFTER LUNCH
MS BATTEN: The next witness is Mr Allen Woodward.
Mr Woodward.
<ALAN ROGER WOODWARD, affirmed and examined:

I call
[2.02pm]

MS BATTEN:
Q.
Thank you, Mr Woodward. Have you, with
the assistance of the Royal Commission's legal team,
prepared a witness statement for the Commission?
A.
I have, yes.
Q.
I tender that statement. [WIT.0001.0055.0001]
Mr Woodward, could you please start by outlining for us
your background and experience in the field of suicide
prevention?
A.
I've worked in the field of suicide prevention and
related health and human services for more than 20 years
now. In the last 15 years in particular, I have focused on
services and programs relating to suicide prevention. I
worked for 14 years for Lifeline Australia in various
executive roles, including the establishment of the
Lifeline Research Foundation.
I also have been a board director with Suicide
Prevention Australia for nine years during that period. I
currently work independently providing advice to a range of
organisations, including Suicide Prevention Australia,
Mental Health Victoria and others, and from August
this year I shall take up a part-time appointment as a
National Mental Health Commissioner.
Q.
Your evidence today is given on your own behalf, it's
not given on behalf of any organisation; is that right?
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A.
That's correct, I'm not representing any single
organisation today.
Q.
Could you tell us what are some of your key learnings
from working in the field of suicide prevention for
20 years?
A.
Yes. It's a field where there are some complications
and nuances and many twists and turns in understanding what
is really one of the most perplexing of human behaviours:
the desire and intent to end one's life.
I've learnt many things around the complexity of
suicidal behaviour and the range of strategies for suicide
prevention, but if there's one thing that's stood out to me
over the time, it's that suicide is fundamentally a story
of human tragedy and suffering.
That's perhaps the starting and the finishing point in
any understanding around suicide and its prevention: it is
about people who reach profound despair and pain and can
see no other way out of that pain other than to end their
life. It's the stories of those who experience trauma and
loss and grief through the suicidal actions of others and
sometimes their deaths.
Suicide is one of those destructive and tragic forces
within our social fabric that, as a community, we would
like to endeavour to prevent in any way possible.
Q.
Thank you. We'll return to some of those themes as we
go through your evidence. Just to clarify the parameters,
can you explain to us what you mean when you say suicide
prevention?
A.
I think there are a number of layers to suicide
prevention. First and foremost, it is about the prevention
of preventable death. And all of us working in the field
of suicide prevention are motivated, profoundly, by the
desire to prevent needless death and the belief that
suicide deaths are preventable.
Q.
Why do you hold the belief that suicide deaths are
preventable?
A.
Well, because suicide is a human experience, it drives
a behavioural response, and therefore there are things that
can be done to mitigate the factors that might lead to a
person's suicidality becoming so intense as their intention
to end their life.
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But also from, I guess, a more philosophical belief in
the value of life and the promotion of life as we would
against other forms of preventable death: we want people to
live and we want them to have participating lives.
Q.
So, preventing deaths was the first element of suicide
prevention; are there other layers that you want to
mention?
A.
Yes. Importantly, suicide is also around non-fatal
behaviour, and the experience of profound despair and pain.
Therefore, it may be manifested through attempts to end
one's life or other forms of suicide or crisis and, while
those may not result in death, they are still highly
traumatic, damaging processes for the individual concerned
and those around them.
So when we talk about suicide prevention, in my view,
we're also keen to prevent traumatic and destructive
periods of crisis.
Q.
Does that encompass the impact on other people?
A.
It does indeed, and this is another aspect of suicide
prevention. No person who is suicidal and in crisis is
without an impact on others, and a death by suicide has a
far-reaching impact on others. So, suicide prevention is
also about recognising the importance of preventing suicide
in the wider community so that families, social networks,
workplaces, sporting groups also, are not affected by
suicide.
Q.

You have stated:
"Research has shown that the impact of
suicide deaths and behaviour on others is
so profound that it would raise a public
health concern."

Can you please elaborate on what you mean there?
A.
Yes, there is emerging evidence to suggest that the
impact of one person's death by suicide can have a profound
affect on the wellbeing of others. Some of that can be
related to the trauma and related grief and loss, but also,
there is something powerful about suicide that it can have
a spin-off effect on others and those who are impacted by
one person's suicide can sometimes find themselves feeling
suicidal.
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So, in that sense, we are keenly aware of the
potential contagion factors of suicide reaching beyond
those who die by suicide and having a far-reaching effect.
We also have more knowledge nowadays as to the
quantification of that impact. We know, for example, from
meta-analysis that around 5 per cent of the population may
be impacted by others' suicide deaths in any 12 months.
So, in Australia, while there are 3,000 plus deaths by
suicide each year, there are many thousands more who are
impacted by those deaths. We also know that it impacts
across relationships, certainly family relationships, but
not only family relationships; relationships of friendship,
colleague relationships, social networks.
Q.
You've referred to "5 per cent of the population", is
that any population? Which population are you referring to
there?
A.
The research is undertaken by Karl Andreas and other
researchers as a meta-analysis focuses primarily on western
studies but across many nations. So, we might see that
study suggests 5 per cent of the population in 12 months
and quite plausibly in Australian population.
Q.
You've referred to the best way to understand suicide
is a person's desire not to live as an expression of
profound human suffering. Can you expand on why you think
that's the best way to view suicide?
A.
Well, it was insight that was gained from the 50s and
60s through some of those who were working in the field.
Most notably Ed Shniedman, Bob Lictman and Norm Favaro
through psychiatrists operating in Los Angeles who did
intensive and very important work in the area of suicide
prevention.
In working with many of their patients who had intense
suicidality and working up ways to prevent suicide, the
three psychiatrists observed the intense pain that a person
was experiencing in suicidal crisis and was a motivator to
end one's life. In fact, Ed Sniedman termed the phrase,
psych-ache as a way of explaining the depth of the pain
experienced. And in his seminal text, Suicidal Mind went
on to explain the notion of psych-ache.
As we see in other forms of human suffering, we want
to reach out on a humanitarian basis, so we do in suicide.
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The person who is in such profound pain and despair, we
need to reach out to them on a humanitarian basis.
Q.
Is that not the way suicide prevention is being done
at the moment?
A.
I think you will find that many of those who are
working in suicide prevention absolutely approach suicide
from that angle. From my own personal experience as a
volunteer on the phones with Lifeline at one stage and
through my work with that organisation, I know of the
thousands of people who have answered calls or worked in
communities and in other organisations motivated by that
desire to simply reach out compassionately to help another
human in need.
But it's not as easily the case in our policy and
institutions or our societal attitudes. We might be
mindful that it's only been a matter of 40 plus years in
Australia since suicide no longer became a crime under
State law. We reflect that there are still some attitudes
towards suicidal people, that they're attention seeking or
selfish, grossly misguided understandings, and that
sometimes suicidal people do not receive attention and
compassionate responses from health professionals and
others.
There is still something of a stigma and there's still
the mythologies surrounding suicide that exist across our
society, yes.
Q.
If this approach is taken, a more compassionate
approach, what do you see the implications of that approach
being?
A.
Well, part of the implication is that it underpins our
motivation and our belief that suicide is preventable.
Because, once we understand that the experience of feeling
profoundly suicidal or a suicidal crisis, is a person's
response to what is happening in their life and to how they
are, then we don't so much place a blame on the person or
seek for oversimplistic solutions to their despair; we
start to approach the issue in a more informed and
realistic manner, that it's a complicated human behaviour
for which a multi-factorial and consistent response is
required.
Q.
I will come back to the multi-factorial consistent
response but I want to ask you some more questions before
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we get there. Can we turn to the issue of the overlap
between suicide and mental illness. You said in your
statement:
"Over the last 5 to 10 years we have seen
changes in this discourse across both the
research community and the suicide
prevention field. There is now a broad
recognition that while mental health may be
a factor in suicidal behaviour, it is not
the only factor and it may not even be the
primary factor. Suicidal behaviour is
formed from multiple factors, rarely one
single factor."
Can you explain to us the shift in the learning from
what it was to what it is now?
A.
Yes well, 100 years ago or even 50 years ago it was
not uncommon for the prevailing view to be that the person
who dies by suicide or becomes suicidal must be profoundly
unwell, they must have mental ill-health; why otherwise
would they want to end their life?
That has to some extent been validated in research
studies using psychological autopsy methods which are
sought to examine hundreds or thousands of deaths by
suicide to see if a clinical diagnosis of mental ill-health
could be prescribed. So, for many years that was the
prevailing wisdom and a research community generally
thought that it might be upwards of 75 per cent,
80 per cent, 85 per cent, of those had died by suicide
would be clinically diagnosable with mental ill-health at
the time of death.
More recently there's been a greater understanding to
question the methodologies around psychological autopsies
perhaps not being as reliable as earlier thought, but other
data sources have also come to question that outlook. Most
notably, where we have had data on people's use of mental
health services in the 12 months prior to their death, it's
become apparent that while maybe 40 to 50 per cent of those
who died by suicide have had some contact with mental
health professional, similar proportions may have had
contact with other forms of services, social services or
the justice system, straight away suggesting that there are
other facets of things happening in their lives.
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Moreover, some of the more recent research analysis
has identified comorbidity issues particularly around
substance abuse and alcohol abuse, and also underlying
factors such as the experience of early childhood neglect
or abuse. In more recent times a greater understanding to
some of the situational factors or negative life events
that might influence a person's suicidality.
So, while we would not dismiss the place of mental
health in suicidal behaviours, we have a much better
understanding nowadays that it is a multi-factorial
behaviour of which mental ill-health may be a contributor.
Q.
Can you just clarify for us, what's a psychological
audit? What does that involve?
A.
A psychological autopsy.
Q.
Autopsy, sorry.
A.
Yes, so it's a research method that looks at the
information and data held of those who have died by
suicide.
Q.

You've also said:
"For some people mental health illness is a
significant factor in suicidal behaviour."

Can you expand on that, when is mental illness a
significant factor?
A.
Well, it can indeed be, and there are two ways of
looking at this situation: on one hand those with prevalent
disorders such as depression and anxiety may be over
represented in suicide deaths by more than double. On the
other side of the coin, it is estimated that less than
5 per cent of those with mood disorders die by suicide.
So, it's an issue, but it's not the only factor.
Q.

And so, ultimately you've said:
"We need to be careful in ascribing a
causal relationship between mental illness
and suicide."

A.
We do need to because sometimes it reflects some of
those stigma-related attitudes and it can unfortunately
lead to us, in a service and policy response, feeling that
if we just give our attention to those who are mentally
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ill, we will solve the problem of suicide. Well, suicide
is not that straightforward in the same way if we said
there was any other single factor that we wanted to ascribe
simple causality to suicide, we would be ultimately not
effectively understanding the issue.
So, yes, we need to give attention to mental health,
and at a population level it's always good to have a more
mentally healthy population that in itself will serve as a
suicide prevention measure, but we also need to understand
that there are many factors that might be behind a person's
suicide.
Q.
In terms of the mentally healthy population you've
said:
"From a public health perspective efforts
to improve the overall mental health and
wellbeing of the population will generate a
commensurate reduction in suicidal
behaviour."
Can you expand on that, and you gave the example of
the European Alliance Against Depression; can you explain
what they've done in relation to suicide prevention?
A.
Yes, certainly. I guess as a general point, a
mentally healthier population will have many benefits,
including clearly the participating lives and the enjoyment
of life and quality of life of the population, so in that
sense it's something to pursue as an end in itself.
But we also have a better understanding nowadays of
the economic and social benefits of a mentally healthy
population.
With regard to suicide, there are certain protective
factors that are generated through enhanced mental health.
Sometimes the term "resilience" is used, and perhaps that's
an angle, where a person is better equipped to roll with
what life throws at them and to make decisions or solve
problems. Sometimes the aspects of being more mentally
healthy mean that you are also going to be able to exercise
self-care and therefore attract the protective factors
yourself through lifestyle choices through what life
opportunities bring.
The European Alliance Research is an interesting one
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in point because it documented how investments in several
European studies, notably in Nuremberg which sought to
advance population level outreach and utilisation of
services to reduce depression found that there was a
commensurate reduction in suicide. In the Nuremberg study
it was in the order of a 17 per cent reduction at the time.
What it points to is that there are some service
systems and some community outreach around mental health
that can be highly beneficial. In Australia, we have
pursued some of this through initiatives to reduce the
stigma around help-seeking to do with mental health and
promotion of understandings around prevalent mental health
issues such as anxiety and depression. So, those things do
have a positive impact, absolutely.
Q.
You mentioned earlier the issue of comorbidity. Why
do we need to focus more attention on comorbidity issues?
A.
Well, it raises a better understanding of what might
be underlying suicidal crisis, but the most practical
reason for looking at comorbidity is, it drives what sort
of services and strategic responses we need.
So, for example, the issue of alcohol and substance
abuse in suicidal behaviour is one where a mix of service
provision across mental health, drug and alcohol services
and other community services is going to be fruitful, and
yet, that's one of the areas where often in our service
system with we struggle: we create demarcations or
different pathways and routes to service responses that are
not connected, and therefore, the person who is
experiencing a range of factors that are affecting their
wellbeing and their suicidality is getting a poorly
coordinated or if at times not coordinated at all service
response.
Q.

You've mentioned in your statement that:
"Providers and professionals in the mental
health system need to be skilled to deal
with suicidal behaviour and to contribute
linkages with other services and support."

Which is again what you mention with the comorbidity.
Can you expand on that and how we ensure those providers
are skilled in that way?
A.
Again, there's a couple of layers there. First and
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foremost my point is that those who are working in the
professions to do with mental health need to have a level
of basic understanding around suicide and suicidal
behaviour and be equipped with skills so they are competent
to recognise where a person is recognising suicidality and
respond effectively, and that requires large scale
universal training of health professionals.
For example, one of the training programs, there's one
known as Connecting With People which has been utilised in
South Australia and now Tasmania is an example of how a
relatively short training program can equip people to a
basic level of appropriate responses should one of their
patients or clients indicate being suicidal.
There are also some aspects around service design and
service delivery where linkages can be formed. So, for
example, the linkages between the health services and
services to do with a person's economic or social
wellbeing; the ability may be to link health services with
employment services and to have more flexible and creative
ways of creating models for people to access employment
linked to their treatments and care for mental health
issues.
There was perhaps an understanding by some that those
with mental ill-health are not able to work, and that
attitude almost takes us off the collective hook of finding
work and encouraging work for people. Well, the voice of
those with lived experience of mental health issues is
often that work is one of the great protective factors and
there's a straight economic benefit there too and it allows
a person with a high level of self-sufficiency and the
ability to make some decisions in their own lives, so I
would say that would be one example where strong linkages
and finding models of service and ways in which those areas
of employment and health can complement each other and be
effective.
But there are others: housing is another one and I've
named the issues of alcohol and substance abuse.
Q.
Can I turn to the issue of global best practice.
You've stated:
"There is one key dossier on global best
practice of the evidence the effective
.22/07/2019 (15)

1918

1493

A R WOODWARD (Ms Batten)

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

2019 public hearings

suicide prevention and that's the WHO 2014
Report Preventing suicide: A global
imperative."
First of all, why is that the one key dossier, why are
you pointing to that particular document?
A.
Yes, I think it's one the key documents because it
brings together the collective research and expert
knowledge from around the world in the field of suicide
prevention in one document. So, I often have said to
people, "if there if there's a one thing you're going to
read, that's a good one to read".
It's also relatively current, it was released in 2014,
and it includes many of the current directions in suicide
prevention.
The other reason I think it's so important is, it
translates the evidence from the research community along
with the expert knowledge and that of people with lived
experience into quite specific recommendations around
national strategies for suicide prevention and the elements
that should be contained in those strategies, and the
design of sound public policy and program development in
suicide prevention, so it's a very helpful document indeed.
Q.
What are the key recommendations from that document?
A.
The key recommendations are, firstly, that suicide
requires a multi-factorial strategic response, and it
outlines the case for that and puts forward the
architecture for effective national suicide prevention
strategies.
The other I guess recommendation of note in that
report is that it recommends that nations take up sustained
effort in a coordinated fashion for suicide prevention. In
other words, there is no single solution, there is no
simple way to reduce suicide; it requires diligent,
consistent and concerted effort over time, and the report
lays out where the efforts should be going.
Q.
The Fifth National Mental Health and Suicide
Prevention Plan, the Australian document, is based on that
WHO model; is that's right?
A.
Yes, they've recognised the WHO report. Indeed,
Australia is a member nation of the World Health
Organisation, so we have both contributed to that report
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and we are responsive to that report.
Q.
And then also, the Victorian Suicide Prevention
Framework is also informed by the WHO report; is that
right?
A.
It is, in perhaps a less than direct way, in that it
has been the case for more than 20 years in Australia but
the national suicide prevention frameworks have been
mirrored by state and territory governments. So, that
generally relates to what are called the national mental
health plans and in the last iteration is now the National
Mental Health and Suicide Prevention Plan.
Q.
At the Victorian level, are there any elements from
the WHO report which warrant more attention in Victoria?
A.
At the strategic level, no; the Victorian Suicide
Prevention Framework does refer to the key elements that
are within the WHO framework. Where the issue lies in
Victoria in my view is more around its translation into
policies and programs and services where there could be
shifts in emphasis, yes.
Q.
Can you give an example of that of where you see that
there's potential for a shift in emphasis?
A.
Yes, the one that I would give as an example is in the
area of crisis response and aftercare. I should hasten to
say that Victoria is not greatly different to other States
and Territories in Australia, and that nationally this is
an area that we have not invested and undertaken as much
efforts in the past as we could have.
By crisis response and aftercare, I'm referring
directly to how we identify and respond to people in
suicide or in crisis, and ensure that there is a follow up
support and the offer of services and programs to assist
recovery beyond the crisis. Most practically, that can
occur through things such as hospitals where people who are
in suicidal crisis may appear, but it also might strengthen
linkages with services such as help lines to which a
proportion of people in crisis will go, and also linkages
into community supports where people may be visible in
crisis. There needs to be more investment in the response
at the time of crisis and the progression into aftercare
and recovery programs.
Q.
You also identified another area for improvement is a
properly structured, resourced and planned regional
.22/07/2019 (15)
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approach to suicide prevention. Can you explain what
exists now and what is needed to get that more structured
consistent regional approach?
A.
Yes. Drawing back to the WHO report for a moment, one
of the things that was found there is that there are indeed
geographic differences in suicidal behaviour and suicide
rates around the world. Within Australia, as a large
country with a population spread across a sizeable land
mass, there are has notable differences in geographic or
regional factors surrounding suicide and suicidal
behaviour. Those factors may differ along the lines of the
demography of the population, including ages, the economic
base of the regions, and social factors including the
social capital of regions.
So, it is a national priority under the Fifth Plan for
there to be regional approaches to suicide prevention, and
in Australia the recent national reforms to establish
primary health networks with the mandated role in suicide
prevention has strengthened that.
For Victoria, as with other states, there is the
opportunity to build and strengthen regional approaches to
suicide prevention so that regional plans are responsive to
regional factors, and also, so that service networks and
program activity is strengthening regional strengths but
also addressing where there may be issues within regions.
So, this is an area that I believe Victoria can and
should do more in. I would use the example of South
Australia, where there has been a state-led investment in
regional suicide prevention networks being created which
are required to be supported by the regional health
agencies and also mandated to include local government as
well as community representatives and community services.
That model in South Australia is providing them with
infrastructure that they can invest dollars into for
education, training, service development, better
coordination, effectively building the capacity for suicide
prevention across the state through those regional
networks. Victoria could do likewise, I believe.
Q.
That doesn't exist in Victoria at present?
A.
It doesn't exist on a comprehensive basis. Victoria
presently is showing leadership and responsiveness to the
issue of suicide prevention through the so-called HOPE
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Trials which were addressing the crisis response and
aftercare, and the so-called place-based trials which are
recognising the importance of regional approaches.
My observation, however, is that, while you're in a
trial period and there may be things learnt from that,
there is a need for there to be a policy, funding and
program commitment to the implementation of those models
after the trial period ends so that they become business as
usual across the whole state of Victoria, not just trials
that happen in particular areas.
Q.
So, do we not have that policy funding and evaluation
for those trials as far as you're aware?
A.
I think that's more a question really for those in
government and the relevant agencies to be answering, but I
certainly would make the observation that it is an
important step to be taking in the future for improved
suicide prevention in Victoria to address those two areas
which are currently under trial.
Q.
In terms of people who are at risk of suicide, are you
able to identify any particular cohorts who are at
increased risk of suicide?
A.
Yes, there are various ways we can identify those who
have a greater vulnerability on the basis of statistics.
Australia is quite fortunate to have data relating to the
profiles of those who die by suicide. Victoria is, in
particular, very fortunate to have the Victorian Suicide
Register through the Coroners Court system here; there's a
very significant database that can provide those insights.
But, broadly speaking, we do know for example that men
represent three out of four deaths by suicide in Australia,
so there is a gender-based issue around suicide deaths in
Australia as there are in most western countries.
We also know that indigenous people are represented at
twice the rate nationally in suicides, and some indigenous
communities have some of the highest suicide rates in the
world.
There are other groups in our population that are
vulnerable, LGBTI groups, people living in farming and
farming communities, certain occupational groups such as
construction workers. So, the data is there for us to use
and it does help us inform where, on a prioritisation
.22/07/2019 (15)
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basis, we might want to put effort.
It also highlights to us that there are differences
across populations and sub-populations, occupational
groups, social groups in our community, so there is not a
one size fits all program or service response in suicide
prevention. We must make efforts to reach out to people in
their differences, knowing that some of those differences
may in fact be some of the factors that we need to give
attention to for suicide prevention.
Q.
Given we have all this knowledge at this point, and
the data and the suicide prevention and the Suicide
Register, why is it that Victoria has not been able to
reduce the suicide rate?
A.
Well, I think it is worth making the point at first
that Victoria has had a lower than national suicide rate
for the last 10 years, and in the last reporting year of
2017 was the only state in Australia that saw a reduction
in the numbers of deaths by suicide. So, I would want to
put that out firstly just to say, it's not as though
nothing's working; there are some things clearly that are
working in Victoria around suicide prevention.
It's also the case that across Australia and many
other western developed countries, such as Rotorua in
New Zealand, Canada, the USA, there have not been marked
reductions in suicide rates over the last decade. In
Australia the suicide rate has increased slightly in
recent years, which is of great concern.
There is no single reason for this, and it's highly
perplexing for Australia, which as a country by and large
has had a very stable and productive economy, we have had
no internal wars or internal social unrest, and we have not
had impacts on our population which other countries in the
world have, we've been a fortunate country in many
respects. So, there's nothing clearly that stands out to
say why the suicide rate may have stayed the same or
increased slightly.
To me, it's more about the execution of our strategies
in a coordinated and deliberate way and ensuring that all
elements of the strategies are highly performing in the way
they should. So, to me it's more a question of management
and implementation of the knowledge that we have, than it
is about any particular factor or knowledge gap.
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Q.
With the strategies that we are using, are they being
monitored and evaluated to ensure they're operating as they
should? What do you mean by that?
A.
Well, again, coming back to the WHO framework with the
11 components for an effective strategy, there are some
things in Australia that we've done very well. For
example, our media reporting around suicide has been
significantly moderated over the last 10 or 15 years with
the influence of the Mindframe program, so our media
reporting around suicide incidents and suicide generally is
safe and appropriate. Now, that is a real strength and
that is undoubtedly contributing towards reduced suicidal
behaviour and deaths.
But in other areas, such as the crisis response and
aftercare, we have done less and some of that will require
reforms to our service systems and will require longer term
funding commitments to programs and services and continued
action so that they're not just isolated services in some
areas and not in others
As I said, I think it's more a question of us having
the comprehensive approach well executed across programs in
a coordinated way with the level of resources required and
the consistent effort required.
Q.
Is it possible to evaluate the effectiveness of those
kind of programs within the systematic model?
A.
I believe it is, but I think it's something that we
still need to work on. We do tend to draw judgments around
the effectiveness of our suicide prevention programs and
services based on very high level measures of the number of
deaths by suicide or the prevailing suicide rate. And yet,
one of the things that we know about a complicated human
behaviour such as suicide is that, most likely no single
service or program is going to make a huge impact on the
national suicide rate. The difference to the suicide rate
nationally will be made through a multitude of programs and
services working strongly together against a solid
strategic framework.
What I think we may need to do in the future is put
more effort into identifying the measures of those
individual programs and services so that they can be
examined for performance and accountability on what they
can reasonably contribute.
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If I can give you the example the Mindframe program
and the media coverage. That program can be assessed for
its effectiveness and performance in light of how media
coverage occurs in Australia, the knowledge base of
journalists and those working in the media around suicide
and suicide prevention; those are measures that we can
attribute to that program. We would not want to say that
the Mindframe program is solely responsible for the
national suicide rate, but we can say that it is a program
should be accountable for influencing the quality and
safety of media reporting on suicide.
Q.
Still on this issue of measures to work out what's
effective, do the measures exist for other programs? So,
for crisis response and aftercare, do those measures
already exist or do they need to be developed with the
appropriate programs being developed?
A.
To some extent they exist but more can be done in that
regard. So, some programs have established measures that
are workable and can be reported against, and for many
others there's not. There was an evaluation of the
National Suicide Prevention Strategy done several years ago
and one of the findings from that evaluation was that,
while dozens of projects or services had been supported
through the National Suicide Prevention Program, most of
the evaluation data was activity based: how many people
through the service, how many activities occurring within
the service and very little in the way of effectiveness
evaluation.
Q.
Still on this issue of how suicide prevention should
be measured, your view is that the suicide rate is not the
single appropriate measure; is that correct?
A.
It should not be the only measure. It's one, and it's
a useful one, but it's not the only measure. I think that
there are a couple of ways of looking at this issue. If I
maybe preface my comments by saying, I've worked in
evaluation for many years and, one thing that marks better
evaluation is where a variety of data sources are drawn on
informing the evaluation conclusions. Suicide is such a
complicated area of activity to evaluate suicide
prevention, we need to look at more than one set of data.
If I could highlight one data source which is more
approaching the question of suicide prevention from the
population's perspective, and that is to look at measuring
.22/07/2019 (15)
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and monitoring a national or statewide levels of underlying
suicidality and suicidal behaviours. That was last
reported nationally in 2007 through the ABS National Mental
Health and Wellbeing Survey and provided useful insights
into the underlying proportion of Australian population
that expressed that they had in the last 12 months
experienced suicidal ideation; the proportion that had
taken suicidal action, such as an attempt on their life,
and that was the last time that survey was undertaken.
That, to me, is an example of important data to be
monitoring because our efforts for suicide prevention
should be seen in shifts around the underlying population
levels of suicidality and suicidal behaviour.
Q.
In relation to the limitations on the data that are
currently available, the ABS survey is obviously one
example that was conducted a while ago now. Are there
other limitations on the data that's available that are
hampering effective suicide prevention measures?
A.
Yes, there are other areas that we could make
improvements, notably through the hospital and health
systems. So a proportion of people in suicidal crisis and
those who attempt to end their life will become visible to
the hospital and health systems, possibly through their
presentation at Accident & Emergency because of the injury
or their health issue; possibly through other areas of the
health system.
But we do not have in Australia a consistent way of
identifying and reporting, or coding, for suicide
presentations. We use a definition around intention of
self-harm which may or may not include suicidal behaviour
and intent, and we have no consistent way of reporting on
that and viewing that, aside from highly retrospective
reports done by the Australian Institute of Health and
Welfare.
Q.
Are there any impediments to developing a consistent
model of trying to obtain that data?
A.
Well, it requires a system reform and it requires
resources, so in view of other things where you want to
collect data and to do it consistently and usefully, it
requires people to have the system to do that, to be
trained and required to do that and to be accountable for
it and for the data to be reported.
Q.

But, do we have the knowledge at this point in time to
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input into that system reform, or is there still a
knowledge gap?
A.
There'd be a bit of developmental work to obtain
consensus around the coding and the definitions, but I
think we have the knowledge that would allow us to do that,
yes.
Q.
Finally, Mr Woodward, are there any initiatives or
ideas that you think could be implemented especially in
relation to the concept of distress and human suffering
that are not already being implemented in the field of
suicide prevention?
A.
Well, I think one of the things that is so important
is to understand the value of connection and compassion in
suicide prevention. So, we can look at, I guess, the more
technical aspects and the service responses, including
clinical treatments and a whole range of things, but there
is a real need for services and community responses to
encourage connection between people so that no-one is left
feeling alone in their suicidal crisis and to encourage a
compassionate response to understand the suicidal crisis as
a story of human suffering.
Now, some of that can come through the formal service
system, and we would hope that health professionals, social
workers, mental health nurses, people from related
services, government officers, would be equipped to provide
that level of basic compassionate response and
understanding, or at least not create problems for the
suicidal person and their carers.
But there's also a need for our response in suicide
prevention to see better linkages between what I'd call the
community support system with the service support system.
Back to the statistic I mentioned, maybe half of those
who have a suicidal crisis present to the health and
hospital system. Half do not. Research that was
undertaken a couple of years ago now, known as the Care
After Suicide Attempt Report through the Black Dog
Institute, the report provided to the National Mental
Health Commission, a survey research involving more than a
hundred people who have survived a suicide attempt, asking
them what was their experience of service responses, where
did they go and what did they need. One of the most
frequent dissatisfaction they had with service responses
was the failure of the service responses to address their
.22/07/2019 (15)
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emotional support needs.
Now, at one level we should be pleased that our health
services are able to respond to people's clinical and
medical needs very well in this country - we're fortunate.
But in suicide prevention we also need to ensure that there
are community supports and services that address the
emotional support needs.
We fully recognise that the emergency nurse in the A
and E is probably not able to do much of that, so the
linking into the community support services is so important
as part of the reform of the service system.
And more widely across the mental health system, the
personal and emotional support needs for people struggling
with mental ill-health is often identified by those with
lived experience as one of the key gaps in the system.
So, in my view, one of the critical reforms is to
strengthen the linkages so that the person who's appearing
before hospital is able to have a pathway created also for
a non-formal, non-professional services support.
MS BATTEN: Thank you, Mr Woodward.
questions of Mr Woodward?

COMMISSIONER FELS:
Q.
Thank you for your very excellent
evidence. Do you see any value or otherwise in setting
goals for reducing suicide? There is of course a fair bit
of talk about halving it and reducing it to zero and so on.
A.
No, I don't. I think an aspiration to prevent suicide
in itself is sufficient because, as I mentioned at the
start of my evidence, none of us want to see preventable
deaths occur. We are all motivated to value each and every
one's life, but I'm not in favour of setting targets or
goals for suicide prevention for a couple of reasons.
The first one is probably a technical reason: is, I
just have not seen a methodology that can reliably create
an estimate that you could work to, and in management
theory there's no point setting goals that can't be
substantiated.
Now, the WHO report indicated loosely a 10 per cent
goal for all member nations, but that's not scientifically
formed, that's an aspiration that they set. Others have
.22/07/2019 (15)
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sometimes come up with 20 per cent or 50 per cent, but
there is no methodology sitting behind it, so from a
technical point of view I'd question the value of trying to
set a target where there's no methodology that can sit
behind it.
The other reason I'm not keen on setting targets or
goals in suicide prevention is more around the messaging.
And, I understand the motivation of setting targets in
human achievement, and in many areas of human achievement
that's a good thing to do, but to set a target of say
50 per cent in suicide prevention possibly carries with it
the unintended message that 50 per cent of those deaths
don't matter. And it doesn't say much for the person in
suicide crisis who hasn't died or their carers and family
members. It becomes too mechanistic in an area that is
profoundly requiring a humanitarian response.
Q.
Secondly, you just mentioned in passing the data
suggests Victoria has a lower rate than other states. Are
there possible demographic explanations such as smaller
Aboriginal population, maybe fewer people in the farm
sector and things like that that could explain why Victoria
has better results?
A.
Quite possibly all of those things may be contributors
to that. Interestingly, the states and territories that
have the highest suicide rates in Australia: Northern
Territory, yes, has a high indigenous population
proportionately; it also has some issues around alcohol
abuse and not only in indigenous populations.
Queensland, which has had increases in its suicide
rate, notably has a very high proportion of people dying by
suicide in rural and remote areas, and some particular
issues affecting farming communities.
Western Australia, which has had some increase in its
suicide rates in recent times: the commentary is that
perhaps that was related to some economic shifts in the
volatility of some industry.
You know, I think there are always plausible comments
that can be made. I would still go back to the base
comment I've made, and that is that suicide is a
complicated phenomena and it will be a complex mix of
factors that's occurring, so I'm a little careful about
making any broad statements around Victoria or other states
.22/07/2019 (15)
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other than to say, we know there are some geopopulation
variances and some issues that each area of the country
needs to address.
Q.
So, just on that very subjective general statement,
you've given us a picture of the complexity of it, the
nuances of what's been done and what might be done and so
on. I just wonder if a more general conclusion isn't
really available anyway, which is that, at the end of the
day we've not given it sufficient priority and that's why
we have this frustrating failure of the suicide rate to
decline, that in the bottom line, is that, had we given it
higher priority, we could have had a lower suicide rate?
A.
Well, I think, yes, giving more priority is part of it
because priority in public policy terms is often reflected
in budgets, attention and reporting, all of which are
things that I would say are necessary.
I think, coming back to my statement earlier, however,
that I see it more as a matter of implementation and
management. I think there is a shift occurring where
suicide prevention in Australia is being seen increasingly
as a priority and that's to be welcomed. It reflects the
reality that the wider community knows that suicide is an
issue in our social fabric and it's affecting many people.
I think we have got very good knowledge and we have
far better, frankly than we've had for many previous
decades, understandings of the theories and frameworks for
effective suicide prevention, so to me mind it's more about
how we coordinate and implement and manage across a
multi-factorial strategy that will require linkages across
different portfolio areas in governments, will require
budget commitments that go beyond a three year cycle, and
will require some skill and capability and redesign efforts
in service provision.
COMMISSIONER FELS:

CHAIR:
Q. I have two other issues I'd like to clarify,
the first of them relates to that issue of
whole-of-government really, what you're talking about
generally, a suicide prevention strategy requires a
commitment to a whole-of-government response multi-agency
but also with the added dimension of a high level of
community engagement. Is that correct from what you were
saying about lived experience et cetera?
.22/07/2019 (15)
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Very much.

Q.
Have you seen examples where that is working, in terms
where you genuinely get that commitment to a
whole-of-government, multi-agency community response?
A.
Well, yes, I think we've done it in other areas in
Australia. The example that I would use would be around
road safety and the reduction of road accident deaths.
Which, you know, I grew up in the 1970s when seatbelt
wearing was optional, and the cars went very fast and
didn't stop very well and the roads weren't always very
good. As a nation we have come together, we've created a
National Road Safety Strategy that is then implemented
through the various tiers of government, from State
Government through to local government. We've got
investments in research and technical knowledge on road
safety, improvements in car design and road design. We
have strategic priority setting around black spot road
remediation works, we have community-based education, we're
starting from primary school age through, we engage the
community in the quest for road safety. We have driver
education, we have all these things occur, and low and
behold we've reduced the death numbers in the road accident
area by more than a half.
You know, we can do it and Australia can do these
things very well, so in that sense I find myself agreeing
with Commissioner Fels, that there is a measure of simply
putting the priority and focus to the task, but there are
some techniques that I would describe as good public sector
management and good engagement with the community, because
it's not all about government. You know, the government
can't do everything.
Q.
Thank you. One other issue I just want to touch on in
your submission you said, when you were talking about what
the trends had been in relation to suicide, there was an
increase in suicidal behaviour in young women across the
nation, and you referenced an Orygen study that had
reported on that. Can you just elaborate further for us
about what might that have illustrated, or requiring
further attention?
A.
Yes, well, the Orygen report is noted where we have
had data around presentations on self-harm through the
hospital and health systems that there have been an
increase in activity through predominantly young women.
Now, I don't think we fully understand what that is about
.22/07/2019 (15)
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and why. Perhaps those who are working closer to the
frontline on that would have some insights.
But to me it's an example of where we are monitoring
the data on a much tighter timeframe we might be able to
make program and service responses, including community
responses, for suicide prevention.
CHAIR:

Thank you.

MS BATTEN:

Thank you.

May Mr Woodward please be excused?

CHAIR:
Yes, thank you very much for your comprehensive
and very informative overview, Mr Woodward. Thank you.
<THE WITNESS WITHDREW
MS BATTEN: Thank you. There are no further witnesses for
today, may we adjourn till tomorrow?
CHAIR:

Yes, thank you.

AT 3.05PM THE COMMISSION WAS ADJOURNED TO
TUESDAY, 23 JULY 2019 AT 10.00AM

.22/07/2019 (15)
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MS NICHOLS:
Good morning, Commissioners. You'll hear
from six witnesses today. Katerina Kouselas is a community
witness. She will share her story of how the mental health
system failed her husband, Bill.
John McLaren is Community Manager at
Mental Health. He will describe the work
team in particular in relation to HOPE, a
specialises in dealing with consumers who
suicidal attempts.

St Vincent's Area
undertaken by his
program which
present with

Ms Anne Lyon is Executive Director of the Mental
Health and Alcohol and Other Drugs at Eastern Melbourne
Primary Health Network. That network has two place-based
suicide prevention trials at Whittlesea and Maroondah.
Ms Lyon will give evidence about what those trials have
involved to date and how they're being used to inform
suicide prevention strategies.
Ms Louise Flynn is the Manager of Support After
Suicide. She'll explain what that program entails and what
it means to be bereaved by suicide and how that experience
is different from other forms of bereavement.
Associate Professor Peter Burnett is Director of
Clinical Governance at NorthWestern Mental Health. He will
give evidence about how the risk of suicide is assessed and
the limitations of the assessment tools. He is also a
member of the Mortality Benchmarking Group which collects
data on reportable deaths. Associate Professor Burnett
will explain the role of this group and how data is used.
Bruce Crossett is the Acting CEO of the Transport
Accident Commission. He will discuss TAC's Towards Zero
strategy for road safety. That's a long-term systematic
approach to reducing the road toll that's been implemented
now in Victoria for some time. It's a multi-agency
approach which involves many aspects of government
agencies.
Now, of course, not all elements of that strategy will
apply directly to suicide prevention, nor could they, but
we are calling evidence from Mr Crossett because we want to
understand the relevance and importance of a systems-wide
approach that takes a long-term vision.
I'll mention once again that the evidence today may be
.23/07/2019 (16)
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confronting and I'll repeat the remarks I made yesterday
which reflect the comments made by the Chair: that the
Commission appreciates the courage of people who are here
today to tell their stories and also being here to listen
to the evidence, and understands the pain of those who have
lost loved ones.
There are supports, please use them. There are
counsellors here today at the Town Hall. Lifeline is
available on 13 11 14; Beyond Blue on 1300 224 636.
Ms Batten will call the first witness.
MS BATTEN: Thank you, Commissioners.
Katerina Kouselas. I call Katerina.

<KATERINA KOUSELAS, sworn and examined:

[10.05am]

MS BATTEN:
Q.
Thank you, Katerina. Have you, with the
assistance of the Royal Commission's legal team, made a
witness statement to the Commission?
A.
Yes, that's correct.
Q.
I tender that statement. [WIT.0001.0051.0001]
Katerina, can you please tell the Commission your story?
A.
Thank you. I want to skip to the end. My husband
Bill - sorry - passed away on 22 January 2016. He ended
his life. I believe the mental health system failed him,
and it might be failing lots of other people we do not know
about. Excuse me for a second.
I met Bill when I was 18. We were so much in love.
We got married when I was 21 and he was all I ever wanted
in my life. Bill had depression for nine to 10 years prior
to his death, but we had no experience of the mental health
system until six months before he died.
He lost his job in the middle of 2015 and that started
it all. I thought it was a good thing because he didn't
enjoy his work. He took it deep and bad and couldn't come
out of it. He was the breadwinner and it was a big shock
to him. He lost his job and then Bill was home alone every
day for six months.
Bill couldn't get into my local GP because there were
too many patients and she couldn't take anyone else on.
Bill had made appointments with a mental health triage
centre and called Beyond Blue regularly. I would arrive
.23/07/2019 (16)
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home from work and there would be people in my living room
talking to Bill. I think he called them because he didn't
want to burden me.
The GP sent him to a private psychiatrist, but they
were a waste of money, no-one helped. Bill spent
five months in the adult PARC Centre. They were amazing,
they really included me. Speaking to the spouse is an
important thing, because I have been there for everything
and knew what Bill was going through and could describe to
them what he was feeling. It was also important for me to
understand what they were doing to Bill.
I was at the PARC Centre every day, I didn't leave
Bill's side. Sometimes I wondered why I just didn't leave
him at the PARC Centre for a lot longer. About a day after
he left the PARC Centre he started deteriorating. He was
very anxious, he was paranoid, it was like he was having a
panic attack that he couldn't stop. He was also doing a
hell of a lot of sleeping, but then, when he would wake up,
it was in a panic.
He had been prescribed Valium which calmed him down,
but then he would sleep even more and wake up the same or
even worse. In all our years of marriage, I'd never seen
him like that.
I wanted to take him back to the PARC Centre but they
told me that once someone has been released, you cannot go
back to the bottom - you have to go back to the bottom of
the waiting list. I don't know how long the wait would
have been, but they said it wasn't very good. So, because
he'd already been through all the process, the CAT Team,
the PARC stay, they said it would be at least a couple of
weeks and he would be at the bottom of the list.
So, I took him to Emergency. We had to go through
Emergency, which is something that concerns me. People who
are suffering mental issues should not be waiting in
emergency with all the people that have got broken legs,
have got a cold, it should be in a specialised area. Bill
was very paranoid and there were lots of people in
Emergency that just kept looking at him and making it worse
for him.
The finale was the psych ward; Bill was put in there
through the Emergency with people who were a lot worse than
.23/07/2019 (16)
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him; people with more extreme illnesses, some who might be
really unpredictable. You don't always know what they're
gonna do, which is really hard for someone who is really
very anxious. Bill was out of his mind, he was just
depressed; they just put all of them together in the same
group.
I took Bill to the Emergency - sorry, I'm going back
to that again - and I told them that he was unwell. He was
admitted through to the psych ward. I then got a call two
days later to say that Bill was agitated and he wanted to
leave. I told them I didn't want him to come home if he
was unwell. Of course, I wanted him home, I loved him, he
was my soul mate, but I didn't want him home if he was not
well enough to be home.
They said, "Katerina, Bill doesn't look suicidal. We
have given him psychosis medication and he is ready to go
home", on that day. I thought that was strange, he'd never
had that medication before but I trusted that they knew
what they were talking about. All they gave him was an
appointment for two days later.
I was there when they discharged him, they asked Bill
four questions: he gave them one word answers and then they
sent him home. All they gave him was an appointment. He
came home and seemed on top of the world and I thought this
medication is amazing, but that Friday he took his own
life.
I'm 100 per cent sure that, whatever the drug was they
gave him, it changed my husband. He'd been home alone for
six months and not done anything - and then after a couple
of days Bill took his own life - of being given that
medication.
I do not understand why you would not have procedures
in place to monitor someone, when you put them on new
medication. You do not know how people are going to react
after a couple of days, and you should keep them there and
monitor them, like they do for every other medication.
I did not think about that at the time. I would never
have left him alone if I thought he was suicidal. The
experts said he was fine with the drug.
I still wanted to know what happened, so I asked the
.23/07/2019 (16)
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Coroner to look into Bill's death. I have not received the
report yet, but I hope it gives me some answers. We had
been married for 32 years when Bill passed away. I will
never come to terms with that. We were together since we
were 18, we have a beautiful daughter, Natalie, and it took
my life away and my heart and it will never be okay.
No-one understands it unless you have lost someone to
suicide. It's very isolating, it's not like you're losing
a loved one to something else, it's like you have a big
sign on your back saying, people don't know what to say to
you, so what they do is they avoid you at all costs.
My daughter and my son-in-law and my friends have been
amazing together, but some people don't know what to say,
they avoid you. Now I talk about Bill as much as I can and
I try to make people aware of his suicide - it's my
passion.
I'm hoping that with all the information that is put
in, and some procedures, it might save someone else. I
want people to know what it's all about and hopefully how
to prevent all of this. I do not know what else I can do
to talk for Bill, but his death has to make it matter now.
Thank you.
Q.
Thank you very much, Katerina. In your statement you
mention a couple of things about the system that you would
like to change. Would you like to talk about any of those?
A.
Yeah, I just feel that, if you're admitting someone
into a new ward, or a psych ward, and you are giving him
new medication that they've never ever had before, they
should be monitoring him. It's like anything, when they
give you something in the hospital, they say, look, we'll
just wait 24 hours, 48 hours and we'll see how you go with
that: I just feel like that was the biggest let down.
Q.
You've also said that family and carers should be
given information?
A.
Definitely.
Q.
In your view, it's important for them to be involved?
A.
Definitely, yeah, correct. The PARC Centre was pretty
good, but a lot of the other places, they just don't give
you a lot of information, and they talk to the person
that's suffering the illness, which is great, but a lot of
times they don't know how to react, what to say, so we need
.23/07/2019 (16)
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to be involved with all of that. We need to know, because
we're with them 24/7, we know how they're feeling, and if
they're slightly fibbing or, you know, just to make it look
good for everyone else, so I think we need to be a part of
that definitely.
Q.
Is there anything else that you wanted to say today?
A.
I just wanted to say, I hope this can make a
difference for a lot of people out there which we could
save. It didn't save my husband and Natalie's dad, so we
have to endure this for the rest of our life, but let's
hope that we can make a change. So, thank you.
MS BATTEN: Thank you very much, Katerina.
there any further questions for Katerina?

CHAIR:
Q.
There's just one. Thank you very much
Katerina for coming and being prepared to share that with
us, and we appreciate how important it is for you to do so.
You've talked about an issue that we've heard a lot
about in this Royal Commission which is when people are
admitted into an acute inpatient unit such as occurred with
Bill and being there for two days; you've explained a bit
about not wanting to take him home if he wasn't unwell.
Could you just reflect further in terms of, what was the
hospital saying to you about why they felt it was okay for
him to be discharged after two days?
A.
Because he was agitated on that day. He'd been
agitated the whole time he was there, so that's why they
gave him the psychosis medication on the day that he was
let home. But they kept saying to me, "Look, Bill wants to
go home", and I said, "Well, Bill can't go home, it's not
up to Bill." He has to be not 100 per cent, because I know
he wouldn't have been 100 per cent leaving the psych ward,
but he has to be a lot better than what he is at the moment
before I'm happy to take him home. You're the experts, you
need to tell me.
So, when they told me that the medication they had
given him was - they tried to compare it to someone who had
schizophrenia. So, they said, we normally administer 600
milligrams of this medication, we've only given Bill 25.
And I said, "Oh well, he's never had this before", but I
could see my husband, he was just still on edge, you know.
The whole time they interviewed us to let Bill go
.23/07/2019 (16)
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home, I was there, but he was only giving them one word
answers; there was nothing elaborate, you could tell he was
hiding a lot just to get out of there. And I kept saying
to them through the whole time, the whole time we were
being interviewed there, "He just doesn't look right to me.
I need you" - I actually even said, "Maybe it's better if
he stays here and we have - maybe you can start shock
treatments as well." That's one of the things I had
mentioned at the PARC Centre as well. They said, "Oh,
there's a procedure for all of that", and I said, "Well,
start the procedure. I'm happy to leave Bill here and do
whatever you have to do, but I will be here every day."
So, they just ignored me. It was like, no, he's quite
capable of going home, and then that was the two days later
when he had the appointment which he never even made, I
think he cancelled it, and no-one told me.
And that was the other thing too: so, after the
appointment that he had, he cancelled it. No-one called
his wife to tell me that he'd cancelled this appointment.
Maybe then we could have acted on that as well, so there
was a lot of gaps there.
CHAIR:

Thank you.

Thank you very much.

MS BATTEN: Thank you.
CHAIR:

May Katerina please be excused?

Yes, thank you for coming today.

<THE WITNESS WITHDREW
MS NICHOLS:
now.

The next witness is John McLaren, I call him

<JOHN WILLIAM MCLAREN, affirmed and examined:

[10.22am]

MS NICHOLS:
Q.
Mr McLaren, are you the Community
Manager at St Vincent's Area Mental Health?
A.
Yes, I am.
Q.
A.

Are you also a registered nurse?
I am.

Q.
A.

Have you worked in mental health for over 30 years?
Yes, I have.

Q.

Have you prepared a witness statement which deals with
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the HOPE program at St Vincent's?
A.
I have.
Q.
I tender the statement. [WIT.0002.0007.0001]
Mr McLaren, can you please tell the Commissioners just a
little bit by way of background what services are provided
at St Vincent's Area Mental Health?
A.
The first part of the services are triage services
based in our Emergency Department, who provide advice and
direction for clients seeking mental health support and
help. We also have our acute inpatient service which is
based in St Vincent's campus. With that, we also have our
community-based teams. We've got the CAT Team which is a
crisis team that visits client in their home, and there's a
short-term follow-up to ensure their safety, and again,
linking into major services and follow-up services as
required.
Then we've got our community-based teams such as our
Continuing Care Team, our Mobile Support Team and our
Homeless Teams.
Q.
Can you tell the Commissioners briefly what the
Continuing Care Team does?
A.
Continuing Care Team is a service that provides
ongoing support for clients with enduring and serious
mental health problems that get referred to our service.
It's a service that our client will then be allocated
what's called a case manager, and the case manager will be
able to support that journey of the client in terms of
monitoring a lot of their presentation, particularly signs
of mental illness in terms of their treatment and their
options available for their treatment. And, once treatment
has been provided, monitoring that treatment to ensure
things like side-effects of the medication are addressed.
The other aspect is also looking at the psychosocial
aspect of the client. Often the mental health part can be
- signs and symptoms can be dealt with quite quickly, but
the psychosocial issues that face some of our clients are
quite extreme. Things like employment, housing,
relationship, connection to community, problems with drugs
and alcohol, trouble with finance, they're the major issues
that are facing a lot of the clients that we case manage,
so we look at supporting and navigating them through the
very difficult system of accessing support for those needs.
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Q.
We'll get to the HOPE program in a moment, but can I
just ask you a little bit about navigating that very
difficult system and how you go about it from your services
perspective to help your clients.
A.
In terms of accommodation, if we start with that:
that's very difficult. In my experience there is a lack of
affordable suitable safe accommodation for clients that
often have serious mental illness and living in the
community, so we look at how we can manage that as best we
can.
So, we have certain linkages with accommodation
services, such as Launch Housing for instance, which is
quite a major organisation that deals with mental illness,
specialises with supporting those needs and there's other
services around, so we make sure we try to link in as many
agencies as we can.
Unfortunately, the majority of accommodation is
usually more crisis accommodation, short-term accommodation
and unsuitable accommodation as well, but nevertheless, we
can try to look at the best options.
We also had a partnership with Doorways which is part
of Wellways NGO, looking at supporting tenancies for
private rental, so that's something that's been a
successful part of the service that we've been providing.
In terms of some of the other psychosocial needs, we
work in collaboration with other NGOs such as Mind and also
with Wellways, just to provide some of those support
systems, support in the community, being able to provide
some linkage into community, and also to do some of the
monitoring and support the case manager.
Current obviously one of the big changes that happened
with the psychosocial element is the introduction of the
NDIS program. So, our services, we're navigating our way
through that and we do find there's a lot of challenges
that we face with that in terms of the psychosocial need.
So St Vincent's at the moment in our community, we
went into partnership with Mind to provide a year-long
service, the funding's for a year in terms of providing
some of those psychosocial supports whilst people are
accessing the NDIS if they can access that.
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Q.
You say, with people who use service through your
community-based service, do they tend to stay with you over
a long period of time?
A.
It varies. We'll have some clients that will be case
managed maybe for three to six months; often they will be
linked into the appropriate services they need, they'll
have had that short-term management and support and
follow-up and they don't need our service any more and we
feel confident that their GP or their private psychiatrist
or private psychologist in the community can manage that
person successfully.
But we do have a lot of other clients that we can case
manage for a longer period of time. At the moment I've got
a number of clients that we've been case managing for
10-15 years.
Q.
Can I ask you about the HOPE program: can you tell the
Commissioners what it is?
A.
HOPE stands for Hospital Outreach Post-Suicidal
Engagement, part of the Victorian Suicide Prevention
Framework that came into operation in 2016. We're one
element of that strategy. We are a service that provides
three months' support to clients who present to St
Vincent's in person with suicidal thoughts, thinking or
behaviour.
The remit of the service is that they have to attend a
hospital-based service in the first place to access help,
such as attending our triage service, being looked after by
our CATT, or in our inpatient service.
Clients who are in the general side of the hospital
can also access through or consultation liaison service
into the HOPE team. So, once those clients have been
identified, the HOPE team then looks at providing a
three-month package of care to look at, initially their
safety. The key thing is to assess their risk and the
safety of repeated suicide or behaviours or thoughts, and
then we have a systematic approach for the first period of
that three months, leading to linking them into appropriate
follow-up services at the end.
Q.
Thank you. Let's just go back to the beginning. So,
clients who present in person to a hospital-based service,
are they referred by a clinician to HOPE?
A.
Yes, they are, yes.
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Q.
What services does HOPE actually provide? Can you
tell the Commissioners what kinds of people work at HOPE?
A.
We're a multidisciplinary team. It's a small team at
this stage. We have a consultant psychiatrist, we have a
trainee senior registrar, we have a senior psychologist, a
senior social worker, and a senior occupational therapist
that were funded. We're actually part of a slightly bigger
team, so we've actually joined in with other services that
are managed to provide that multidisciplinary aspect.
Q.
A.

Does the service operate seven days a week?
It does.

Q.
24-hours a day?
A.
No, it's just office hours, 8.30 till 9, which is not
ideal but at least we have the weekend working; that
seven-day approach. Outside of the normal working hours
there's our CAT Team if we need them, and they support to
provide any supervision of some of our clients and we can
access them straight away.
Q.
Is there a particular focus on the first seven days
within discharge from hospital?
A.
Yes, there is. That's the most vulnerable time.
People experience the support when they're discharged from
hospital. So ideally we'll meet the client before they get
discharged from - the nominated clinician will go to the
inpatient ward or to the Emergency Department where the
referral will come if it's within office working hours,
they will introduce themselves to the client and make an
appointment for a follow-up within three days of them being
discharged from hospital. During that time we will also
provide some hospital support by telephone call over that
period of time.
Q.
Can you just say a little bit more about that: how
does the support work within the first three days?
A.
We provide a safety plan for the client in terms of
providing numbers that they can contact if they're in
crisis and if they need some help, including St Vincent's
Hospital triage, but also other resources such as Beyond
Blue, Lifeline or the crisis kind of support services.
We also give them information about our telephone
numbers and how to contact us over those three days, and we
will give them a check in telephone call just to see how
.23/07/2019 (16)
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they're going, how they're progressing.
We do the intake assessment within that three days.
Obviously, we're a very small team and we have a lot of
referrals, so capacity has to be taken into consideration,
so ideally we would like to see them straight away and do
the full assessment but that's not always possible, so our
KPI, our target is within the first three days but usually
we'll do that before then. So, we'll do a full assessment
of their needs and look at the gaps that haven't been
assessed through either their inpatient stay or the
connection with the service, and start working towards a
goal-orientated action plan for that client to work with in
their recovery.
Q.
So, the patient's journey is, a personal meeting while
they're in hospital?
A.
Ideally if we can manage that, but often a lot of the
presentations are 10 o'clock, 2 o'clock in the morning, so
we will aim the next day to be able to visit the inpatient
ward if they've been referred to us at that particular
time. Obviously, if they're sent home we're not able to do
that follow-up. But obviously, if somebody's in crisis the
CAT Team will have followed that person up until they start
to be engaged with us formally.
Q.
Once they engage with you and you've done an
assessment, what happens after that?
A.
The assessment's reviewed by our clinical team. We
identify a safety plan with the client. We use what's
called the Collaborative Assessment and Management of
Suicidality Model, which is a clinical based model
specifically designed to work with clients with suicidal
tendencies.
So, we follow that structured approach. The first
part of it, like I said earlier, is identifying a support
plan for the client, that provides safety, trying to
identify what resources are available for that client to
turn to when they haven't got access to any other kind of
services such as family, friends, people that they work
with, people that they can have that immediate support.
We work with their suicidality in terms of what
they're experiencing at that particular time; why have they
looked at wanting to take their life, what are the reasons
behind that, what are the strategies we can put in place to
.23/07/2019 (16)
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prevent them from doing that again in the future? So it's
a systematic way that we approach that in a clinical way.
Q.
Is that model of care something that your team came up
with yourselves?
A.
As Manager, I looked at a number of models of care,
which there isn't a lot to be honest, you know, dealing
with this particular aspect of intervention. I was advised
by a clinical psychologist who was a senior lead that this
was a good model and it was starting to develop an
evidence-based approach. We looked at that and, although
it's a sophisticated model it's quite an easy to use model
and easy to train staff, new staff, how to use that. I
also felt that the model provided quite a structure for the
client in terms of working with their suicidality, so yes,
that was the advice of senior clinicians who had experience
in that area.
Q.
In terms of the way your staff interact with your
patients, what's the difference between what they do and
what your Continuing Care Team is able to do?
A.
We're able to offer more intensive support, is the
main thing. We can see a client in the first period of
their suicidality two, three, four, five times a week if
necessary. Whereas someone working within CCT will
probably just see somebody a minimum of once a week. So,
it depends on the severity where we're got that resource
available to do that.
Also, all our staff are trained in certain
intervention techniques, like cognitive behaviour therapy,
which is one of the key intervention therapies that we
support our clients with. Although we do have that
approach in CCT, our staff in HOPE are more experienced and
more highly trained in those areas of practice.
Q.
So, are there really two differences: one, you have
lower caseloads and you are therefore able to spend more
time with each patient?
A.
Yes.
Q.
Elaborating on that, what are the differences between
the caseloads in the HOPE team and the caseloads in the
community care team on average?
A.
On average, with the HOPE team, we have 24 clients in
our small team, which is about eight per clinician. Within
our Continuing Care Team, we can have anything between 25
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and 30 clients per clinician, so you can see there's a
difference in that, three times as many in Continuing Care.
Q.
A.

Is that an important feature of the HOPE Program?
It is, yes.

Q.
The other feature being that your staff are
particularly well trained and qualified in the techniques
that they apply?
A.
Yes, absolutely.
Q.
You mentioned that the period of time is three months:
why is it a three-month period?
A.
That was defined by the department when the program
was set up, so I had no control over that matter. I think
it was a consensus that, for clients that required it, the
support that the HOPE team could provide, they would
probably not need any more than three months. If they did
need that more support, then we'd probably be linking them
into our Continuing Care Team for that longer term support.
Q.
What's your assessment about whether the patients your
service sees actually do need more support than
three months or could do with more support than
three months?
A.
There's a few avenues that we assessed and looked at.
A number of our clients, a small proportion, will probably
need to be transferred and referred into our Continuing
Care Teams for that longer term support, and that's quite
an easy process and we've done that, and they're mainly due
to their mental health conditions at the time in terms of
their safety, so we'll make sure that that continuation is
provided.
The other clients that come to the end of their term,
they often don't require that level of supervision and
support due to their safety and their support needs. So we
try to look at linking them in more with either a private
psychologist, a private psychiatrist, or working a bit more
closely with their GP in terms of managing their
presentation and their long-term supports. That's not
always straightforward and easy to provide and that linkage
is sometimes a challenge for us to do and often we're not
able to do that. We are on a lot of occasions but other
times we can't.
Q.

Just to get some clarification: a three-month period

.23/07/2019 (16)

1974

1522

J W McLAREN (Ms Nichols)

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

2019 public hearings

of time is a resource issue and that's the maximum period
of time for which the service is available?
A.
At this point, yes.
Q.
At this point, and you don't have any discretion about
that. In terms of the clinical outcomes, would you like to
have more flexibility about the length of time over which
the program is available?
A.
I think the three-month period, in my experience over
the last couple of years of working with the HOPE team, is
probably good, is probably realistic for the majority of
the clients that access our service, that they don't need
that level of intent. A lot of our clients are discharged
from the service before the three months because we don't
need to provide them that service. And I think we've also
got that mechanism of providing a referral into our CCT, so
there's a number of avenues there that are fine.
There is a small cohort of our clients in that team
that wouldn't fit that pathway, and will struggle to
because of finance or accessibility to other services in
the community, so maybe there needs to be some kind of
alternative in terms of managing that client which at this
stage I don't know the answer to.
Q.
That's
clients you
readily fit
A.
That's

a present gap in the system, dealing with the
need to refer on after three months that don't
into another service?
right.

Q.
Including because -A.
It's more accessing the service rather than fitting
in. One of the examples is, if we look at accessing a
psychologist with the speciality of working with clients
that require that kind of support: often their availability
is limited, long waiting lists to access that person, and
often they charge what's called a gap fee, which some of
our clients just can't afford to do, so accessing those
services are challenging, likewise with psychiatrists.
We've looked at having a database ourselves of
psychologists that we've worked with, but again they get
full, you know, they can't take on any other clients
because we know that they're good, we know that they offer
the service, but there are just not enough to go round.
Q.

How important is the multidisciplinary nature of the
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care that you are able to provide in the HOPE program?
A.
Very important. The service was initially set up as a
psychosocial service. However, from a governance point of
view we're working with highly risky clients that are
attempting to take their own lives, so we have to have some
clinical support systems in place, and that was the
decision why we made sure we had medical staff available to
make sure we were providing treatment for the medical
health side of the presentation.
I think also having a variety of different
specialities, such as social workers providing support to
the team regarding issues regarding family violence,
working with children, accommodation, finance - you know,
is very valuable in terms of providing that extra support.
The occupational therapist, for instance, provides
advice to the rest of the teams about functionality in
terms of the client's daily living issues and be able to
provide support, and obviously the psychologists come with
an extensive experience of psychological interventions and
supervising the rest of the team in terms of delivering
those interventions. So, they work very well together in
terms of planning, giving different opinions in terms of
some of the issues that might come up with a client in
promoting a bit more of - rather than coming from a medical
model or one other model, it's more of a generalised,
consistent bringing together all of the facts and issues
onto the table.
Q.
So, the way the program is set up and resourced allows
different practitioners to communicate with each other
about the patients?
A.
At the moment, from a clinical stance, yes, I would
say that that's well supported. I suppose, if we look at
the other parts of the multidisciplinary team, there's two
things that I'd say that we're lacking that we would like
further support in the future for funding: that's a peer
support worker, somebody that's got a lived experience
would be ideal for this team.
When I set the team up originally, I was given limited
funding and I had to make a decision about, do I have a
lived experience person or do I have a family support
worker? One of the main objectives of the framework is to
look at working with families which is so important with
people presenting with these difficulties, so we made the
.23/07/2019 (16)
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decision to go down the family support. At this time it's
a family support worker who's not necessarily qualified but
has a lived experience of working as a carer, and has had
some other training in terms of working with families.
We would like, though, to look at a family therapist.
We do feel that a lot of the challenges of supporting
clients is often the breakdown of relationships that they
have and working with their families or working with their
partners. They are just a couple of other examples of
people that we would like in the team.
I suppose the other issue that, on reflection on the
last couple of years of working with the team, is that we
would like some specialist training or clinicians working
in what's called a dialectic behaviour therapy. This is a
highly specialised approach of working with personality
disorders and particularly personality disorders with high
tendency of suicidal behaviours. So, that would be
something in an ideal world, if I could get funding for
that, which would be great.
Q.
Speaking of funding, is the funding for your
particular program going to continue, do you know?
A.
At this stage, I don't know the answer to that. We
were set up for four years. Our funding is due to the end
of June 2020, and we haven't had any indication that that
funding is actually going to continue. However, in
last year's budget there was six further HOPE sites
established across Victoria, but they came with permanent
funding.
So, we've got two sides: we've got six HOPE teams that
are still waiting to find out whether their funding is
going to continue or not, whereas the other new six,
they're quite happy and secure, and that does come with
implications as well in terms of, if we don't get the
long-term funding.
Q.
Can you say what those implications are?
A.
I'm beginning to see that some of my staff are looking
for other jobs, for instance, because of the security,
they're looking for permanency and security which I can't
offer them in this particular environment. And obviously,
replacing those staff is quite a challenge, because we look
for skilled staff with experience working in this area, and
the pool is quite small, and also, people are not going to
.23/07/2019 (16)
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be attracted for a six or seven month contract if we don't
know we've got the funding.
And also, it will have an impact that we'll have less
clients that can be referred into the service until we can
have full staffing again. We are working with St Vincent's
Emergency Department and mental health services to develop
what's called a Mental Health Alcohol and Drug Crisis Hub,
and we do feel that the HOPE Team will be quite a
centralised part of that process, it will look at more
responsive care and, if the funding's not forthcoming, then
again, that will put that part of the project in jeopardy
and we'd have to look at alternative ways of managing that.
They're just some of the - and it's also the
speciality. General mental health services are not set up
to work in a special way with people with suicidality, it's
more of a generic approach, so we'll lose that. It could
have other implications, I don't know.
Q.
Do you have any sense about the extent to which people
who would want to or would need to be seen by your program
can't because there's not enough capacity, so is there a
waiting list?
A.
A waiting list?
Q.
A.

Yes.
For the HOPE Team, we've not had a waiting list, no.

Q.
You are able to see people within your three-day
window?
A.
I think we've met our target for that, yes. I mean,
there would be extreme examples that it would be the
consumer that's accessing that service is not available in
that three days, so that would be the time that we probably
wouldn't meet that target, but generally because we're a
seven-day service we'll plan that, yes.
Q.
Has there been any formal evaluation of the success of
the program so far?
A.
We're currently undergoing that evaluation with the
department. So, we're working with an outside agency,
KPMG, who have put a framework together to look at how the
program is evaluated. That was commenced in 2017, however
that was delayed for quite some time only until a
few months ago that it started to then be delivered as an
evaluation framework.
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Q.
Do you know why it was delayed?
A.
I'm not 100 per cent certain. The feedback I have had
from the department is that they were going through their
own internal processes to acquire the contract for the
external agencies to be able to do the evaluation, so I
think that was the time delay, but that's now all in place
and we have now started to put that evaluation in place.
Q.
You said in your statement that, based on clinical
data that you've been recording since April 2017, most
consumers haven't re-presented to the HOPE Team. What does
that tell you about how the program's working?
A.
I think it's working pretty good, actually. I'm quite
pleased that, for the first time in my career of working in
a service like this, and I'm quite passionate about it, and
I do feel that the clients benefit an awful lot from that
short-term work and service that we give.
We do an evaluation internally as well from our
consumers and we get feedback, and some of the feedback is
just amazing that they say about the service, compared to
other feedback I would get from other parts of my services.
Q.
Can you tell us a bit more about that positive
feedback? What kinds of things are your clients saying?
A.
Things like, "What a great service." "What a good
process to go through to get the support that I've not been
able to get anywhere else." "Felt very warm, welcomed and
supported over that period of time", you know, it's just
very, very good feedback, and we've not once yet - we've
been open for over two and a half years - that we've had
any negative feedback from any of our consumers.
Q.
What's your assessment about the extent to which the
program is able to make a difference to people who might
re-attempt suicide?
A.
It's hard to qualify that in a lot of ways. I can
just go in terms of the clients that have gone through the
program. We have anecdotally felt that we've had a high
success rate in terms of people not re-presenting.
However, we're waiting until the evaluation which will look
at other data across the state in terms of those outcomes.
Although I can feel that it's very positive and beneficial,
I still have to wait for that official outcome from the
department.

.23/07/2019 (16)

1527

J W McLAREN (Ms Nichols)

Transcript produced by Epiq

1979

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

Q.
Do you know when the evaluation will be completed?
A.
The initial evaluation looking at that data is
expected to be done by the end of September.
Q.
A.

Of this year?
Of this year.

Q.
Okay, thank you. You mentioned earlier on that the
program is intended to work alongside other programs,
including the new Mental Health and Alcohol and Other Drugs
Hub in the Emergency Department. Can you just tell us
briefly what that program is?
A.
The Crisis Hub is a new initiative for St Vincent's,
it's going to be based in our Emergency Department. It's a
six bedded area for clients with a mental illness, a
facility that we don't have at the moment. It's for
clients that access the service that don't necessarily need
an acute inpatient part of their care, but they probably
need one or two days assessment and support.
A number of our clients will present to our Emergency
Department also with physical illnesses that may have a
comorbid mental health illness, so that would be an ideal
place for them to get both their treatments at the same
time. It would be a good place for clients to experience
support for their drug and alcohol, which is not a
specialist that we would provide in inpatient services,
although we have good links.
So, it's a short-term, it's an alternative space in
terms of being dragged into mainstream mental health
services, so it's a real good initiative and it's going to
be staffed by a number of clinicians 24/7, which will do
that quick assessment turnaround and be a lot more
responsive to the needs.
The second element of that is to provide some
short-term assertive outreach for those clients that then
need some support back in the community.
Q.
How will your team who work in the HOPE program
interrelate with the Alcohol and Other Drugs Hub?
A.
We'll have a daily presence there at this stage. We
haven't worked through exactly how that is going to work,
but we will probably have one of our clinicians based in
the Hub on a daily basis, just to assess any of the clients
that are coming through that meet our criteria and to be
.23/07/2019 (16)
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able to do that assessment a lot quicker, be more
responsive to their care, and to start working with them on
their safety planning and some of the interventions that
would probably be delayed a few days if we didn't have that
Hub in place.
Q.
Thank you. We've asked you some questions about what
you think can be done better in Victoria to support people
who are at high risk of suicide or self-harm. One of the
things you said in your statement is that there needs to be
a more coordinated approach:
"There are numerous initiatives that have
been implemented, some long-term and others
short-term, but they do not operate
consistently across Victoria [or] in a
cohesive manner."
Can you say something more about why you think a
coordinated approach and operating consistently across
Victoria is important?
A.
I think from a practical sense, as a manager I don't
know what services are out there; we don't really know
across Victoria what other services are doing and what we
can refer into, what we can't and what we can access, so
from that point of view it would be very good to have some
kind of coordinated database and resources to be able to
draw upon which we don't have at the moment.
Also starting to look at a more consistent
intervention model in the future. I feel that, with the
Suicide Prevention Framework we're now starting to look at
joining up services to work more collaboratively together
rather than silos in a way, and the framework is promoting
that to a large extent. It just means a bit more
responsive access to services for the clients that either
pre access our service or discharge afterwards, follow up,
so that coordinated service is just vital basically: just
making sure that we're all doing similar things, we all
have mechanisms to be able to support.
Q.
Thank you. We've asked you about the most significant
challenges facing the mental health system in supporting
people at high risk of suicide or self-harm, and the number
one thing you've named is accommodation, I think you've
said something about that before.
A.
Yes.
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Q.
Why is that so important?
A.
I think accommodation is - you know, stable
accommodation is - I mean, there's a lot of accommodation
available but it's not necessarily the right accommodation
for the clients that have a lot of risks associated with
their mental health problems, and finding that
accommodation is so difficult.
If somebody's in stable accommodation, it's a good
start to starting a normal pattern of life again, rather
than being in transient accommodation or short-term
accommodation; it alleviates some of those pressures that
might be facing them and they can start to look at building
their lives in a different way, in a different journey.
You know, accommodation is so key: I just feel, if I
didn't have accommodation, where would I be? What would I
be doing? I'd probably be a bit more prone to being
anxious or a bit more depressed, or a bit more lonely. You
know, it's just a foundation of, you know, it's a basic
need that people need, is that stable accommodation.
I do feel it would also bring down a lot of
presentations in terms of access to services in the future.
MS NICHOLS:
Thank you very much, Mr McLaren.
the Commissioners have any questions?
CHAIR:

Dr Cockram.

COMMISSIONER COCKRAM:
Q.
You mentioned the differences
between CCTs and the HOPE Program. Could you just talk us
through a little bit more about how the CAT Team and the
HOPE Program interact, and how do you find the benefit of
keeping those two separate?
A.
At the moment the CAT Team is very crisis-driven, is a
short-term support system for clients that require
immediate follow-up because of their safety need. It's not
designed to look at managing clients over a longer period
of time that the HOPE Program does.
We work quite closely with the CAT Team on a daily
basis, so we actually meet up with them on a handover at
2 o'clock every day and we look at all the referrals that
have gone through, who are the people that the CAT Team are
looking after, is anybody suitable for our intervention,
.23/07/2019 (16)
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So, we do have that close connection with

Maybe in the future there might be that kind of
thinking that maybe some of the services might join up and
look at maybe offering that longer-term crisis support, but
at this particular time we don't provide that.
What was the other part about CCT?
Q.
That answers the first part of the question. The
second part is, how many people that are coming through the
HOPE in your experience have been a part of some of the
rest of the system and are therefore getting transferred
between teams for clinical engagement?
A.
Well, 100 per cent of our clients actually have to be
hospital-based, so all our referrals come from people that
have actually presented either through CAT, through our
triage, through our inpatient service or any of the other
parts of the hospital: they've actually had a physical
presence and treatment.
But during the period of the HOPE in the three-month
program there will be times that we need to ask our CAT
Team for extra support out of hours in terms of some of our
clients that may have crisis, and we're looking at averting
an inpatient service.
Q.
Do clients describe that sense of having to transfer
their engagement across between different parts of the
service and duplicating storytelling and all of those sort
of things, or are they finding it quite easy to transfer
between clinicians?
A.
Although there's similarity in the services that we
offer, and we actually offer a slightly different service:
the HOPE Team is providing that kind of specialised
intervention therapy in a program systematic way using a
model of care. The CAT Team is set up to look at
somebody's safety and assessing safety and providing that
short-term safety.
In terms of when we've talked to some of our clients,
that's not been a barrier or issue that I've had feedback
at this stage. But I suppose that's not a question I've
asked through our evaluation.
COMMISSIONER McSHERRY:
.23/07/2019 (16)
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of your clients that go through the HOPE Program are
compulsory patients under the Mental Health Act, any?
A.
No, none. A number of clients may have been on an
assessment order at the beginning of their presentation to
St Vincent's, either been admitted to our inpatient
service, but then after that we wouldn't accept anybody on
a treatment order. If they needed that level of care, then
they would automatically be referred to our Continuing Care
Team for longer term service.
CHAIR:
Q.
Thank you for your evidence. I'd like to ask
two things, one goes to the question of involvement of
family. I noticed in your statement you talked about, when
you were doing that initial three-day assessment, or in
that three-day period, you say if available and with the
client's consent the clinician will seek to obtain
information from the client's family members.
I noticed in the brochure that you attached to your
witness statement you talk about a very family-centred
approach to your practice. How important is it in your
model of care to have extended family members engaged
wherever possible
A.
I found that, if family carers or if the support
mechanisms aren't fully involved in a consumer's care, then
I think the recovery takes a lot longer in terms of being
able to get that immediate support.
We have a family-driven approach when we talk to our
clients to encourage them to access other supports. Some
of the difficulties that we face, though, to get that
collaborative working with the family and the consumer is
often that the consumer doesn't want it, and usually it's
more to do about how they're feeling: they're feeling a bit
ashamed about what they've done, don't want anyone to know,
so that initially is quite a challenge for our workers to
get that approved. But usually by the time we've engaged
and got the trust of the client we've managed on most
occasions to get that collaborative approach with the
family. We can't do anything unless the client gives their
consent, unless there's a high risk that the family need to
know about.
Q.
The other issue I wanted to ask about is, we've heard
during the course of this Royal Commission the complexity
in assessing suicidality and suicide risk. I noted that
you talk about the particular methodology that you've
.23/07/2019 (16)
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adopted through this collaborative assessment and
management of suicidality model.
That's a model that St Vincent's has developed for its
HOPE Program, so am I right in assuming that each of the
other HOPEs might - I think you said there's now 12 in the
state?
A.
There's 12 HOPE teams.
Q.
Could they each be using a different assessment tool?
A.
Each HOPE team will have their own criteria, their own
assessment tool and their own intervention, yes.
Q.
Why is that? I guess that's something we're trying to
grapple with in mental health, because we hear, you said
there's not a very substantial body of knowledge about the
preferred models of practice, but diversity is one thing
but inconsistency, I guess, is - why wasn't that an element
of the HOPE models that was determined in terms of its roll
out?
A.
I don't know the reason why it wasn't part of the
model. All I can say is that, having pilot programs with
different models may produce different results and develop
an evidence base in terms of looking at suicide prevention
strategies. I would hope in the long term that the
evaluation structure of the HOPE team would look and take
those into consideration to look at some consistency about
risk assessment and about the interventions and the
follow-up services that the model of each service would do.
Even though the 12 HOPE teams are using a different
model by name, the elements of the model are usually pretty
similar. Usually we all have a very clear assessment
process to assess somebody's mental illness, we all use the
same pattern in terms of assessing somebody's suicidality
risk, and we also then have a safety planning process in
place in terms of how we support that client, so all the
HOPE teams will have that in place.
They will also have that psychological intervention
model, and we all use the CBT framework. I'd be surprised
if any of them didn't because that provides that
intervention and support system. So, even though the
models might be called different, there's a lot of
similarities within them.
Q.

Yesterday we heard from another witness at this Royal
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Commission that, because of the complexity in assessing
risk in suicide, that all people who are presenting with
suicide ideation or are in deep distress and therefore we
need a service model that ensures that there is follow-up
care and support for each of those individuals who are
presenting; would that be consistent with your view?
A.
I would say so. I think at St Vincent's we have a
standardised assessment process that we use across the
service, whether you're in the CAT Team, HOPE Team,
inpatient service or in the community, we'll have that
standardised approach in terms of assessing the mental
health, assessing the risk, assessing the suicidality.
I think the follow-up would be, is then, where does
that person get signposted in terms of the care that they
need? So that's where, like, the HOPE Team will come into
operation in terms of working with the clients that have
got a higher level of risk associated to their suicide
behaviour and thoughts. The other clients that don't
necessarily meet that threshold would probably be
signposted to other services such as our extended triage
service or our primary mental health network.
Q.
Finally, you mentioned the fact that if you had your
ideal HOPE model you would include a clinician who could
provide a specialist intervention for those diagnosed with
a borderline personality disorder to manage their
suicidality. Can you just talk about what sort of model of
service - again to make sure I understood what you were
saying about them - therapeutic model you think is
important in that case?
A.
I'm not an expert on personality disorders, but I know
that working with personality disorders with suicidal
behaviour there's a model called dialectic behavioural
therapy. I don't know an awful lot about that, I'm not
trained in that, but I have been advised by my senior
clinicians that that's the way forward in terms of
supporting clients who present to our service with that.
It's a highly specialised training that the people
have to undergo. They also need to have a lot of
supervision and support and linked into all the personality
disorder services to make it effective.
Services such as Spectrum, which is a statewide
service for personality disorders, they will have people
trained in them, and that's good and we can at times access
.23/07/2019 (16)
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their service, but it would be ideal to have our own
internal one, to provide a bit of therapy, but also to
provide some training and some in-house support to our
staff working with personality disorders a little bit more
than what we get at the moment.
CHAIR:

Thank you very much.

MS NICHOLS:

May Mr McLaren please be excused?

CHAIR:
Yes. Thank you very much, Mr McLaren, for your
evidence today.
<THE WITNESS WITHDREW.
MS NICHOLS:
break?
CHAIR:

Chair, is it convenient to take the 15 minute

Yes, thank you.

SHORT ADJOURNMENT
MS BATTEN:
Ms Lyon.

The next witness is Ms Anne Lyon, I call

<ANNE KATHERINE LYON, sworn:

[11.30am]

MS BATTEN:
Q.
Thank you, Ms Lyon. Have you, with the
assistance of the Royal Commission team, prepared a witness
statement for this Commission?
A.
I have.
Q.
I tender that statement. [WIT.0001.0060.0001] Could
you start by explaining to us what your current role and
your responsibilities are, please?
A.
I'm the Executive Director of Mental Health, and
Alcohol and other Drugs Programs at the Eastern Melbourne
PHN, and that encompasses the planning and procurement of
mental health services in the community, the development of
strategic partnerships, delivery against our commitments
with the Commonwealth through our funding agreements, and
as part of the suicide prevention trial hosting the suicide
prevention team as part of the trial and they form part of
our directorate.
Q.
When you say the suicide prevention trial, you're
referring to the place-based suicide prevention trial?
.23/07/2019 (16)
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A.

Yes, I am.

Q.
Could you explain to us what they are, what is a
place-based suicide prevention trial?
A.
So, the place-based suicide prevention trials form
part of the Victorian Government's suicide prevention
framework, and that is one of five objectives of the
framework. What it entails is working in two identified
sites to develop an understanding of issues around suicide
and suicidality in a particular area, and to then develop a
response to those issues that you find and deliver a range
of activities against those.
Q.
We'll go through some of those aspects in detail.
Just to clarify, are there two place-based suicide trials
run by - I'm going to call it EMPHN?
A.
Yes.
Q.
A.

And they are Whittlesea and Maroondah?
Correct.

Q.
Why were those two sites chosen?
A.
They were chosen - before I actually commenced at
Eastern Melbourne PHN, based on some initial data that was
seen, and also particular issues around the
sociodemographic elements of the population.
So, for instance, in Whittlesea, we know that that's
an area where there's been a lot of growth, not a well
developed service system and encompasses quite a different
demographic from an urban community.
Q.
What about Maroondah, what are the factors with
Maroondah?
A.
Maroondah had a high level of suicide rate at one time
and it is also the site of a HOPE trial.
Q.
When you referred to their place-based suicide
approach, you said that it's a systematic coordinated
approach: can you explain what you mean by that?
A.
Yes, so that's a way of delivering a range of
interventions that seek to connect the community and
address particular identified needs. So, some of that
encompasses capacity building, training, media and
communication, so elements of what we see in the Life
framework that has been developed by Black Dog.
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Q.
We'll come to the LifeSpan framework in a minute.
With those elements that you were just talking about,
wasn't that already happening before you were doing the
place-based trials?
A.
To a degree, but not with the intensity. So, what the
place-based trials allow you to do is to get a deeper
understanding of what the particular issues are in the
community, to make strong connections within the community,
not only with the service sector but also people with lived
experience, and I think this is one of the things that has
been incredibly valuable as part of the trials, is we've
been able to hear that voice.
Q.
Just to understand the context before we go into more
detail of what the trials actually involve, could you tell
us what staff you have working on the trials?
A.
We have two staff: one is a coordinator and one is a
project officer who are actually out in the field working
as part of the trials, and then they are supported
internally through line management and the organisational
structures.
Q.
So, that's two staff members and they work across both
Whittlesea and Maroondah, there's not four in total? Just
two in total?
A.
No, just two in total.
Q.
You've given us an overview of what the suicide
prevention trials consist of. Can we go through the three
phases and understand what's involved at each phase?
A.
Yes.
Q.
Starting at Phase One, you've referred to there being
three workshops for Phase One. Can you explain to us what
Phase One involved?
A.
So, Phase One was essentially an information-gathering
exercise to understand what the issues were, to make
connections within the community, to draw on people's
experience, and we use a framework called Collective
Impact, and that is developing a common agenda, having a
backbone organisation which has been the Eastern Melbourne
PHN, looking at the structures and supports that you need
to tap into in particular communities. So, that was
basically what Phase One has entailed, to get that deep
understanding of what was going on.
Q.

You did that through workshops and through one-on-one
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consultations; is that right?
A.
Yes, that's correct.
Q.
Who was involved? Who are you consulting with?
A.
A range of people: so, primarily people with lived
experience were a strong feature when we were able to tap
into that group. That was initially a little bit
difficult, but it came to fruition.
Q.
Sorry, why was it difficult?
A.
Well, I think that people have often experienced
significant stigma related to the loss of someone as a
result of suicide, but I think, once we made those
connections, that moved very well.
So, working with local mental health services,
particularly those who are providing community-based
services; the hospital networks, so Eastern Health
particularly in the Maroondah catchment; the general
practitioners, local government. We have started to in
more recent times work with police and the emergency
services, and they form a very important part of developing
a systematic response.
Q.
A.

Is that pretty much what was involved in Phase One?
Yes.

Q.
Can we move to Phase Two -A.
And forming those partnerships, so you're actually
developing the foundations and the base from which to take
your work forward.
Q.
Thank you. Can we move to Phase Two, and we have an
infographic that may assist you, explain to us what Phase
Two involved. May we have the infographic? Thank you.
[WIT.001.0060.0029]
Sorry, before we come to Phase Two, did Phase One
reveal to you anything that you didn't already know?
A.
We probably had a bit of an understanding but I think
it gave us a much deeper understanding of what the issues
were. Things like how disconnected the system is, so that
has been highlighted in both catchments, and the lack of
awareness and knowledge of what's available to people for
both community members, but also practitioners and mental
health clinicians.
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The stigma: that people experience knowing how to
speak about the suicide and their experience of it. I
think also the deep pain that people who have experienced
the loss through suicide, or those people who have a lived
experience of self-harm, that their pain and grief is
profound.
We've also, I think, discovered that more needs to be
done around building the capacity of communities to know
where they can get help, but how they can be part of a
solution. So, for people with lived experience, this has
actually been an opportunity to harness their grief and
pain to make a contribution, and that was something that we
have seen very strongly.
Q.
Thank you. Can we move to Phase Two, and could you
tell us what Phase Two involved?
A.
Yes. So, we went back to the community and the
stakeholders to confirm what we had heard, and were these
the primary issues, and that was so, and from that we
developed a response which was simple. So, it was training
and education, understanding the service system, and how we
could address the issue of stigma and how we can connect
people better to services.
Q.
What did the training and education involve?
A.
So, there have been a range of workshops - training:
so, the ASIST suicide training, capacity building amongst
community members and mental health clinicians, learning
how to speak and address suicide.
Q.
You also, in Phase Two, have referred to a number of
awareness-raising activities: could you tell us about the
awareness-raising activities you engaged in?
A.
Yes. So, that has been through conducting a number of
events in the community which have also - so, out in
Maroondah we had The Ripple Effect, and I think that's been
spoken about before; they've used an arts and culture
approach for that.
We've had a number of media events, where we've
engaged with local groups: so, men's health and wellbeing
forums, the training through sporting venues. We've also
had community wellbeing events. One of those in the
Whittlesea catchment involved a youth forum, so it was
bringing together a range of youth services and providers
in that catchment to raise awareness of the trials, but
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also what services are currently being delivered and how
they can better be connected.
Q.
And then, finally, Phase Three, what does Phase Three
involve?
A.
Phase Three involves consolidating what you've learnt
and developing an action plan. So, across the trials
people are at different stages, but for us in the Eastern
Melbourne PHN, Phase Three has involved being informed
about the suicide prevention service that we have
commissioned. So, we have taken the learnings of the
trial, and we also ran another four workshops to confirm
that the model we were proposing could be an effective way
of addressing suicide, and we have commissioned that model
and that commenced in April this year.
Q.
I do want to ask you some questions about the model
but I'm going to come to that in a moment, because my
understanding is that's separate from the place-based
trials?
A.
Yes.
Q.
It's informed by, but the delivery of the model is not
part of the place-based trials; is that correct?
A.
No, that's quite separate.
Q.
So, the place-based trials do not deliver services as
such?
A.
Not per se, it delivers a range of activities that are
consistent with the LifeSpan model.
Q.
With the funding for the two trials, DHHS funded
$1.36 million over four years?
A.
Yes.
Q.
And then the Commonwealth funded $880,000 over
four years?
A.
Yes.
Q.
So, that's a total of $2.43 million for the four years
of the trials, 2016-2020?
A.
Yes.
Q.
So, that's half a million dollars each year, $560,000
each year. Have you spent all of the money each year?
A.
Not each year, and we had the ability to carry funds
over. So, through our - we have actually co-commissioned
.23/07/2019 (16)
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with the Department of Health and Human Services, so that's
allowed us to use some of those funds to support the model
as it's being implemented. Concurrently the trial will
continue to operate and staff will remain employed in the
trial for the remainder of this financial year. I think
what we see as a real benefit is that we've been able to
co-invest in a model that we believe will start to address
issues around suicide.
Q.
Just so that I'm clear, some of that funding you're
using to implement the model that you've developed as a
result of the learnings?
A.
Yes.
Q.
Not necessarily doing the place-based trial work as
such; is that right?
A.
Well, it will be both actually.
Q.
Okay.
A.
So, the staff who are funded through the trial, or
co-funded through DHHS and the Commonwealth funding, will
continue to work in the trials, but we will be operating
the service model which has been developed as a result of
some of those preliminary learnings.
Q.
Can you please explain to the Commissioners what you
see as some of the benefits of doing a place-based trial?
A.
It's given us a much more nuanced understanding of
what the issues are around why people may self-harm or take
their own lives. It's given us an insight into what
potentially can work, what is useful to people. It has
given people with a lived experience a voice and, through
their grief and pain, they have been, I think, supported to
actually be part of the solution, and that's what they've
told us, they needed to be part of the solution.
We've been able to harness the collective efforts of
the community and service providers. So, a few things that
will spin-off from this: we'll look at developing a suicide
prevention protocol up in the north-east, in the Whittlesea
catchment; that is still early days. It has shown us that
the pathways for people trying to access services is very
poor, people feel very, very disconnected.
A couple of the other things that have shown us: that
we need to build people's ability to be able to speak about
suicide in a good manner consistent with what we call the
.23/07/2019 (16)
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Mindframe guide.
Also, I think we've learned that, if you bring
together services in a meaningful way, they will want to be
part of an improved service system, and we know currently
it does not operate that well.
Q.
Thank you. Can I turn to the issue of data to
understand what you're collecting in relation to the
trials? So, you've said that data is provided to DHHS for
the purpose of evaluating the model of the place-based
trial.
A.
Yes.
Q.
You've identified a number of forms of data that are
provided to DHHS. The first one is activity and outcome
data: what is that and what is it measuring?
A.
So, we collect information on what activities have
occurred during the course of a two, three-month period,
and then who are the stakeholders that have been involved,
who may have attended particular events, what those events
entailed, and we report that as part of our activity, and
also, what we may have learnt through those events or
activities.
Q.
What is the annual most significant change process?
A.
That's some of the things that stand out to you in a
particular period. I think, if we have seen something,
what we will consider moving forward if we've had
difficulty in engagement with particular communities or
organisations, that may form part of that significant
change.
Q.
You've also referred to annual in-depth interviews
with key influencers: who are the key influencers for the
purposes of the trials?
A.
They would be management, so that's formed part of the
evaluation as well, to speak with those people who are
directly involved in the trials. It would also involve
significant community members, where there's a willingness
to be involved in those sort of interviews.
Q.
At this stage does the data measure the effectiveness
of the trials?
A.
I think suicide is such a complex issue, so it is very
difficult to look at attribution from the things that you
have done in a particular period, and I think it's way too
.23/07/2019 (16)
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early for us to make those assumptions. As I've said,
we've had some learnings and understanding to guide our
actions and I think at this point of the trials it's
somewhat premature to draw conclusions.
Q.
I do want to ask you a bit more about that, but before
we get there, are there any gaps in the data? Is there any
more data that would be useful for you to inform what you
need to do going forward?
A.
I think more timely data around suicide rates: that's
always been problematic with the lag time of information
coming from the Coroners Court, because sometimes that can
be 12 months or longer before you understand the cause of
someone's death and what have been the contributing
factors.
The Department of Health and Human Services has
recently undertaken some work to develop an MOU with the
Coroners Court and emergency services, particularly
Ambulance Services, to bring that data together so we will
have more up-to-date and relevant information in a timely
manner
Q.
A.

Are you involved in that process?
No, not directly.

Q.
You mentioned that it's premature to know whether
things are effective at this point, and also acknowledge
that suicide prevention is a very difficult issue. Can you
just clarify for us, is there an evaluation of the suicide
prevention trial?
A.
Yes. So, the Department of Health and Human Services
have commissioned the Sax Institute to undertake an
evaluation of the trials and that has already commenced.
Q.
And so, what stage is the evaluation at?
A.
That's in three phases: an establishment phase, a
formative phase and a summative phase. So, they have just
completed their first report on the establishment phase,
and they're now moving - so, the establishment phase talks
about what needs to be done; the formative phase is about,
is it working? And the summative are your final results.
Q.
The establishment phase is what needs to be done in
the place-based trials; is that right?
A.
Yes. So, as I previously mentioned, part of that
initial Phase One of the trials was about information
.23/07/2019 (16)
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gathering and trying to understand the deep issues within a
community that may contribute to suicide, what's working
and what isn't working. So, the establishment phase of the
evaluation looked at that.
Q.
When will the evaluation of what's been done overall
in the trials be completed, do you know?
A.
July 2021, I believe.
Q.
So that will be after the end of the place-based
trial?
A.
Yes. So, the place-based trial has been funded for
four years, so they finish - due to finish in June 2020.
Q.
In your view, do you need the evaluation to know
whether what you're doing is effective?
A.
I think that will be very, very helpful. As we have
commissioned a service, we will also evaluate its
effectiveness. So, it's those two things that we talked
about earlier: one is activities that you deliver as part
of a trial and how you understand issues, so I think the
formal evaluation being conducted by DHHS will be very
helpful for that and to inform future policy and planning
and we will look at our own evaluation of how effective the
service model that we have adopted is working.
Q.
A.

Is your evaluation complete?
No, we're just starting on that model.

Q.
Thank you. You mentioned some of the key learnings of
the trial: were there any other key learnings that you
haven't mentioned that you wanted to draw the Commission's
attention to?
A.
Yes. What we know is that transitions of care for
people need to improve; so, people leaving particularly
acute health services, they need to have a transition into
community-based support services with good information.
The continuity
supported; so, when
practitioners, that
of what their needs

And people should have a safety plan in place: this is
a way of giving people strategies to understand, as their
anxiety or issues escalate, how they can deal with those,
but importantly, who they should contact to get further
.23/07/2019 (16)
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assistance and how they can re-enter back into the service
systems should they need to.
The other thing I would say is, we need improved
clinical governance, and that entails people working within
their scope of practice, continuing professional
development, good clinical risk assessment, case reviews
and client reviews, is the treatment working, and good data
and monitoring systems and where they're reviewed.
So, as part of the - I'll come back to some of the
other learnings in a moment - but as part of the Fifth
National Mental Health Plan, primary health networks have
been required to develop a regional integrated mental
health and suicide prevention plan. We've actually
included alcohol and other drugs in ours, but this is a way
of getting a more systems-wide appreciation of what is
happening and what are the gaps and how we can best support
those gaps, and I think it provides a basis to have a
regional approach to clinical governance around what is
working and what is not working well in services.
The other things we've learnt is, there needs to be an
alternative to the Emergency Department. There are models
that are available like Safe Haven. We also need, as we've
touched on, better data to understand the effectiveness of
what is happening, and I think a continuation of some of
the activities that we've talked about today.
Q.
Are there limitations of the place-based suicide
prevention trials?
A.
Yes.
Q.
What do you see as some of the limitations?
A.
So, it takes you a while to establish those
relationships and connections within communities, so they
are something that needs time to develop and formulate.
Also, it's very hard to get attribution: so, you might do
X, Y and Z, but does it produce A, B and C.
I guess we are hopeful that some of the things that we
have put in place will work. I think, from our learnings
plus developing a model, that starts to set you on a good
path. It certainly has highlighted to us the need for
better connections and service system functioning.
The other important aspect is about information; so,
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information to consumers in the community, but also to
treating practitioners, because they are often at a loss of
where to advise people or give them a referral to. So,
those systems need to be strengthened.
Q.
You've said one of the benefits of the place-based
suicide prevention trial is a focus on the local community.
Can the place-based trials, the learnings from them, be
extrapolated to other communities or do you need to have a
place-based trial in each separate community?
A.
I think in part, that some of those activities have
been very effective, and they've been running different
trials and they seem to address particular issues, so I
think there can be some extrapolation.
But one of the things that we have found more
recently, particularly working in the Whittlesea community,
is there appears to be an emerging group where there are
issues and we would not have understood that if we hadn't
been working so intensely with the community, and that's
come about through our relationship with the police, so a
small working group has been formed to address that.
So I think that, again, emphasises the importance of
that place-based approach. What I would say is that, you
can do place-based approaches for a period of time, and the
community will be very generous in giving of themselves and
working with you, but they will want to see action, and I
think it is incumbent upon us to take our learnings and do
something with those learnings in an endeavour to improve
the system.
Q.
You've touched on this before, this is the LifeConnect
model which is the ultimate action: can you just finally
briefly tell us what that model involves and what are some
of the activities that you're going to deliver?
A.
So, that will involve capacity building of the
community, education sessions for - particularly in Life
Assist with clinicians, particularly GPs; better pathways
and connections across the system. It also includes
wellbeing events and postvention services for those who are
bereaved as a result of suicide; that will be part of that
service model.
MS BATTEN: Thank you very much, Ms Lyon.
any further questions for Ms Lyon?
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CHAIR:
Q.
I've just got one, thank you very much. I'm
trying to get my head around what is being commissioned
through these, because you said in your witness statements
that the opportunity for the PHN and DHHS to co-commission
suitable services to address community need; is that what
you refer to in the LifeConnect program?
A.
Yes.
Q.
A.

So that's the type of service?
That's been commissioned.

Q.
So, what level of funding needs to go to that sort of
initiative, is what I'm interested in understanding?
A.
Well, at the moment we've got approximately $900,000
invested over 15 months. Our base funding from a PHN
perspective is around half a million dollars, a bit more.
So, once we go to a new funding year, we will be back to
that because the investment from DHHS will have concluded.
Q.
A.

Will have concluded?
Yes.

Q.
Then, in terms of the model that you've used for the
trial, I understand you've based it in part on the Black
Dog Institute's model?
A.
Yes.
Q.
A.

And the nine elements?
Yes, that's correct.

Q.
But is it fair to say that you're not focused on - are
you focused on all nine elements of their model or just
some elements of their model?
A.
No, we haven't picked up all of them, but certainly a
number of them.
Q.
Because I'm interested in things like, you said one of
the areas of learning was about the need to improve
clinical governance, and so I'm trying to get clear in my
head how would you, through an initiative like this, do
something like improve clinical governance?
A.
Well, we would try to pick that up as part of our
regional integrated mental health plan, so that provides us
with an opportunity to do that and to work with health
services and mental health services around that. So, we
have an understanding of the capacity of clinicians in the
system and what are the emerging issues and how they can be
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responded to.
Q.
Because the reason I ask that is because, from the
Commission's point of view, we've heard a lot about the
fragmentation of the mental health service and partly the
challenge is how not to create further fragmentation
through any of the initiatives, how do we consolidate some
of those functions. So, how important has that been to
your thinking about - given you acknowledge that one of the
key insights was how fragmented the service system is. In
terms of your insights so far, how do you think we could
streamline that?
A.
I think we have developed some systems, so we have a
system called Health Pathways, and that's a clinical
pathway but it also provides a service pathway. It's
developed for the mental health service, but also suicide
prevention. So, making sure that's available to all
treating clinicians in the service system, so that will
help create better connections.
I think developing those pathways as people leave,
particularly acute services and move to the community, so
there is a clear pathway of who they go to, how they should
be supported, and that there is adequate information
available to the clinician who then picks up the support
for that person.
CHAIR:

Thank you.

MS BATTEN:

May Ms Lyon please be excused?

CHAIR:
Yes, thank you very much for your evidence today,
Ms Lyon.
<THE WITNESS WITHDREW
MS BATTEN: The next with witness is Ms Louise Flynn.
call Ms Flynn.
<LOUISE MARY FLYNN, affirmed and examined:

I

[12.07pm]

MS BATTEN:
Q.
Thank you, Ms Flynn. Have you, with the
assistance of the Royal Commission team, prepared a witness
statement for the Commission?
A.
I have.
Q.

I tender that statement.
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you start, please, by explaining to us what your current
role is and what the responsibilities of that role are?
A.
Certainly. I'm a psychologist by training, and
currently I work for an organisation called Jesuit Social
Services and I manage a program, or I'm the manager of a
program called Support After Suicide. So, that involves
the management of the program, but I'm also involved in the
day-to-day work of the program: counselling, running
groups, education and training, yeah.
Q.
We will come to the program. Before we get there,
could you just briefly outline for us what Jesuit Social
Services is?
A.
Yeah. I guess it's a not-for-profit organisation,
it's an incorporated organisation, it's a registered
charity, so it's a welfare agency that has a wide range of
programs, some of them in the area of mental health.
Q.
What are the mental health programs that it delivers?
A.
There's five in total: Support After Suicide is one of
those. There's a program called Connexions which supports
young people with mental health and drug and alcohol
issues. There's another called The Outdoor Experience
which engages young people with complex issues in adventure
programs, therapeutic adventure programs.
There's another program called Artful Dodger Studios,
and that's an arts and music studio for young people, and
it's a great space for young people to build their sense of
connection and engage. Often they're very disengaged young
people who attend that program.
There's a program called Individual Support Program,
and that provides intensive support to young people with
very complex needs.
Q.
Thank you. You started to explain what the Support
After Suicide program was, but could you explain what that
program involves in detail for us?
A.
Yes. I guess it's a suicide postvention program,
which essentially is suicide bereavement, so we support
people after someone important to them has ended their
life.
Our day-to-day work with people is counselling, quite
a lot of counselling; group support is a very important
part of our program. Also, we have developed quite a wide
.23/07/2019 (16)
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range of resources and information that's very helpful and
relevant to people, so we have that available online to
give people. So, it's essentially that counselling group
and online resources of relevant information to people
about the experience of losing someone to suicide.
Most of the team are psychologists and social workers,
but we also have an extensive volunteer program. So, we
have over 50 peer support volunteers, so people who are
bereaved by suicide, many of whom have been our counselling
or group clients in the past, and so, we run some training
and then they are able to co-facilitate or facilitate peer
support groups, and also many of those people also speak at
events for us. So that, we might ask them to speak to
other bereaved people about their experience because
they're a bit further along.
Q.
You've referred to a number of programs, one of them
is the Early Bereavement Group, could you explain what that
program involves, please?
A.
Yeah, so many of the group programs we run are what
would be sort of more open groups monthly: so there's a
group for parents, a group for partners, for siblings, and
we've got a specific group program for men and also for
children and young people. But the Early Bereavement Group
is for people who are between three and 18 months bereaved,
and it's a much more intensive and focused group program,
so it's facilitated by two of the team, the staff, and it's
a more structured program, but we encourage peer support,
but it has a bit more structure in it.
One of the things that we've learned about groups over
the years is that people bereaved by suicide, it is mostly
better for them if they're in groups with other people
bereaved by suicide. Sometimes people can have a negative
experience if they're in a general bereavement group.
There can be sometimes insensitive attitudes to people who
have lost someone to suicide, so we've learned that
bringing people together in homogeneous groups, which is
people bereaved by suicide, is very helpful.
But that structured program means that eight people
meet for eight weeks. We've evaluated that group ourselves
and it's demonstrated to be incredibly beneficial for
people: close bonds form and it is very helpful.
Q.

What's the rationale between the three months and the
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18 months bereaved?
A.
Three months we chose - I mean, this is I guess our
assessment or our judgment about what is helpful, and we
sometimes move those around, but three months is about some
of the initial intense trauma having subsided, so that
people are able to be in a room with another seven people
and hear their stories.
Each person is dealing with their own grief and
trauma, and so, initially some people won't be able to hear
anybody else, it's too much. So that's the three months,
So, some of that initial trauma may have subsided.
The 18 months is, sometimes we have people up to about
two years, but it's about not exposing some people who
perhaps are just starting to feel like maybe they're
recovering, not putting them in a room with people who are
still at that terrible early point of being very
traumatised.
Q.
Why is it limited to eight people? Why don't you have
more people in there?
A.
There's a couple of reasons. It's making sure that
people aren't exposed to too much because of the level of
trauma, and also, it's just simply making - so there's
enough time and space for people to really be able to talk
about their own experience, so I think that's why we've
limited it to eight.
Sometimes we have increased the number and we've
thought that it wasn't the best thing to have done. We
have found eight to be a good number, yeah.
Q.
You also referred to running information sessions and
providing education for other professionals: what does that
involve?
A.
A few times a year we run information sessions for
community. So, sometimes we'll get asked by a community to
go in and run one, but we also run them at our central
office in Richmond, and that's providing information to
bereaved people about grief and trauma and stigma and
suicide, so it's very much information about those
experiences.
Many people find when they're bereaved by suicide,
that they simply have got so much to deal with, and they
don't actually know a lot about those things - grief,
.23/07/2019 (16)
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trauma and suicide - so we give people information that is
very helpful.
And also, we provide information about loss, grief,
trauma and suicide to other professionals to really, I
suppose, increase the capacity, increase the knowledge
about that experience. It's a very complex experience,
losing someone to suicide, it's also very prolonged; it
takes a long time for people to kind of get on their feet
again, and so, we're really trying to educate about those
experiences, yeah.
Q.
With the people who come to your service, where do
they come from?
A.
Somewhere between 40 and 50 per cent of people come to
us through Victoria Police. Victoria police have, in their
database, an eReferral system. They refer to a wide range
of services and when they're attending or meeting up with
someone who's bereaved by suicide, they'll ask their
permission to refer them, so they come through VicPol. And
then it's a really wide range: there's our website,
coroners, mental health, community health, GPs,
psychologists, schools, and Headspace refer to us as well.
Q.
Do you have capacity to assist more people than you're
currently assisting?
A.
Look, unfortunately, we're pretty stretched, yeah,
yeah.
Q.
Can you explain to us how the program is funded?
Where does the money come from?
A.
Currently we're funded by four of the Victorian
primary health networks and that's Federal Government
funding, so at the moment we don't receive any funds from
the State Government, so it's Federal funds coming to the
primary health networks.
Q.
You've referred to the fact that each of those four
primary health networks have different criteria and it
creates administrative challenges?
A.
Yes, it does.
Q.
Could you explain that to us?
A.
Yes. Initially, for the first few years of our
funding, we received the money just directly from Canberra,
and so, that meant there was one funding body, so one
contract, one work plan, and then one reporting regime.
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What's happened now is that that's now much more. So,
we now have four contracts, four work plans to develop,
four reporting regimes, four evaluation regimes, and each
primary health network has its own way that they want us to
do all those things.
We're a small program, so it's quite an administrative
burden, actually. I think there's value in - you know, we
have actually valued the relationship that we have with the
primary health networks, because it's enabled us to develop
more of that local knowledge and to respond locally, but
the challenge of it is that administrative burden which has
been significant.
Q.
You've referred a number of times to "being bereaved
by suicide": can you clarify for us who that encompasses,
who are you talking about there?
A.
Yeah. It's basically a person who has lost someone to
suicide and who is significantly and acutely affected.
Most of the people that we meet would be, or are,
first degree relatives: so parents, partners, siblings and
children, but we also do meet and see friends and other
relatives.
There's been some research in the United States which
suggests that, for each death by suicide, there's 135
people affected; not all of those people will be acutely
affected, but it is certainly someone whose level of
distress is acute, level of trauma is acute, and also where
the functioning is significantly debilitating. So, someone
who's having trouble with getting back to work, or engaging
in social activities and community life, so the people that
we meet with are those who are significantly distressed and
their life is disrupted.
Q.
In your experience, are there differences between the
experience of people bereaved by suicide and those bereaved
by other modes of death?
A.
Yeah, there's a number of different ways of looking at
that. Firstly, there is some research that's been done,
and that's in comparison to other bereavements. So, there
tends to be a higher rate of some mental health issues,
like anxiety and depression.
There's some research which talks about, say,
employment and social engagement, so for instance there was
.23/07/2019 (16)
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one study which talked about workplace dropout. So, people
who are bereaved by suicide were more likely than others to
actually not be able to continue in the workforce. And
also, difficulties in social engagement. So, there's those
two aspects of it.
The third
bereavements a greater risk
very important

Then there's just that very sort of, I guess,
psychological or emotional experience of shame, really very
distressing experiences of not understanding how it could
have happened, feeling perhaps that they were to blame,
that they should have been able to do something, so there's
lots of very difficult experiences: feeling responsible,
guilt, shame.
I think bereavement after suicide has a very
undermining effect on someone. So, people will be doubting
themselves, doubting themselves as a mother or a father;
thinking that they obviously weren't good enough; thinking
that, I thought we had a close family, and so that this
person would actually let us know if there was something
going on and it didn't happen. So, it has quite an
undermining effect, and that's because the death was
suicide. So, there's quite a lot of very difficult
experiences that people have.
There's also research that - and this is about the
social aspect of losing someone to suicide - which is that
people tend to be, it's certainly not universal, but people
will feel isolated by their social network. There's
research evidence about people who have lost someone to
suicide being viewed more negatively, being avoided, and
the deceased person not being mentioned, their name not
being mentioned, so there's this kind of awkwardness that
then surrounds people. So, very silent, a lot of social
awkwardness; the person who's died not being mentioned, or
there being negative attitudes about the person who's died,
yeah.
Q.
Is that consistent with your experience? I think
you've mentioned that you've had people who have
participated who have lost a loved one and there's been one
mode of friends and family support, and then when they've
.23/07/2019 (16)
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had somebody who they've lost to suicide, it's been a very
different experience?
A.
Yeah, that's right. So, some of the people who we've
met with have themselves experienced an earlier loss, a
death by some other cause, and really felt that sense of
being surrounded by people, and then when they've lost
someone to suicide it's a really stark difference, and so,
they often can be left more alone.
There's certainly research, but certainly very much we
hear from people: less social support given to people who
have lost someone to suicide. And again, that's not
everybody, but it's certainly common enough that we hear
about it very regularly, yeah.
Q.
You've referred in your statement to a report that
you're preparing that will document the experience of the
health and mental health system before the person died.
Could you explain to us what the report is and what you're
trying to do?
A.
Yeah. Support After Suicide has been operating
since July 2004, and in that time we've heard many, many
stories of experiences of what happened for the person and
for the family before they died, in terms of their contact
with the health system and their contact with the mental
health system.
We, for a number of years, have wanted to document and
share those experiences, because we think that they're
valuable in terms of what needs to happen, what changes
need to be made in terms of the mental health system.
So, we developed a methodology, and we're grateful to
one of our clients, she wanted to fund this research. Her
son took his own life and she was unhappy with some of the
things that occurred before he died. He had a diagnosis of
bipolar disorder. He was an inpatient. Because of his
health issues, physical health issues, he was taken off
medication and then soon after was discharged without any
contact with the family.
His mother had been very involved with his care up
until then, but in the last few weeks of his life she was
not - excluded, basically, from knowing about his care, and
so, soon after he was discharged he took his own life.
So, she wanted to fund this research so she gave us a
.23/07/2019 (16)
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donation so that we could set up an online survey and a 146
people responded to that, and then we've conducted
interviews with about 30 people to get much more in-depth
sorts of experiences and descriptions of what happened.
Q.
Are you able, without identifying anyone, to give us
some examples of what you've learned through this project?
A.
Yeah, sure. Some of the things make for harrowing
reading, actually. I phoned a couple of people and asked
them if it was okay - without identifying them, if it was
okay if I told something about their experience, so I've
got two examples.
This is a woman whose husband had been unwell for some
time and was being visited regularly by a Crisis Assessment
Team, a CAT Team. She believed that his health, his mental
health, was deteriorating and she said to them that she
thought that he needed to be hospitalised; she thought that
he was at risk of taking his own life.
Some of the things that were said to her: she was
insistent in a phone call that he be hospitalised. One of
the things that were said to her was, did she want to get
rid of him? And so, she said, no, that she didn't actually
want to get rid of him, what she wanted for him was to be
well and to be cared for.
She insisted that he was going to kill himself, she
felt very sure about that, and she was told that she needed
to trust him rather than her own experience. And, after
that last interaction, within two days he had taken his own
life.
A second example is a mother of a 17-year-old who'd
had a history of mental health issues. She told us a range
of experiences, but one that stands out was just before he
died. He was an inpatient in a psych unit. She was told
that he was being discharged and she needed to come and
pick him up.
She said to them that she was very worried about him,
she was quite upset and she said to them, "I'm very
worried, I do think something's going to happen." So they
insisted to her that she come and pick him up. She says in
the interview she picked him up and he died on the day that
she picked him up.
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So, yeah, so I think that highlights a range of
issues, but certainly families and carers not being
included and not being listened to, and sometimes also
being in a sense treated as if they're part of the problem,
yeah; whereas, they're desperate.
Q.
What are you hoping to do with the report?
A.
What we want, what everybody I think wants is for
things to change. We don't want a culture of blame and
accusation and finger-pointing, we want it to change.
Because I think one of the things I've learned is
that, unfortunately, the way the mental health system is,
is not helpful to people, some people who are in a suicidal
crisis and, if it was more helpful, there would be some
people who would not die.
Q.
In terms of people affected by suicide, you've said
that there is research evidence that people bereaved by
suicide are at an increased risk of suicide themselves, and
you've also said:
"While there is an acknowledgement of this
in suicide prevention strategies it is not
often given priority in funding."
First, can you explain the risks to people bereaved by
suicide, and then we'll come to the funding issue?
A.
Yes. There's some limited research, but the research
that has been done has got some differing ideas, but
certainly one research study, for instance, says that
people who are bereaved by suicide are twice, or double the
risk. There was another study done that actually indicated
or suggested that people were actually eight times the risk
of the general population, so there's a real sense that
losing someone to suicide is an important risk factor that
needs attention.
I think there's that research but we certainly see it
day-to-day in our work. People who have not ever been
suicidal can become suicidal after someone that they love
has ended their own life.
A woman said to me years ago, she said, "I've never
been suicidal before, never." But after someone very
important to her took his own life, the way she put it was,
"It's a door there that wasn't there before." So, it had
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become an option to her. I think the level of grief feels
unbearable for some people at some points, and life feels and I guess this applies to other deaths - but life feels
very difficult because they took their life in that way,
and what people are dealing with too is also the ways that
people end their own life as well as the fact that they
took their own life.
Q.
And so, you said in your experience that hasn't been a
funding priority, looking after people who are bereaved by
suicide?
A.
Yeah. I think, just to say as well, that the risk of
suicide isn't just in the immediate aftermath. I mean,
what we see in our work is that sometimes the risk of
suicide can occur sometimes years after, two, three,
four years after the death, so I think that's an important
thing in providing care as well.
I think there's a sort of idea that, if you give
funding to postvention or to a program that's assisting
people who are bereaved by suicide, that somehow it's too
late; like, the suicide's already happened, there's sort of
different sorts of attitudes.
But we do know that people who have lost someone to
suicide are at risk. So, we certainly see our day-to-day
work as suicide prevention, and not only suicide prevention
but assisting people in their mental health and in their
engagement in community life.
So I think because it's seen in some circles as, if we
put all the money into prevention, then you don't need
postvention; it's the wrong way to look at it. The effect
of suicide on people is absolutely shattering, it's a
devastating experience, and the risk to people is high in
terms of a range of experiences, and so, it does need to be
part of the suicide prevention strategy, yep.
Q.
In terms of interventions for postvention, in your
view, what are the interventions that are the most
effective?
A.
In our day-to-day experience we see the beneficial
effect of counselling, and that's very much about assisting
people to deal with, I guess, the very sort of
psychological affect of grief and trauma and suicide.
Group support is also incredibly important.
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people talk about feeling very isolated in their grief, so
bringing people together in groups is very powerful, very
beneficial. People being able to be in a room with others
and to see that other people just like them have had this
experience. You know, I've heard people say things like,
"They're normal people just like me. I'm not alone, I'm
normal. I'm not a freak that this has happened to me or in
my life." So, group support is incredibly important.
I think the other thing is information, so being
provided with very accurate, up-to-date information about
loss and grief, about trauma and about suicide is also very
helpful and very important, so that people can start to
grasp really what they're experiencing and why they're
experiencing it and what might be helpful.
There's also a range of other things: I think
sometimes, for instance, like counselling and group
support - I mean, we have quite a few men who do attend our
counselling in groups, but it's certainly a majority of
women. So we do run other programs that are specific, like
for men, that are more appropriate and that's quite well
attended because we've adjusted the way we do things so
that men feel it's more for them, it's more suited to the
way that they grieve and the way they think about things.
And again also for children and young people: trying to
develop programs that are innovative. We've done some art
space programs which are for young people that are
particularly effective, but also for people sometimes that
just counselling and group work don't quite fit, yeah.
Q.
What are the programs for men and how are they
different to the counselling in the group programs?
A.
The way we run the men's program is, I think there's
three sort of aspects to it: one is, we call it a program,
not a group, we don't call it a support group. Rather than
it's sort of sit around in a circle and talk about how you
feel, that program has a guest speaker each time, someone
who leads the discussion, so it's more kind of
information-based.
The third aspect of it is that our bereavement
counsellor who runs that program makes contact with men
between the sessions, between the group sessions. So,
there's very much building rapport, building an engagement,
building a connection with it, so that we're sort of trying
to lower the barriers to people actually - and men in
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1559

L M FLYNN (Ms Batten)

Transcript produced by Epiq

2011

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

particular - coming.
So, it's those three things: it's that this is not
about talking about how you feel. They do that actually
but it's got a different sort of structure to it, and also,
the very intensive work with engaging men so that they feel
welcome and makes it easier for them to come along.
Q.
You've referred in your statement to the feedback that
you've received in relation to your programs: could you
just briefly tell us how they're received, what do people
that come say about the programs?
A.
We've had quite a lot of feedback about our eight-week
program, we always do an evaluation of that program. It
tends to be, I guess, people are very appreciative of it.
They speak about the connections they've made, how it's
reduced the isolation, "I'm not alone. I understand more
now about what's happening for me. I know more about how
to deal with this."
I think the other thing is that people learn to be
sort of - one way to put it is sort of literate about
suicide, so how to talk about it; how to think about the
person who's died; how to think about themselves, given
that this is something that's happened in their life, so it
tends to be very positive feedback that we get from that
group program, yeah, and others, people are very
appreciative.
Q.
You referred briefly to stigma: in your experience, is
stigma still an issue in relation to suicide?
A.
It is. I imagine it's changed over the years, but we
do still meet with people who have, for instance, not told
anyone outside the family. So, there's a tendency with
some - and this was a minority for sure - but they will
still conceal the cause of death, so they've got a lot of
discomfort about saying, because they're worried about how
they're going to be perceived by others, and also,
sometimes it's about protecting the person who's died; so
they don't want that person to be judged or condemned
because they took their own life. So, there's that aspect
of it.
And, as I said a bit earlier, people do experience
being avoided, the name of the person not being mentioned,
so it's those sorts of things which tell us that stigma is
still present and difficult for people who are bereaved.
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Q.
Do the lack of social conventions or rules for
discussing suicide feed into that and affect how people who
are bereaved by suicide experience that bereavement?
A.
Yes, I think it does, because it means that people
around them don't know how to talk about suicide. I mean,
no doubt you've heard over and over how suicide is complex,
and it is, but there will be a tendency for most people to
oversimplify why someone's ended their own life.
So it might be, a relationship might have ended, so
it's like, that's the cause, and it's a misunderstanding of
suicide. And so, not really understanding suicide, not
knowing how to think about suicide, not knowing how to
think about a family, that's all part of that sense of,
people don't know how to talk about it.
The sort of norm about suicide I think that is still
around is that someone who's ended their life is weak or
cowardly or selfish, and that does still play out. People
do still have people in their social networks saying those
kinds of things to them.
Q.
I have two final questions. The first one is, what
needs to be done in Victoria to better assist people
bereaved by suicide?
A.
I guess there probably needs to be more funding, more
services and more integration of services, so there's that
sort of work similar to what we do in our service.
But also, in some communities they're developing
what's called suicide postvention protocols, so that's a
kind of community level response as well when someone dies
in a community, so there's that aspect of it too which
could be strengthened and in more communities. Yeah, I
think that - yeah.
Q.
The final question is about the key changes to the
mental health system. In your statement you've given a
couple of examples of what's been done elsewhere, and I
wondered if you could just expand on three of them so that
we can understand.
The first one is the Zero Suicide Framework, and
you've referred to this in the context of implementing
different models of care for people who are suicidal and
who attend the Emergency Department. Could you just
.23/07/2019 (16)
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explain for us what the Zero Suicide Framework is?
A.
It was developed in the United States, and so, I've
certainly done some reading on it and been to several
conference presentations on what's called the Zero Suicide
Framework. I mean, what they call it really is an approach
and an approach to care, so it really is an overhaul of the
way things are done in a mental health facility or in an
Emergency Department, and also it's the way it's done but
it's also the culture, so it's attitudes to suicide,
attitudes to people who are suicidal; that there's training
done for the staff to really shift attitudes.
It also relates to risk assessment. I remember at one
of the conference presentations the Gold Coast Mental
Health Unit has been implementing this for a number
of years, and they said, you know, when we ask someone if
they're suicidal, what we want to hear is "no" because it's
scary. So, it's about changing that, changing that culture
so that people are much more able to really work with
people.
The other thing that they acknowledged was that, yeah,
people don't want to hear it because they're scared sorry, I've just lost my trail. But it is a sort of - it's
a very different approach, so it's really an overhaul of
the way things are done, and it's about spending time with
someone, really talking to them. And it's an understanding
that, in an Emergency Department or a psych unit, if you
ask the question, you might want to hear "no" but also in
that environment people are going to say "no". And it's a
sense of, like, let's create an environment where people
are going to say the truth, so they will say if they're
suicidal, so you build different relationships with people
that are much more compassionate, have much more empathy
for the suicidal state that someone's in and will really
work with them to understand that.
So that's kind of what the Zero Suicide Framework is,
it's a real sort of overhaul of what's done and also the
way it's done and the way people are treated.
Q.
The second model that you've referred to is the
Collaborative Assessment and Management of Suicidality,
CAMS?
A.
CAMS, yes.
Q.

What's CAMS?
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A.
Again, this was developed in the United States by a
clinical psychologist called David Jobes, and there's some
other models but that's one I know a lot about, is that,
when someone is suicidal, it gives a framework and a way of
really working with someone, again getting very beside
someone to understand how come you're suicidal, let's work
out what the drivers of that suicidality are, how come,
what are the triggers, what's your sort of spiral into
getting into suicidality, so it's very much a way of
working with someone who's suicidal.
There's many good - I mean, there's ASIST training and
there's safeTALK and all those are excellent, but this is
very much for people who are working with someone who is
suicidal and really helping them understand themselves, how
come, and what will help keep them safe, what they need to
do to not become suicidal. So that again is a very good
approach and it's very collaborative and very much about
building rapport and having a good relationship with
someone.
Q.
The third and final model that you refer to is the
Maytree in the UK: what does that model involve?
A.
That's a residential house for people who are suicidal
or in a suicidal crisis. So, it's not a medical
environment, it's a place where people can go when they're
suicidal and be safe and also work to understand what's
happening for them.
So, that involves clinicians but also peer support.
So, it's a very different: it's non-medical, it's much more
into dealing with what's happening for someone, and again,
what's increasing someone's suicidality and how can they be
safe. But it's a way of people being safe that's a
non-medical environment and residential.
MS BATTEN: Thank you very much, Ms Flynn.
there any questions for Ms Flynn?

Chair, are

CHAIR:
Q.
I have just a few. Could I start with the
issue of funding. I notice in your submission you said,
whilst you're service is currently funded by four of the
PHNs, not all the costs are covered and Jesuit Social
Services cross-subsidises that service, I gather?
A.
That's right.
Q.

How much does it have to subsidise the services to run
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the model that you're running?
A.
Sorry, I didn't quite hear that, sorry?
Q.
How much is it cross-subsidised by Jesuit Social
Services, self-funded?
A.
Significantly, it's well over $100,000, yeah, that
we're underfunded.
Q.
Thank you. You've given us a very good and very
compassionate overview of the impact of suicide on family
and other members and I thank you very much for that, I
think it's been very important for us to have that strong
understanding and your proposals for change.
I noticed that you said that your programs are always
full. Can I ask how you go about recruiting staff? Are
you readily able to recruit staff in such a very intense
environment, just not only for the participants but no
doubt for your own bereavement counsellors, and what do you
think is important for supporting people doing work in this
field?
A.
It's not easy recruiting suitably qualified and
experienced staff. What we look for is people who've got psychologists and social workers preferably - who have got
some experience in loss and grief and trauma, or perhaps
some significant experience in suicide. I think what we
look for actually is particular qualities as well as that.
So, when we're recruiting, we're looking for people who are
sort of robust in themselves, and compassionate, so it's
both those things: a real sense of compassion, but also
people who can take care of themselves.
We are fortunate that we don't often have to recruit
because staff tend to stay, and I think there's a number of
things that are helpful in this, because there is always
going to be a risk of vicarious traumatisation or burn out.
So, I think when I'm asked about this, which is fairly
often, it's working in an organisation that's got a good
culture overall, which Jesuit Social Services does. It's
also having good collegial relationships so the team is
very cohesive and very supportive. So those things lay
good groundwork for people to not be burnt out. And then
it's supervision and also people knowing themselves enough
to know when they need a break. So there's a range of sort
of things, yeah.
CHAIR:

Thank you very much for your overview and your
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statement today.
MS BATTEN:
CHAIR:

Thank you.

May Ms Flynn please be excused?

Yes, thank you.

<THE WITNESS WITHDREW
MS BATTEN:
CHAIR:

May we now adjourn to 2 o'clock, please.

Yes.

LUNCHEON ADJOURNMENT
UPON RESUMING AFTER LUNCH
MS BATTEN: The next witness is Associate Professor Peter
Burnett. I call Associate Professor Burnett.
<PETER LEONARD BURNETT, affirmed and examined:

[2.01pm]

MS BATTEN:
Q.
Thank you associate professor. Have you,
with the assistance of your legal team, made a witness
statement for this Royal Commission?
A.
Yes, I have.
Q.
I tender that statement. [WIT.0002.0017.0001] Before
I ask you some questions about your statement, are there
some opening remarks that you would like to make?
A.
Yes, I would. The evidence that I've prepared in the
statement is by its very nature somewhat dry and academic,
and I would like to take the opportunity to say that, that
evidence should be seen in the light or the perspective of
the fact that suicide is always a very tragic event, and
obviously particularly tragic for the individual concerned,
but also very, very tragic for families and the effects of
suicide, I have seen in my clinical career, ripple through
families and into the next generation, and it's also very
traumatic for staff who are involved in looking after
someone who goes on to commit suicide. So I think, in
looking at the evidence that I'm going to talk about, it's
very important that we retain that perspective.
Q.
You are the Director of Clinical Governance at
NorthWestern Mental Health?
A.
That's correct.

.23/07/2019 (16)

1565

P L BURNETT (Ms Batten)

Transcript produced by Epiq

2017

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

Q.
Can you briefly outline what your responsibilities are
in that role?
A.
My major responsibilities are to ensure that we
provide high quality clinical services, with a particular
emphasis on safety and continuous quality improvement, on
engagement with consumers and carers, and I've also spent a
fair bit of time on medical management as well.
Q.
Can we turn to the issue of suicide and individuals
experiencing suicide. In your experience, how common is it
for those individuals to give some indication of their
intention?
A.
I think, both from my clinical experience and from the
literature, it's very common that people give some
indication that they're feeling suicidal. The evidence is
that, somewhere around 40 or 50 per cent of people will say
something to a general practitioner, or mental health
clinician or other healthcare clinician about their
intentions, and many more people would also obviously speak
with family and friends.
Q.
In your view, does this present opportunities for
intervention?
A.
It does present the opportunities for intervention,
and a lot of clinical work has gone into trying to work out
what are the indicators that are most accurate at
predicting who's at higher risk of suicide.
Q.
In terms
assessment?
A.
In terms
within - yes,
might predict

of risk factors within that individual or
the risk factors of the individual which
the likelihood of completing suicide.

Q.
With those risk factors, are you referring to the ones
that have ultimately gone into the risk assessment form
that NorthWestern use?
A.
So, our risk assessment form was compiled by looking
at literature, looking at the indicators that are most
reliable. Having said that, however, there are - as I will
go on to talk about later - there are many difficulties
with the accuracy of those measures; of any measure.
Q.
Thank you, we will come to that. Thank you. To
clarify, when in your view is a person considered at risk
of suicide?
A.
So, from a clinical perspective people are referred to
.23/07/2019 (16)
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us often because they have voiced ideas of suicide, or
because they're particularly depressed, or because other
people have noted that their behaviour suggests that they
may be feeling suicidal or having suicidal thoughts.
Q.
Is it limited to suicidal thoughts, or does it also
include thoughts of self-harm?
A.
Well, thoughts of self-harm and suicide are related
so, yes, thoughts of self-harm as well.
Q.
Can I turn to the issue of assessment tools used by
health services. In your statement you've said:
"In Victoria different services have
developed their own assessment tools which
are generally variations on the standard
psychiatric assessment supplemented by a
form of risk assessment. Other
jurisdictions, such as New South Wales,
have a standard assessment form which is
used by all services."
Are you able to explain to the Commission why it is
that Victoria has different assessment tools across
services?
A.
Well, I think that's a consequence of the decision
made in Victoria in the 1990s to devolve healthcare to
local health networks, such as, say Melbourne Health is one
such network, and Monash is another, The Alfred, St
Vincent's and so on, there are many different health
service providers, and the model that was used was to
encourage services to be responsible for service provision
within their own area and for the Health Department to have
a role in setting standards and monitoring performance but
not in actual service delivery. Other jurisdictions have
retained a more traditional path where the state department
is much more actively involved in the service provision
side of things.
Q.
Can we turn to the risk assessments within
NorthWestern Mental Health. You've said:
"Within NorthWestern Mental Health we have
a detailed assessment form used for
assessments of new consumers and risk
assessment forms tailored for the different
settings in which they are used; that is,
.23/07/2019 (16)
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ED, inpatient unit, community, et cetera.
Risk assessment forms must be tailored to
the specific setting because the risk
issues arising in an acute ward are often
very different compared to, for example, a
community clinic."
First, can you clarify for us, how are the risk issues
different?
A.
In an inpatient service, by definition the consumers
who are admitted there are likely to be at a higher risk,
they're likely to have a more acute presentation of a
mental illness, and also, they're in an environment in
which there is some ability to control their access to
means of self-harm or suicide. So, being in an inpatient
unit is safer in that sense, but also, it's a more at risk
population. So, the risk assessment tools focus on keeping
people safe in that environment are looking for
indicators - looking for areas where we think there might
be a risk of a person being suicidal or regressive or
whatever else may be looked at.
On the other hand, in the community the risk factors
are different because a person is in an uncontrolled
environment where they have access to different means.
That said, the fundamentals of the suicide assessment
are much the same: that the risk factors from the person's
background, from any illness that they might be suffering
from and the interplay of those predisposing factors with
any acute stressors, those factors obviously apply to both
settings. So, there is an overlap in the risk assessments,
I'm just explaining why there are slightly different
modifications of the risk assessment tool.
Q.
If someone presents at the emergency department
expressing risks of suicide, can you step us through the
process for how the risk assessments are done for that
person?
A.
So, the first assessment would be done by the
emergency department triage nurse who would look at the
information and assign a category to that particular
consumer, which might be ensuring that they were in a safe
place while they were waiting to be seen.
They would generally at that point notify the
emergency mental health team, and the person might also
.23/07/2019 (16)
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have an assessment - generally would have an assessment
from the emergency department staff. Then the emergency
mental health team would do a specialist assessment which
would be a mental health assessment, so looking for signs
and symptoms of mental illness, and then they would do the
particular risk assessment. Sorry, prior to that, if the
person had come in expressing suicidal thoughts as part of
the mental health assessment, they would explore that in
some detail to get an understanding of how intense a
person's thoughts of self-harm or suicide were; whether
they had made any attempts, whether there were protective
factors in their lives, whether there were acute stressors.
These would be part of the general mental health
assessment.
Then there would be a mental state examination which
would look at signs of mental illness, and then the
particular risk assessment would focus on recapping all of
the factors which I've mentioned before: the predisposing
factors to suicidal behaviour and any protective factors.
Q.
Do you know whether anyone presents at the emergency
department at risk of suicide who is not then referred to
the emergency mental health team?
A.
The decision about referral to the emergency mental
health team is one for the emergency department medical
staff. While the person is in the emergency department,
the clinical governance for that person is with the
emergency department until they're formally taken over by
the mental health but referred to the mental health for
admission or referred then for outpatient care if they're
not admitted.
Q.
And that's not something you have responsibility for,
the emergency department?
A.
No. Obviously, we work in collaboration with the
emergency department, it's not like we're two completely
separate entities, but technically the clinical governance
is with the emergency department.
Q.
For the people who are referred to the emergency
mental health team, you referred to a clinical risk
assessment and management form that is completed for those
people.
A.
Yes.
Q.

There are suicide static factors?
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A.

Yes.

Q.
A.

And there are suicide dynamic factors?
Yes.

Q.
So, the static factors: can you explain what the
static factors are and why they form part of the risk
assessment?
A.
So, static factors are those factors in a person's
background which have been shown to be associated with the
risk of suicide. So, they may be things like having a
family history of suicide, or having a serious mental
illness, or having a serious physical illness. So, they're
factors which are, in a sense, not changeable, they're
static, they're part of a person's make up.
The dynamic factors are things that are happening in a
person's life at that point in time: so they could be
things like loss of a job or loss of a relationship, or
some particularly acute interpersonal problem that they're
dealing with.
Q.

You've said in your statement:
"The optimal approach to assessment
requires consideration of nuances that may
inform the outcomes and whether hospital
admission or community support may be more
appropriate for the patient."

What does that involve, that assessment and
consideration of nuances ?
A.
It's about listening to what a person says and also
what they do not say, and being attuned to subtle
indicators. So, for example, a person might say, "I'm not
feeling suicidal now." That might suggest they - obviously
would suggest that they may have been feeling suicidal at
some other time, so one would explore that with the
individual and try and establish just how acute the current
suicidal ideation is.
Other things that are perhaps in the area of nuance
are information that they may have said to somebody else
that they will then deny, or perhaps a person who says to
you, "Well, I don't want you to talk to anyone about this
because they're all very busy and I don't want to trouble
them with my concerns." That's a legitimate thing for
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someone to say, but obviously the assessment of the risk is
incomplete if we're not able to speak to other persons in
that individual's immediate environment. So, one's
assessment might be that we need a more conservative
outcome if we can't get what we would call collateral
information about how an individual is travelling.
Q.
I will return to the issue of collateral information,
but before I get there I want to remain on the optimal
approach. The Commission's heard a lot about the pressures
on the mental health system. Do the pressures on the
system have any impact on whether the optimal approach is
always done?
A.
That's a difficult question to answer, in the sense
that, our clinicians I think always provide a good standard
of assessment, and that may mean that as a consequence
other people have to wait because the number of - I mean,
even in very busy emergency departments, we have two
clinicians rostered on at a time, so if both of those are
doing assessments then there's going to be a delay for
others to be seen. That is less than optimal. And
obviously, if someone is very distressed and disturbed
having to wait a long period of time is in itself upsetting
and distressing.
So, in that sense I think that pressures lead to less
optimal responses. However, I think the job of
professional staff is to ensure that they always provide a
good level of clinical care regardless of the pressures
that they're under.
Q.
You referred to the difficulty with sometimes getting
collateral information. The risk assessment requires that
the assessment be comprehensive and includes static and
dynamic risk factors and be informed by relevant and
collaborative information. What are some of the challenges
in trying to get that collateral information?
A.
Well, sometimes the challenges can be that the
individual forbids you to access anyone and won't provide
information of relevant people.
Q.
And, if they forbid, that's the end point, there's
nowhere to go?
A.
No, we would try and encourage them to let us talk to
someone that they would feel more comfortable us talking
to. Sometimes it's the case that the person may give you a
name but that person's unavailable, or that it's the middle
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of the night and it's very difficult to access somebody; so
in those circumstances, as I mentioned previously, we would
be more likely to take a more conservative view of what
management options are appropriate.
Q.
In your view, how accurate are the current criteria in
determining whether a person is at risk of suicide?
A.
It's extremely difficult to predict the short-term
risk of someone completing suicide. So, in that sense, no
matter how good - how complete the list of indicators is,
it's not going to give you very reliable information about
who out of 20 people who come in with suicide ideation are
actually likely to go on and make an attempt.
Q.

You've said in your statement:
"Unfortunately, there is no magic tool to
identify suicide risk. There is evidence
that a good psychiatric examination
undertaken by skilled clinicians with
attention to risk issues performs better
than most specific suicide interviews."

First, can you clarify for us, what is a specific
suicide interview?
A.
I'm thinking of experimental or research interviews
which have tried to identify which risk factors are the
most likely to lead to an actual attempt of suicide.
Q.
Then, can you elaborate for us, what is the evidence
that a good psychiatric examination with attention to risk
performs better?
A.
The evidence is a series of studies of outcomes, which
I've mentioned some of those in my statement, given some
references to those, and it's generally most suicide
experts would have the view that a good psychiatric
assessment is as good as any other method.
Q.
You referred to the difficulty in predicting who is
going to complete suicide and when. Can you explain for us
how a sudden change in a person's mental state can limit
the usefulness of the assessment tools?
A.
Yes. I think, as I mentioned, the dynamic factors are
particularly important in a person making a decision to
actually make an attempt on their life. So, many people
may have the same static factors, the same predispositions
to suicidal behaviour, but it's the acuity of the current
.23/07/2019 (16)
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stress and also feelings of hopelessness and feelings that
this will never go away that lead a person to think that
suicide might be a better option.
So, the example that I gave in the statement was of a
person not at our health service, but at another health
service a colleague was talking about, where a person had
been very depressed, had had a hospital admission, had made
a good recovery and was feeling much more positive about
life and then was preparing to be discharged, went to the
cafeteria for lunch, didn't come back and was found having
attempted to hang himself in the hospital stairs.
Fortunately, he survived and he was able to tell staff
that the reason he'd done that was that he'd felt so
confident that he tried to make contact with an estranged
family member and that person had not reciprocated his
contact, so he felt that everything he'd done had not been
worth it and he became acutely distressed and attempted to
kill himself.
Now, if we had done a risk assessment of that person
an hour before he went out on leave, we would have had no
concerns at all about his risk status, and yet, an hour
later he was acutely suicidal. So, that's an illustration
of how difficult prediction can be and how vulnerable some
people can be to unexpected changes that happen to them.
Q.
You've referred to the fact that the data available is
usually a lifetime risk.
A.
Yes.
Q.
Can you elaborate on that: what's the lifetime risk?
A.
So, that data came about because the ability to
clinically predict suicide was not very strong, so the
researchers then looked at whether there were - if you
studied large numbers of people and looked for the
occurrence of multiple different risk factors, whether that
might provide a more accurate prediction of who was likely
to actually go on and attempt or commit suicide.
While it does identify people who are at risk, it does
so in a very non-specific manner. So, there might be
hundreds of thousands of people who have those particular
characteristics, and it's true that that group will have a
higher risk of suicide than a group of people who don't
have those characteristics. However, those figures are
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determined by how many people commit suicide over the
course of their lifetime, so that information is helpful
but not particularly helpful in deciding who is at
particular risk in the next few days or the next few weeks.
Q.
In your view, do the pressures on the mental health
system impact on suicide rates?
A.
I think, again, it's difficult to establish
scientifically that there's a direct correlation. It makes
common sense that a system which is under pressure, where
people have to wait long periods as I've said, that for
people who are very distressed, that extra waiting and the
uncertainty of what the service may be able to offer them,
that they are additional stress factors that they really
don't need at that point in their life. So, I believe that
there is some affect from that.
Certainly, services are under very, very considerable
pressure for inpatient beds in Victoria. I'm sure this has
been talked about in some of the submissions, that we have
a very, very low rate of beds per population, and so,
people have much shorter stays in hospital than in some
other jurisdictions or in other countries.
It's likely that, because of that, that people are
discharged when they are not 100 per cent better. The
question of when people should be discharged of course is a
difficult question, but these external pressures do mean
that people are moved through the system more quickly than
they might otherwise be.
There's also some evidence from studies in America
that rapidly reducing beds has been associated with an
increase in the number of suicides, but again, there are
many factors that could be affecting that, so I think it
would be difficult to state with certainty that lack of
beds causes an increase in suicide, but it's certainly a
plausible line of enquiry.
Q.
I want to ask you more about the beds in terms of
inpatient admission. You've said that:
"Inpatient admission is often useful in
containing a suicidal crisis but there is
no evidence that it is an effective
treatment of suicidal behaviour in the
longer term."
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Can you explain what you mean by that?
A.
So, if a person is very acutely distressed and
actively planning suicide, then almost all clinicians would
recommend that person be admitted to hospital for a period
to contain that acute risk and to begin the process of
engaging them in longer-term treatment which is necessary
to try and tackle the kind of problems with thinking and
handling conflict or handling interpersonal crises: that's
the kind of work that is necessary to help them in the
longer term, but you can't do that straight away if they're
at imminent risk. So, in that sense hospitalisation is
useful.
However, inpatient wards are very busy places, noisy
and lots of very disturbed people, so it's not an
environment conducive to psychological therapies or for
people to stay for a long period of time to work on these
problems.
Q.
In your experience, what are some of the barriers to
people who are at risk of suicide receiving appropriate
treatment at a systematic level?
A.
I think we could look at a whole range of issues with
barriers. So, I guess the first one is access to services.
So, we know that some populations of people are at higher
risk than others in terms of completing suicide;
particularly Aboriginal and Torres Strait Islander people
LGBTIQ people; various age groups, men between 25-44;
younger teenage people; there are high risk groups, some of
whom find it difficult to go to a health service and
request help. So, the first problem is access, people
feeling comfortable to come and seek help.
The second group of problems is the issues that we've
spoken about with regard to the pressure on the system and
the demand and the rapid throughput in the system. The way
that services are structured is a necessary consequence of
the environment in which we work, but it may be that many
people with a whole range of mental health problems fair
better with continuity of treatment, with seeing the same
person over a period of time - I'm thinking the outpatient
phase of treatment now the community phase of treatment and sometimes our services are not as good at providing
that as we might like them to be because, if people are
working shift work or if there's a high turnover of staff,
then getting continuity of care becomes difficult, so they
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also impact on outcome.
Q.
I have two final topics to address with you: the first
is the Mortality Benchmarking Group. Could you explain to
us what that group is?
A.
That's a group of eight different mental health
services in Victoria which got together 11 years or so ago
with a view to understanding better what the data was
telling us about the number of people who committed suicide
or who had what we call reportable deaths, so not just
suicide but also unexpected and unnatural deaths; with the
aim that this might help us identify services that were
doing particularly well or services that were doing not
very well, to see whether there might be things that we
could learn from that to try and reduce the risk of suicide
in our own services.
Q.
What has the group established? Are there differences
between particular services?
A.
Yes, there are differences, but there are much more
similarities than differences. So, we haven't established
that any one service has markedly better outcomes than
another, or markedly worse outcomes than another.
What we do see is that, for any individual service the
numbers can vary quite a bit from one year to another, but
if you look at it over a period of eight or 10 years as
we've been able to now, it tends to even out.
There are differences in services that are close to
the centre of the city and have a lot of more sporadic
engagement with people who may be homeless or are at high
risk of self-harm or suicide, whereas regional services or
perhaps outer urban services are less, have lower numbers
overall, but on the whole it hasn't found an answer that we
can generalise.
From the point of view of my own service, looking at
that data and presenting the data to our own board
governance committees has certainly provided a focus on the
number of people who commit suicide and has led to some
independent external reviews of the service to look at how
we're doing and what things we might be able to do better.
Q.
Have you implemented changes as a result of those
reviews?
A.
Yes, we have, and we've identified particular areas,
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some of the areas I've mentioned already: so access, areas
of transfer between services or when a person leaves the
service and then is referred back to primary care or to
another provider, are all very high risk areas and they
tend to be recommendations from those kind of reviews.
Q.
My final question is, what changes do you think would
bring about lasting improvements to help people at risk of
suicide, particularly in relation to accessing treatment or
getting help earlier?
A.
Yes, I think accessing treatment is particularly
important. Perhaps even before that, there's some evidence
that what we might think of more kind of population-based
initiatives can be helpful: so, training community leaders
in awareness about suicide, and raising the profile of raising the awareness of people to seek help earlier and
encouraging others to avoid stigma and that it's okay to
talk about some of these things; there's evidence that
those things are helpful.
There's definitely evidence that reducing the means to
commit suicide in the community results in reduction in
suicide rates: so, particularly access to firearms, access
to high bridges and cliffs and things like that; fencing
off The Gap in Sydney resulted in a reduction in suicides
at that time. So, those kind of preventive measures on a
population level are helpful.
Then the access issues which I mentioned before, so
particularly for communities who don't enjoy good access to
health services currently, they are helpful. Improving the
quality of the psychiatric mental state examination and the
history taking, and improving clinicians' ability to ask
the right questions.
Again, we can't show scientifically that that improves
the outcome, but it's certainly, from all we know about
suicide, it's likely that that is an effective treatment
plan and that's one that we've done in my own service where
we rolled out an intensive suicide awareness training for
all of our clinical staff.
MS BATTEN: Thank you very much, Associate Professor
Burnett. Are there any further questions?
COMMISSIONER COCKRAM:
Q.
Associate Professor Burnett,
you were highlighting the difference between making
.23/07/2019 (16)
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assessments in different settings, and we've been struck by
evidence from a number of directions about people being at
risk during periods of transition, especially at discharge
from a ward, discharge from the emergency department.
I guess the question then raises, is it an effective
assessment at all to be assessing somebody at the point of
discharge from an inpatient unit rather than at the point
of when they're in their community setting: how valid can
we make an assessment in that context given the evidence
we've been hearing?
A.
Well, I think it depends on how we look at the data.
So, the vast majority of people who are referred from one
service to another make that transition without a bad
outcome, but for those who do have a bad outcome that is a
high risk period, so I think it depends which way around we
look at the problem.
As in the clinical example that I gave, it's very
difficult to predict what's going to happen to a person
after they leave your service. There are no tools that
tell us what it will be like for that person if something
goes wrong a few days later. We can say based on
everything we've seen they're doing very well, they're
certainly ready to go home, they're no longer detainable
under the Mental Health Act, if they ever were, so they
have that right to choose to leave hospital.
In general I think our assessments are as good as we
can do, they're as thorough as anyone in the world would
do. The problem is that the phenomenon that we're talking
about is mercurial: that people, obviously they retain
their static risk factors and, if a new event occurs, then
they may feel that their coping capacities are overwhelmed
and they experience that feeling of distress and
hopelessness which might lead to an attempt or a completed
suicide.
COMMISSIONER COCKRAM:

COMMISSIONER McSHERRY:
Q.
I note in your statement, and
in your statement to us just before, that you say there are
currently no reliable assessment tools, but you carry out,
I suppose, some sort of structured professional judgment
when you're assessing.
A.
Yes.
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Q.
You've also mentioned a study by Matthew Large, and I
know that he and some of his colleagues have argued that,
in terms of mental health laws, we really shouldn't be
emphasising assessment of risk, we should be getting away
from that. I just wondered what your view would be on
that?
A.
Well, that's a very controversial topic. I think that
his views about risk assessment are consistent with the
literature, but they're not very useful for clinicians who
are faced with a clinical problem in real life.
So, I think clinicians need guidelines to follow in
order to feel comfortable making an assessment and doing
the best clinical job that they can. If we were to say
that obviously risk assessment is a very inexact science,
therefore we shouldn't bother doing it, the question would
be, what would we do instead? And I think that would be a
worse situation than we're in now.
I think it's really about the question of, medicine is
both an art and a science, and psychiatry I think even more
so. So, we absolutely must be guided by the science, we
must learn from what happens, we must remain open to
changing what we do when we see advances in the science;
but on the other hand, if the science can't tell us where
to go, then I think we have to use our clinical skills to
make the best judgment that we can. I think that's what
our clinicians do all the time and if we had better tools
to guide us, we would love to have them and we would love
to use them, but I wouldn't say do nothing because those
tools don't yet exist.
Q.
But could there be a possibility of an alternative
framework based on what the individual needs and what the
individual wants, rather than so much emphasis placed on
trying to assess risk of serious harm?
A.
Yes I think clinically - and I can't prove this
scientifically - but I think clinically things like
engagement and hope are very important. One of the roles
of a clinician dealing with someone who is very actively
suicidal or distressed is to provide a sense of hope, you
know, to provide - "yes, I've been with people who feel
just like you do now and they have managed to get better,
they have managed to get through this crisis." So, the
role, that therapeutic role of the clinician I think is
very important. So, in a sense that's using a different
framework from the framework of a risk assessment
.23/07/2019 (16)
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management.
CHAIR:
Q.
I just have a few issues I'd like to follow
up on. It was very helpful in terms of your witness
statement, some of the details you gave us about the other
studies that have been done.
We heard in evidence before this Commission how
frequently people have dealt with GPs or other
practitioners fairly proximate to the time that they have
been in deep distress. But I noted in your witness
statement you said there was a UK study that said
47 per cent of patients with a history of mental illness
who suicided were in contact with their GP in the previous
month, and 16 per cent in the previous week.
A.
Yes.
Q.
But so suicidal intent was communicated in less than a
fifth of the final consultations, which I think goes to
your point about the difficulty in assessment and also the
rapid de-escalation that can happen with some life
stressors.
How well informed do you think treating practitioners
are about some of those complexities? Because a lot of the
focus on suicide prevention is about education,
awareness-raising, but some of it is very complex education
and awareness-raising.
A.
It is indeed. I think there is some evidence that
upskilling general practitioners and other primary
healthcare providers is useful, it does at least perhaps
lead to a better pick up of people who are at higher risk.
But perhaps even more so, or perhaps in parallel with
that, is the training of community people to be aware of
suicide risk in workplaces and so on. I think one of the
more powerful studies was an American study looking at
service personnel in the United States, where they very
actively trained officers and non-commissioned officers to
be sensitive to people displaying any signs of suicidal
thinking and having a very active campaign to then get them
into some kind of treatment.
So, again, that's a slightly unusual environment, in
that they had a workplace where they could issue commands
and set up a pathway that everyone would follow, but it
does perhaps give some indication of models that might be
.23/07/2019 (16)
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useful.
Q.
Then, going to your benchmarking study, I take it that
that initiative that I think you said has now been in place
for 8-10 years?
A.
11 years.
Q.
11 years, was an initiative of the eight health
services?
A.
Yes.
Q.
And have now been participating in that. I noted in
your witness statement you said that there was some
interest in the Chief Psychiatrist and others in maybe
taking over that function and incorporating it into work
that's been done with the Coroners Court.
A.
Yes.
Q.
What would you see as the benefit, if any, of that, or
would you still think it's important that health services
have I guess that responsibility to assess their own
performance and opportunities for improvement?
A.
I think the health services should always be
responsible for looking at their own performance, but the
bigger the group that you're benchmarking, the better the
data will be. I guess the gold standard is, the
United Kingdom has a confidential national inquiry into
suicide and homicide, and in the last 10 years suicide
rates in the UK have gone down and suicide rates in
consumers attending mental health services have all gone
down, which is different from other jurisdictions.
They've also shown that - this is a very comprehensive
process where, whenever a person is thought to have died
from suicide and been in contact with a service, the
clinicians have to fill out a very lengthy questionnaire,
and then that goes to the confidential inquiry, and then
when the Coroners report confirms that it is suicide, then
it enters their database.
As a result of that study or that database, they've
been able to make recommendations to services in particular
cases, and they've shown that services who adopt their
recommendations have had a change in their suicide rates
over time. So, clearly there is an improvement, a positive
change - so clearly there is some power in having that sort
of a database, but obviously that's because it's a
.23/07/2019 (16)
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requirement of services in the UK across the whole country
to do that.
Q.
Thank you, we may follow up. Did you reference that
particular piece of work?
A.
I can't recall, but I can send it to you if I have it.
CHAIR:
If not, then that might be helpful if you could
give us that reference point, that would be very useful.
Thank you for your evidence.
MS BATTEN:
excused?
CHAIR:

May Associate Professor Burnett be

Yes, thank you very much.

<THE WITNESS WITHDREW
MS NICHOLS:
Commissioners, the next witness is Bruce
Crossett of the Transport Accident Commission. Before I
call Mr Crossett, just to add to what I said this morning,
Mr Crossett is clearly not an expert in suicide and nor is
the Transport Accident Commission, but they have engaged in
a systems approach to a widespread problem that causes
great social harm, and they've done so over a number
of years.
And, whilst it's not suggested by Counsel Assisting
that the road toll or the systems or issues affecting it
are a proxy for or the same as those factors affecting
suicides, nevertheless there are potentially some
significant learnings to be gained from the approach that
TAC has taken.
Also before I call Mr Crossett, there's an appearance
on behalf of the Transport Accident Commission.
MR MARTIN: If the Commission pleases, I'm Mr Martin. I
appear on behalf of the Transport Accident Commission.
MS NICHOLS:

I call Mr Crossett.

<BRUCE DOUGLAS CROSSETT, sworn and examined:

[2.48pm]

MS NICHOLS:
Q.
Mr Crossett, are you the Acting Chief
Executive Officer of the Transport Accident Commission?
A.
That's correct.
.23/07/2019 (16)

2034

Thank you.

1582

B D CROSSETT (Ms Nichols)

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

2019 public hearings

Q.
And you're also the Chief Strategy Officer for the
Transport Accident Commission?
A.
That's correct, yes.
Q.
Can I ask you, what is the Towards Zero strategy, in
brief?
A.
Yeah, so essentially the Towards Zero strategy, which
was established back in 2015/2016, was the first long-term
strategy into road trauma prevention, a State Government
initiative, and through the TAC and its partner
organisations, Victoria Police, VicRoads, Department of
Justice and Department of Health and Human Services,
established the strategy which really takes a system
approach as you said in your opening, looking at all
elements of road trauma and how can we treat at that point
in time still close to 300 people losing their lives on our
roads in Victoria.
That system approach was borne out of a model from
Sweden which was established in 1997, Vision Zero, and so,
that was the originator of that system approach to
prevention and looking at the four key elements which are:
safer roads, safer speeds, safer vehicles and safer people.
Q.
Can I just take you back a little bit. The systems
approach, does that include these concepts: safe systems
which we'll go to; a long-term vision; a basis in
analytical modelling or evidence; ministerial
responsibility; and significant financial investment?
A.
Absolutely. So, it encompasses all of those elements
in terms of how the strategy was set up and the level of
responsibility from the establishment for the first time at
that time of a Minister for TAC and a Minister for Road
Safety in particular, as well as significant investments in
things like infrastructure to support the strategy.
Q.
You mentioned before the elements of the safe system,
those being safe roads, safe speeds, safe vehicles and safe
people. Can you just say a little bit briefly about what
each of those means?
A.
Yeah. So, essentially it's thinking about prevention
in this particular case and saying that humans will make
mistakes and that the road system, for example, needs to
take that into account.
And so, in terms of what treatments we put in place,
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for example safer roads, the flexible wire rope barriers
that are now being installed across our state, that takes
into account that people will make mistakes.
In terms of vehicles as an example say for people:
people are vulnerable and, for example, if a person as a
pedestrian is struck by a vehicle at more than
30 kilometres per hour, they're likely to be seriously
injured or potentially lose their life. So, the elements
of the safe system take that into account, that people are
vulnerable, there are tolerances to what people can
withstand as well as the other elements of that program.
Q.
So, is it correct to say that the safe roads, safe
speeds, safe vehicles elements of the strategy go well
beyond attempting to modify people's behaviour and to put
in place other safeguards?
A.
Exactly. I think, if we think about the history of
road safety and prevention in Victoria, back in the late
70s, early 80s, we had just over a thousand people losing
their lives on our roads each year, and at that time in
around 2015/2016, we'd plateaued in terms of lives lost
around 300, and so, really this safe system approach was to
take us to the next level of having an impact and saying
that zero was really the only acceptable outcome.
Q.
So, does that represent sort of a philosophical
approach backed by a suite of practical measures?
A.
That's right, so it's really saying that no-one
deserves to die on our roads and therefore zero is the only
acceptable target, and that if we were to make significant
further gains, we'd need to look at the road system as a
system in terms of, whether it's behaviours or speeds or
vehicles or the road network itself, look at all elements
and put in place treatments to address those areas.
Q.
Before this significant investment was made, or rather
before making it, did it draw upon some well-established
bodies of evidence that were available to TAC through its
and its predecessor's work over the last few decades in
relation to road safety?
A.
That's right, and the Monash Accident Research Centre,
which was established back in 1987, is considered one of
the leading research accident prevention centres in the
world now. So, it drew heavily on evidence base as well as
modelling as you mentioned earlier to say, if we put these
initiatives in place, this is the amount of impact,
.23/07/2019 (16)
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positive impact we can have on road trauma, both lives lost
and serious injuries.
Q.
And that modelling really went to road safety aspects,
so making modifications to roads and vehicles; is that
right?
A.
Yeah, exactly.
Q.
Was there some economic modelling that went to develop
the business case which put to government the benefits of
investing heavily in this program?
A.
That's correct. So, there was economic modelling
around the savings to the community in reducing road trauma
through the investments, for example in infrastructure, as
well as other significant savings in the impact on
Victorians of losing a loved one or the associated medical
and health costs.
Q.
Was there also, in launching the campaign, some market
research about how it should be described and how the
public would receive the, for example, what it was called?
A.
Yes.
Q.
And the way it was portrayed in the media?
A.
Yes, and I think that was an important point: in
developing the strategy the research had shown that, in the
context here in Victoria that it was unlikely the community
would accept at that time that Vision Zero, which is what
the Swedish model was, was going to be accepted here.
So, through further research, having a Towards Zero
goal was considered to be acceptable and was more
action-orientated, and in the end was how the strategy has
been described, and since that time we've had - now we're
at a point where about 50 per cent of the community in the
testing and surveying we do now say that zero is the only
acceptable target that we should aim for, and that it is
possible one day. So, we've still got more work to do, but
there's been significant embracing from parts of the
community that that is possible.
Q.
So, that aspect of the program that you're discussion
now is about community buy-in to the philosophy, not only
as it underlies the program, but as it's expressed in the
public promotion of the strategy?
A.
Yes, that's correct.
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Q.
Was it thought that you needed to have a program that
people would resonate with and agree with and that you were
to assess that by doing constant market research?
A.
That's correct, yes.
Q.
You mentioned before that the aspects of Towards Zero
include the understanding of the consideration of the road
network as a system in which we all use the components, the
roads we design and build, the vehicles that drive on the
roads, the people who use the roads and drive the vehicles
and the speed at which we travel on the road network.
So, is that concept of a system central to the
strategy?
A.
Absolutely, and again, as we say, there is clear
evidence around the world in Sweden, and even in the UK
now, who are achieving reductions in lives lost at a better
level than here in Australia and that's through the
application of the safe system approach and those four
pillars that we've talked about.
Q.
Is it understood why Sweden is achieving such good
results?
A.
There are a number of factors, but one in particular
is that they started the journey much earlier than we did
here in Victoria, so culturally there's already an
acceptance around speed and things like the separation of
motor vehicles with cyclists. So, we know we've still got
quite a bit of work to do in areas like that from a
cultural point of view here in Australia. But areas like
that in Sweden, countries like that, they have made further
gains at this point, but we continue to look at how we can
bring those changes about as well.
Q.
Presently do key aspects of Towards Zero include an
initially large investment of $340 million towards safety
infrastructure on rural and regional roads?
A.
Yes.
Q.
$380 million worth of improvements on the road
networks across metropolitan and regional Victoria under
the Safe System Road Infrastructure Program?
A.
Yes, that's correct.
Q.
$60 million to support safer intersections and traffic
calming treatments at locations in local street networks?
A.
M'mm.
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Q.
$100 million of improvements to infrastructure for
pedestrians and cyclists. $146 million to implement a
young driver safety package?
A.
Yes.
Q.
A.

Which is an education program; is that correct?
Yes, that's correct.

Q.
And $26 million on a range of vehicle, behavioural and
other research measures?
A.
Correct.
Q.
Was that just the initial investment or the investment
to date?
A.
So, the investment overall is $1.4 billion over the
five-year period of the strategy to 2020, and the target
associated with that investment is to reduce lives lost to
below 200 lives lost, and a 15 per cent reduction in
serious injuries on our roads as well, which has a
significant ongoing lifelong impact for Victorians that are
seriously injured. So, all of those investments are
looking to achieve those targets.
Q.
Were those investments decided up-front at the launch
of the program in conjunction with its objectives?
A.
They were, and they were also modelled, as you
mentioned earlier, in terms of our probability of achieving
those outcomes through these mechanisms, so there's very
clear modelling behind all of those initiatives.
Q.
Does TAC continually measure its own performance
against its targets?
A.
Yes, we do, and our road safety partners do it as well
in terms of these measures. The headline measure, as you
would expect, is the reduction in lives lost and then the
serious injury measure as well, the 15 per cent reduction.
The other way we measure the impact of the initiatives
is through community sentiment, asking the community
regularly whether they believe the initiatives we're
putting in place are going to make a difference, and their
view about whether zero is possible one day.
Q.
And so, is it an essential part of the program that
there is continual self-assessment of how it's travelling?
A.
Absolutely, it's a critical part of the strategy is
.23/07/2019 (16)
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constant evaluation and then, in the case of this year as
an example where we've had a result tragically well above
where we would expect to be at the moment, further
strategies and treatments/mitigations are put in place to
hopefully get us back on track to where we're aiming for.
Q.
You referred to the result this year, and of course
every life that's lost is a tragedy.
A.
Absolutely.
Q.
What sort of approach does TAC take to the timeframe
over which success should be measured?
A.
Yeah, I think that's a really important question.
That Towards Zero strategy was always a long-term strategy
and looking over a five to 10 year horizon, and the next
strategy beyond 2020 is already under development.
So, a year like 2018 where we had our record low lives
lost, tragically still 213 people lost their lives on our
roads, but this year we're very likely to be well above
that figure. The experts would say that you should not
respond in isolation to one year's results, you should
continue to look over a longer period; make appropriate
adjustments along the way, but overall look at a longer
horizon with such a complex challenge in our community and
how to address it over the longer term.
Q.
Can I ask you about the importance of TAC's public
education campaigns as part of its strategy.
A.
Yes, I think, as we talked about earlier, public
education is still a key element of the strategy, and it
works in conjunction with the other elements of the safe
system approach. There are a range of public education
programs that TAC and its partners continue to implement
and also monitor the effectiveness of those programs when
they are implemented: how much the community understands
and how much ultimately behaviour may change as a result of
those programs.
Q.
What sorts of media does TAC use to educate the
public?
A.
Yes. Well, we obviously use a range of media
platforms as well as partnerships, corporate partnerships,
grassroots community activities, and even through our local
government areas. We have had quite a bit of success in
recent years in getting local government to take up the
Towards Zero vision, and in some councils to announce that
.23/07/2019 (16)

2040

1588

B D CROSSETT (Ms Nichols)

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

2019 public hearings

they are Towards Zero councils now and put in place their
own actions to lower speeds in their region or other
activities that are helping us get towards zero.
Q.
Do you know what sort of activities might occur at a
local level?
A.
Yeah, so for example the Mornington Peninsula Council
had lowered all their local road speeds from 100 originally
down to 80 kilometres. We know from the evidence that that
has a significant reduction in lives lost and serious
injuries, and they've also taken up some of our grants that
we offered the local government to put in place speed
reduction activities in built-up areas in their community
with great success in terms of reduction of serious
injuries and, in some cases, zero lives lost for a long
period of time.
Q.
So, was it an affirmative strategy of TAC to engage
local government?
A.
Yes, it was, and still more work to be done there, but
certainly it was a clear part of the strategy that we had.
Q.
Can I ask you about the program, the outreach program
you have with the Melbourne Museum?
A.
Yeah. So, part of the package around our young
drivers or future drivers, last year we established the
Towards Zero Road Safety Education Complex at Melbourne
Museum, and in the first 12 months we've had 45,000 visits
to that state of the art education complex. It's really an
immersive interactive exhibition particularly for Year 9,
10 and 11 students to attend and really understand the safe
system approach to road safety, but in a way that really
engages with them in different ways.
Also part of that is an outreach program to regional
Victoria, so recognising that not all of our community can
come to a complex in Melbourne. We have an outreach
program that's doing the same thing but in our regional
areas in Victoria to make sure that we're getting that
message out to all of our young drivers, future drivers.
Q.
How does TAC itself go about coordinating the various
parts of its activities that form part of the system?
A.
It's really a unique partnership through the TAC, as I
mentioned earlier, the Department of Transport, VicRoads,
Department of Justice, Victoria Police and Department of
Health and Human Services, and each of those partners
.23/07/2019 (16)
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understands what their role is in that partnership.
It has three levels of governance: so we have the
ministerial level where all of the ministers in charge of
those departments meet quarterly to discuss the road safety
Towards Zero strategy and how we're tracking and where do
we need to potentially make adjustments to the strategy.
Then there's an executive level meeting all of the
relevant heads of those departments or CEOs to also more
critically analyse the detail around those strategies.
Then there's working groups that sit beneath those,
and that approach, that partnership approach, is something
that was established in Victoria many years ago and is now
recognised as a key element of the success in reducing
trauma, even though we're clearly not where we would like
to be yet, but other states in Australia and other
countries have replicated that model as a way to
coordinate, share knowledge and get better outcomes.
Q.
In terms of assessing how the program is tracking,
you've mentioned two things in your statement: one is
measures and the other one is milestones. That's at
paragraph 47. What's the difference between measures and
milestones and what do they each mean?
A.
I think, when we talk about measures, they're really
the key elements of the strategy and the platforms; for
example, the 20 high risk roads that we're currently
treating with flexible wire rope barriers and other
improvements.
Whereas, the milestones are sort of a subset of that
in terms of the road safety complex that we've talked
about, or the enhanced crash investigation study, which is
a very comprehensive study of 400 individual accidents that
will soon be published around what were the causes, the
root causes of each of those accidents, and how can that
feed into our future thinking around our strategy. So, the
milestones are a range of initiatives that complement the
overall measures.
Q.
So, are the
actually do, are
and governing it
A.
Yes, that's
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So, they're performance measures?
Yes, absolutely.

Q.
In relation to the partnership, why is it important
that there be a multi-agency strategy?
A.
So I think, as I mentioned earlier, a good example of
that approach and why it's important is when we were
dealing with the problem of drinking and driving. And just
as an example the TAC obviously put that on the agenda in
the public domain through its public education program, so
that was TAC's role in that partnership.
Victoria Police conducted very widespread breath
testing, as we know, to enforce the behaviour change in
that regard, and VicRoads as part of that partnership
ensured that legislation supported the appropriate
penalties when they were applicable.
And so, that partnership approach and each of the
agencies understanding the evidence, and where we can make
our largest gains in what we're trying to achieve, and then
what their role is in that process were really critical to
the success of what's been achieved to date and what we aim
to achieve in the future.
Q.
So, you have a partnership, but is TAC the lead agency
for this program?
A.
No, not necessarily, particularly now with the
Department of Transport established, so there will be a
lead agency there, Road Safety Victoria which has just
recently been established, and TAC plays a critical role,
but along with each of the other partners who are just as
important in that partnership.
Q.
A.

So, it's a genuine partnership?
Absolutely.

Q.
How is the community involved in implementing Towards
Zero?
A.
Yeah, I think there's a range of public education
programs. We've talked about commercial and
community-based partnerships. One of the successful
engagements that we've had with the community is the
Learner to Probation Program. So, that's a program where
disadvantaged youth who don't have someone, a family member
who may be able to help them do their 120 hours learner
driving before they get their licence, we established a
.23/07/2019 (16)
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mentor program, so volunteers that across the state provide
that learner driving experience so they can achieve that
120 hours before they get their licence.
That program's been hugely successful, so 1,600 people
every year in that disadvantaged situation can now have the
training they need before they become a road user, and it's
rewarding and beneficial in other ways for the mentors
involved in the program. But it's just one example, I
suppose, of how we we're always looking for different ways
to engage the community in the topic of road safety, and
the training and education is a really important element of
that.
Q.
Does TAC have its own staff who specifically are
dedicated to this program?
A.
Yeah, absolutely. So we have a group of staff, and
again, in the partnership model for example, we have staff
co-located with the VicRoads staff who are working
collaboratively on how, for example, to roll out the most
efficient and effective wire rope barrier system across the
state. So, we have our own staff, but they also work very
closely with the other partnership players as well.
Q.
Are the outcomes against the milestones and measures
reported?
A.
Yes, absolutely. So, they're reported in the
partnership, in the Ministerial Council as it's called when
they come together, but they're also very closely
monitored, for example, by the TAC Board of Management, its
independent board. So there's a range of ways in which
those indicators are monitored regularly and assessed
whether we're on track or not.
Q.
Is it fair to say that the program receives attention
at the highest levels of governance within TAC and its
partner agency?
A.
Absolutely, yeah.
Q.
Is that an important part of what you regard as its
success?
A.
Yeah, definitely. That appropriate scrutiny and
challenge throughout the process has been very important.
Q.
One of the things you emphasise in your statement is
the importance of the Victorian community better
understanding the key messaging for the program, and you've
.23/07/2019 (16)
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mentioned this a few times, but you've given an example of
some of the ways in which you do that, one being through
mass media campaigns.
I'm going to ask you to show an example in a moment,
but can you just speak to how important mass media is in
your strategy?
A.
Yes. I think the example we're just about to show,
going back to the commencement of the Towards Zero
strategy, recognising that a lot of the community at the
beginning of the establishment of that strategy would not
potentially feel that zero, for example, was achievable; we
came up with the Man on the Street campaign, as it was
called, and this is a person who volunteered to be part of
that program and talk about what's an acceptable number of
people losing their life on our roads each year, and that
person, as you'll see when we play this short video, how he
responds to the situation, and it really created a
conversation in the community around shifting the thinking
at the beginning of that, and then since then we've been
able to build upon, I suppose, that momentum that was
kicked off by this campaign.
Q.
Alright. Well, let's have a look at it and then we'll
return to what the momentum has been. Can we play the
video, please.
(Video played.)
Q.
So, what momentum have you been able to build from
that?
A.
So I think the main statistic around that is that at
that time around 70 per cent of the community believed that
zero was possible and a target that we should aim for. As
I mentioned earlier, I think that's now up around
50 per cent.
We also recently had some community forums in regional
Victoria that our Minister had conducted, and with roughly
100 leaders from those communities or community members in
general, and they essentially were around about 98 per cent
of the people in that room now believe that Towards Zero or
achieving that one day is possible.
It's probably also worth mentioning that there are
other jurisdictions that have now put a target on the table
by 2050 that zero is achievable in a jurisdiction in
.23/07/2019 (16)
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Australia and overseas, so that's something that we'll be
considering in Victoria and a matter for the government to
consider in the next strategy.
Q.
What was the thinking behind engaging the community
with the notion that zero is possible or achievable?
A.
Well, I think it was really back to, I suppose, the
first point about Vision Zero being something that the
community, we knew, would not be able to make a leap
straight to zero as a number that is achievable, and it was
more about Towards Zero is really the critical element of
getting at least the dialogue - having the community think
about what is possible and then since then building upon
that. Nuancing the message through different campaigns has
seen that understanding and then belief build over time.
Q.
So, without trying to descend too much into
psychology, is the thinking that, if the community buys
into the program, accepting it, believing it is genuine and
will make a difference, you'll get buy-in in terms of
people's conduct?
A.
Yeah, I think that's right, it's into behaviour but
it's into also understanding other things like speed in
terms of a conversation around speed and where they are
vulnerable, and there will be further campaigns coming out
shortly to continue to help educate people about the
trade-off between getting somewhere five minutes quicker
versus the speed that you travel getting from A to B
destination, so there's continuing education around those
elements as well.
Q.
Mr Crossett, we've asked you how you think awareness
and traction for preventative action can be built across
government and across society, and you've listed a number
of factors in your statement. I'd like to take you briefly
through each of them, and you've mentioned several already,
but just to recap.
A.
Yes.
Q.

The first one is that:
"Where we're attempting to change attitudes
and behaviour to any social issue, we need
to take a long-term sequential approach
that builds year-on-year to increase
understanding and desired actions."
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A.
Yep, absolutely. So, that taking a long-term view, in
our case, we believe has been a big part of the success so
far.
Q.
Has that enabled you to sustain the agenda and to
sustain investment in the program?
A.
Absolutely, yeah, that's correct.
Q.
The next one is agenda setting: what do you want to
say about that?
A.
Really that having that clear agenda and then putting
it on the table, having the public discourse around that,
has been again, I think from what we've talked about
already, the example, has been a key part of the success of
building understanding, awareness and then momentum towards
a goal.
Q.
In service of agenda setting, you've mentioned mass
media campaigns which we've already discussed.
A.
Yeah.
Q.

You then say:
"Having set the agenda the community needs
to see action happening."

A.
Yeah, and I think that's obvious to suggest that the
community expects to see action being taken once the agenda
has been set, what actions are being taken by the
government agencies to move towards the target that we
have.
Q.

The next point is that:
"The community needs to be aware of what
their role is in helping achieve change."

A.
Yeah, and I think that's a continuing journey for us
to, as I mentioned earlier, to educate the community, help
them understand things like speed and the impact that may
have, so that role is critical to success, yeah.
Q.

And then you say:
"It is most likely that the first agenda
setting campaign will be very high level."
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What do you mean by that?
A.
Yeah, so for example, speed is a good example where
originally high level speed became an unacceptable element
in our community, but then there was still a lot of people
in the community doing low level speeding, so the Wipe Off
5 Campaign that's mentioned there is a good example where
that next level down of nuancing of messaging needed to be
put out in the community for people to understand, there's
still a level of risk being taken when low level speeding
is involved, and so, that proved to be a successful
campaign to educate the community at that next level down.
Q.
Finally, you've listed four points right at the very
end of your statement about the key elements of the
strategy. Do you want to summarise those?
A.
Yeah, I think just to finish there really, as we've
talked about, the key to the success of the strategy so far
has been that coordinated approach and from the very
top-down, from the government level down. Taking the
systems approach is clearly something that we believe, and
in other countries has proven to be successful.
The evidence: having clear evidence around what are
the areas that are driving the challenges and where can
treatments be put in place.
The communication approach is really important. And,
in the case of road prevention, the targets have been a
very tangible way, for example, to set a target of less
than 200 lives being lost on our roads in Victoria by 2020,
it really galvanised the partnership back in 2015/16 to set
out an ambitious program of work to achieve that goal. So,
in our context, we believe that that has been important.
And then the final point there is around evaluation,
so again, quite logical that everything that is being done
needs to be carefully and robustly evaluated so that you
know that it's actually going to achieve the outcome you're
aiming for.
Q.
Thank you very much, Mr Crossett.
Commissioners have any questions?

CHAIR:
Q.
Yes, I have a number. Thank you very much
for your overview. The first one I guess is to comment on
the fact that you've been able to achieve a very
.23/07/2019 (16)
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substantial reduction in the road toll over decades now,
from I think you said 1,000 down to the goal being under
200.
A.
Yes.
Q.
A.

And that's in a rising Victorian population.
Yes.

Q.
So I guess that's an aspiration. I think that the
other thing that's important is, at this Royal Commission
we've heard in mental health about the fact that we haven't
had long-term consistent approaches to issues such as the
prevention of suicide.
A.
Yes.
Q.
And so, when we note that example you gave, it's now
several decades informed by research that in your witness
statement said started at Monash in 1987, I think.
A.
87, yes.
Q.
How important is the statewide nature of your programs
and initiatives? Because, in mental health we've heard at
this Royal Commission there are many, many pilots. A
witness described, "It's more like an airport with how many
pilots we have in mental health."
By contrast, have you done that? Have you been able
to initiate new things but not just pilots?
A.
It's a good question. I think the statement also
talks to innovation and as we know that's always very
important in any strategy. So, we continue to have pilots
in some regards, particularly with automated vehicles that
are mentioned in the statement, but overarching that is the
long-term strategy with very clear evidence and with, I
suppose, more significant initiatives that come together to
achieve the goal that we're aiming for.
So, I think that is the overarching primary focus, is
those initiatives: for example, enforcement as we know or
the infrastructure roll out, they're significant
investments and they're a long way from a pilot, but also
obviously we'd like to continue to innovate and trial
things at the same time as we're rolling out those major
programs of work that are evidence-based and we know will
deliver the outcomes that we're aiming for.
Q.

The level of investment that you've had is very
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substantial.
A.
Yes.
Q.
I think $1.4 billion you said for that current
strategy. The robustness of the modelling and the business
case that was required to justify that level of investment,
how did you go about doing that?
A.
I think that's a really good point. We were obviously
in a fortunate position with the establishment of MUARC
from several decades before to have a very well established
mechanism to create that information, that data, that
evidence and we relied on them heavily, and continue to, to
provide very clear evidence around where we'll make
investments, whether it will provide the return that we
expect.
So, I think having that well-established already, as
opposed to starting that off at the beginning of the
Towards Zero journey in 2015/16, that would have been a
very different challenge for the road safety partners, but
we were very fortunate that we had already had that
well-established research arm which could provide that
evidence, that really strong evidence, from my
understanding, to a 95th probability, 95th percentile
probability of success.
MS NICHOLS:
CHAIR:

Yes, thank you very much for your evidence today.

<THE WITNESS WITHDREW
MS NICHOLS:
CHAIR:

That concludes the evidence today, Chair.

Thank you.

AT 3.30PM THE COMMISSION WAS ADJOURNED TO
WEDNESDAY, 24 JULY 2019 AT 10.00AM
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MS NICHOLS:
Good morning, Commissioners. Over the past
month we've had some compelling evidence from witnesses who
have, as I've remarked on earlier occasions, spoken as
though with one voice about what is not right with our
mental health system.
Now we turn to the foundations of the system. In
order to function properly, the mental health system must
have robust governance structures, funding mechanisms that
respond to demand and create equity, not inequity,
information systems that allow the system leader, the
Department of Health and Human Services, to measure,
monitor and manage the system, inform infrastructure
planning and appropriate infrastructure, and a sustainable
and supported workforce.
In its submissions to the Royal Commission, the
Victorian Government has said there are gaps in the
foundation of the system that are compounding system
challenges that impact significantly on the mental health
outcomes of Victorians.
We'll be asking questions in the next few days about
how some of those fractures have opened up and why they
remain. This Royal Commission, of course, is about the
present and the future, but unless we're informed about the
root causes of some of those problems, we will risk
designing a new house to rest once again on unstable
foundations.
In a 2013 report about the history of mental health
reform in Australia, John Mendoza and his co-authors said
this:
"The history of Australian mental health
reform over the past three decades is one
of world class policies and strategies let
down by inadequate planning, poor
implementation and our complex system of
government. The results have been
disappointing, wasteful of scarce resources
and too often devastating for the millions
of Australians affected by mental illness."
The authors went on to say that, despite this, many
consumers, carers and people working in the industry remain
positive, afflicted by a condition they called obsessive
.24/07/2019 (17)
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hope disorder, a condition that permits them to understand
the mistakes of the past and to plan a better future for
mental health, and in that spirit which we've seen in
abundance over the past month, we will ask: how can mental
health be prioritised, including within government, and
what makes reform stick? In an environment that's now
awash with very good ideas, how can we future-proof their
implementation?
To that end we'll hear from nine witnesses over the
next three days, each of whom has significant experience in
the governance and leadership of mental health systems.
Dr Gerry Naughtin is the Strategic Advisor of Mental
Health at the National Disability Insurance Agency. He
will talk about the history of mental health services in
Victoria, and in particular the transition to
community-based services which, as we know, happened quite
some time ago. He will talk about his observations of the
historical government prioritisation of mental health at
both state and Commonwealth levels. His evidence will
address the challenges that he sees governments now face in
prioritising mental health.
In the context of his extensive experience in the
mental health sector, Dr Naughtin will raise questions and
possibilities for the appropriate mental health system
design here in Victoria. He will address the intention
behind the NDIS system, the respective roles of the NDIS
and the Victorian Government in relation to the NDIS and
the improvements it contemplates.
Dr Peggy Brown has held a number of senior leadership
roles in the mental health sector, including Chief
Executive Officer of the National Mental Health Commission,
Chief Executive of the Australian Capital Territory Health
and Chief Psychiatrist for the Northern Territory.
Dr Brown will describe governance and accountability
mechanisms required in a well functioning mental health
system and will tell you that Victoria's mental health
system is unnecessarily complicated by a lack of
differentiation between state and Commonwealth roles.
Dr Brown will also talk about the indicators that are
commonly used to measure the performance of mental health
systems and explain the challenges in measuring outcomes.
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The Honourable Robert Knowles was a Minister in the
Kennett Government between 1992-1999. That was when the
Victorian mental health system was mainstreamed.
Mr Knowles will talk about the vision underlying the
institutionalisation, the fact that parts of that vision
have atrophied, and explain why, in his opinion, funding of
the mental health system has not been adequately
prioritised in the past decades. Mr Knowles will explain
how advocacy and other measures can bolster the political
case for reform.
Adjunct Professor David Plunkett is the Chief
Executive Officer of Eastern Health which is responsible
for the delivery of all public health care in Melbourne's
eastern region and includes Eastern Health Mental Health
Program. Adjunct Professor Plunkett will talk about how
the internal governance and monitoring of mental health
services works, as well as the steps involved in securing
funding to improve mental health services, including
capital funding.
Tomorrow we'll hear from Felicity Topp, who's the
Chief Executive Officer of Peninsula Health which delivers
an array of physical and mental public health services.
Ms Topp will talk about the way in which mental health is
prioritised at Peninsula Health and the further work needed
for the model of care to be broadly understood. Ms Topp
will address the challenges involved in advocating for
greater investment and in funding the delivery of mental
health services.
Jennifer Williams is the Chair of Northern Health
which is a major provider of public health care in
Melbourne's northern region. Ms Williams will give
evidence about the strong and focused leadership needed for
Victoria to reclaim its title as a leader in public mental
health services.
Mr Andrew Greaves is the Auditor-General of Victoria.
The Auditor-General's Office has recently published two
audits in relation to mental health. He will give evidence
about the findings of those audits and about his views
about the root causes of some of the failings in the
foundation of the system.
Ms Kym Peake is the Secretary of the Department of
Health and Human Services which is the system leader.
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Ms Peake will address the gaps in the mental health system
including the gaps in its foundations.
David Martine, from whom we'll hear on Friday, is the
Secretary of the Victorian Department of Treasury and
Finance and he will describe how the state and Commonwealth
Governments fund mental health services in Victoria.
Finally, we'll hear from two consumer witnesses who we
will introduce on Friday.
Ms Coghlan will call the first witness
MS COGHLAN:
The first witness to be called is Dr Gerry
Naughtin, and I call him now.
<GERARD MICHAEL NAUGHTIN, sworn and examined:
MS COGHLAN:
Q.
Thank you, Dr Naughtin.
statement for the Commission?
A.
I have.

You've made a

Q.
I tender that statement. [WIT.0001.0068.0001] By way
of background and experience, you are a qualified social
worker?
A.
Correct.
Q.
A.

You have a Bachelor of Arts from Monash University?
Correct.

Q.
You have a Bachelor of Social Work from Monash
University?
A.
I do.
Q.
A.

And a PhD from Melbourne University?
Correct.

Q.
You have 38 years of experience in a range of
settings?
A.
I do.
Q.
They include disability, aged care, mental health,
working in the public, commercial and non-government
sectors?
A.
Correct.
Q.

Between 2008 and 2017, you were the CEO of MIND
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Australia?
A.
I was.
Q.
You were also one of three community mental health
experts on the Federal Government's Expert Advisory Panel?
A.
Yes, in relation to the National Mental Health
Services Planning Framework.
Q.
Thank you. Can you please describe your current role
and responsibilities?
A.
In my current role, I provide strategic advice to the
senior management, middle management and the Board of the
National Disability Insurance Agency. I also play a role
in chairing the National Mental Health Sector Reference
Group, which is a National Advisory Committee to the NDIA,
if I can use that acronym, and brings together most of the
major players in relation to the community mental health
aspect of the NDIA's work. It's an important mechanism for
the agency.
I've thirdly in my role have been playing a role as
principal policy advisor to initiatives that the agency has
set up to address some of the perceived weaknesses of the
agency's role in relation to psychosocial disability. This
has involved my participation in a working group with
Mental Health Australia, the Department of Social Services,
and the Department of Health specifically to address
recommendations in a report that Mental Health Australia,
that's the National Mental Health Peak Organisation,
provided for the agency out of national consultations on
improvements to the NDIS pathway that the agency initiated
in early 2018.
Q.
I'll come back to ask you a bit more about that later.
Can I just clarify that the opinions and views that you
express in the course of your evidence today are those that
are held by you, not necessarily the organisation that
you're currently employed by or previously employed by?
A.
That's correct. I am here to speak, as I understand
it, in relation to my views around the issues of
prioritisation, implementation and governance. I am here
with the approval and support of the NDIA, but I'm not
speaking today as an official spokesperson for the National
Disability Insurance Agency.
Q.
Thank you. Can I then start by asking you about
prioritisation of mental health by governments, and in
.24/07/2019 (17)
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particular just pose a question to you: when is mental
health prioritised by governments - I'm talking at both
state and Federal levels - relative to other service
delivery and policy areas? Can you, in answering that,
reflect on your own experience over the years, and if we
could start with Victoria?
A.
When I consider that question, my reaction is, in my
experience that both in the Victorian Government and the
Commonwealth Government there has been a significant
prioritisation of mental health over a number of decades at
both state and Commonwealth level.
When I reflect on that, I suppose I've probably been
around working in the state in these areas for too long,
but was certainly part of - when I was a young state public
servant - was working in the Victorian Health Department at
the time in which de-institutionalisation was commencing,
and some of the early design work in relation to the
current system was there.
For me, when I reflect on that, what I understand is,
many of the elements of the current architecture of the
mental health system in Victoria was set down in the late
1980s, early 1990s. They were a very deliberate attempt,
from my perception, to identify what were the key elements
and more integrated community-based system that moved it
away from the historical legacy of large self-contained
psychiatric hospitals.
For me, as I reflect, I suppose, since the 1980s in
Victoria, again, I see a series of quite deliberate
attempts at innovation across the scheme. I think one of
the important elements in relation to this was the
Victorian Government really played a major role in the
establishment and funding of the non-government sector and
building the non-government sector from what was at the
time in the late 80s very much a small cottage industry
which was essentially a range of particularly families who
had come together to say we wanted improved responses.
So, we see innovation in relation to government
understanding the elements, and I think as a structure that
saw a range of both bed-based and community-based elements
within the scheme.
Q.
You give examples, is this correct, in terms of the
innovations? There was a focus on public sector clinical
.24/07/2019 (17)
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services and NGO partnerships in the 2000s?
A.
As part of government policy there was certainly a
very deliberate policy approach of the department
encouraging local hospital based networks and NGOs in
regions to come together; there was a formal mandate to
have partnerships; there was a series of working groups,
which was really focused on how do we think about building
a more integrated, community-based network of services.
So I think again there was a strong focus in relation
to trying to achieve that. There were various, across the
state, levels of support in relation to that. But again,
there was quite deliberate attempts to address some of the
structural issues in relation to that.
Another example of the sort of very deliberate attempt
at innovation was the planning and roll out of the PARC
services, the Prevention and Recovery Centres, which I had
involvement in a number of those through my role as Chief
Executive of MIND Australia. But again, this was an
attempt to deal with the need for longer term, safe
environments for people pre and post hospitalisation.
And certainly I think recognised in Australia as a
leading cutting-edge model and something that now other
states are starting to roll out. So, again, I think a
number of examples of quite deliberate attempt in Victoria.
From the Commonwealth perspective - oh, if I perhaps
stop there.
Q.
If I take you back before we move on to the
Commonwealth, just to remain with Victoria for a moment but
fast-forward to 2014 and particular implementations at that
time by the Department of Health and Human Services?
A.
In 2014, the department decided to re-tender what we
now know as mental health community support services, or
historically as psychiatric rehabilitation services, along
with drug and alcohol services. It was, I think, a
deliberate priority to try and develop a more
individualised and person-centred approach to introduce the
concept of competitive tendering. It resulted in a
significant restructuring of the delivery of arrangements
in relation to the structure of the provision of community
mental health support services in Victoria.
One of my reflections in that, it was a very well
.24/07/2019 (17)

1606

G M NAUGHTIN (Ms Coghlan)

Transcript produced by Epiq

2087

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

intended initiative that, in my view, caused significant
disruption to the service system and created I think much
confusion amongst people with mental health issues, and
secondly with families and carers and providers, so it
broke some of the historical patterns of referral and
connection, and many people were arbitrarily moved to
different service providers without choice because of the
re-tender arrangements, while the intent of the initiative
was to try and introduce people to the concept of choice in
preparation for the NDIS.
So again, while that's a priority it's probably, in my
view, an example of unintended consequences of a policy
initiative.
Q.
Can I ask you now then about the Commonwealth
Government's prioritisation?
A.
It's a hard issue to try and summarise, I think, the
diversity of initiatives that have occurred in the
Commonwealth. I certainly can't fully represent the
Commonwealth perspective. But my observation is that the
records suggest that from the mid-2000s onwards there was a
significant focus by the Commonwealth in relation to
community mental health services, driven particularly, as I
understand it, by representations by women, mothers,
sisters, of family members of people with mental health
issues.
Some of those initiatives that arose out of that
period were the Commonwealth Community Mental Health
Program, the Personal Helpers and Mentors Program, the
Partners and Recovery Program, and the Day-to-Day Living
Program, and certainly as Chief Executive of MIND, we were
involved in a range of those programs.
Q.
That was effectively in response to issues raised by,
particularly women in the community, about the
responsibility of care falling to them?
A.
Correct. Again, when I reflect back on the
initiatives post the 2006 initiatives of the Howard
Government, we see the expansion under the Medical Benefits
Schedule in relation to mental health plans and a very
deliberate attempt to build primary health services through
Commonwealth funding of the MBS.
We see again five national mental health plans from
1993 which was the first, to the most recent plans,
.24/07/2019 (17)
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Commonwealth leadership in relation to working with states
and territories to define national agreed priorities in
relation to mental health.
I think, again, we see in 2012 the establishment of
the National Mental Health Commission to provide strategic
and independent advice to the Commonwealth Government in
relation to mental health issues.
Of recent times, one of the priorities we've clearly
seen is the roll out of the National Disability Insurance
Scheme and the inclusion of people with severe and
persistent mental health in that scheme. People with
severe and persistent mental health were not initially
envisaged as being part of that scheme, and it was seen
more as focused on physical and sensory disabilities.
However, during the national consultations, as I
understand it, there was such strong community opinion that
people who had disabilities associated with their mental
health should be included in the innovation that the NDIS
was proposed to deliver, and therefore there was an
agreement to build within the need group categories within
the NDIS Act people with psychiatric conditions, with
severe and persistent psychiatric conditions within the
scheme.
Subsequently, I think we have seen both the
Commonwealth and Victorian Government commit, through the
NDIS, to what is historically the most significant growth
in funding for people with disabilities associated with
severe and persistent mental health that's ever been seen
in this state and this country.
Notwithstanding that there are some implementation
issues still to be addressed in that, I think when I look
at the question of prioritisation, what I think I would
want to suggest today is, there is a very conscious pattern
that I can see from both the Victorian Government and the
Commonwealth Government to try to develop over that long
period of time, different generations of response to the
issues that communities experience in relation to mental
health, and that certainly needs to be recognised.
The other priority that I observe in my current work
as Strategic Advisor is also the role that the Board and
Senior Management and the Department of Social Services and
.24/07/2019 (17)
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Health all have in relation to the priority that they are
giving to ensure that the NDIS works effectively for people
with severe and persistent mental illness.
I think there was early critique in regards to the
scheme, the notion of psychosocial disability as we now
term it within the scheme, or technically what's called
severe and persistent mental illness, did not get the
attention that other disability groups did. But I think
what we are seeing under the current Board is a very clear
prioritisation of psychosocial disability, and I think a
program of activity, what is sometimes called the
psychosocial disability stream, to encompass this range of
activities to try and address these range of issues.
I'd be happy to talk about that in detail at a later
point, but my point here is, what I'm seeing clearly is
significant prioritisation. A key question, however, is
how adequate is that prioritisation in contrast to the
scale of the human need issues we have.
Q.
Do you have a comment on that?
A.
I think, as the evidence that I've heard in the media
and some of the witness statements that I've read here
would suggest is, the prioritisation, while there, has
still left some significant gaps in relation to the mental
health service system that need to be addressed.
From my perspective, I suppose that quick look at
history is also saying, there have been a number of those
over the last 20 years; the questions that are faced at
this point it seems to me by this Commission is, how does
it define what are the most effective ways of considering
the design of the system going forward that understands the
balance between these different elements; to understand the
complexity of the system we have and bring sufficient focus
and attention and resources to provide the next generation
of response.
Q.
I'll ask you a bit more about that in due course, but
can I just return at the moment to this question: is mental
health under-prioritised relative to other service delivery
and policy areas, in your view?
A.
The answer is, yes, and I suppose I'd like perhaps
just to articulate my thinking about why that is the case
and for me the reasons for this are as follows: first,
there are diverse views about priorities for changes within
.24/07/2019 (17)
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the mental health sector, and governments at times find the
politics of change difficult to manage. The stakeholder
groups can present different and at times competing
priorities to government at both national and Victorian
levels.
Secondly, there are not as many votes in mental health
as there are in many other social issues, such as cancer
and heart disease, and mental health at times struggles
against other competing demands for government resources.
A third factor, in my view, is, the mental health
system is a very complex one with significant roles played
by the public and private agencies, and a significant role
played by both several large private corporations in the
provision of private hospitals, and then the sector is made
up of thousands of small business providers: GPs,
psychiatrists, psychologists, allied health professions, so
it's an extraordinarily diverse sector.
I suppose in thinking about prioritisation, it's also
a diverse sector that's funded by two levels of government,
and thirdly, by significant private contribution: money
coming out of people's own pockets. So, in terms of
thinking about this notion of the mental health sector it's
important to understand the complexity of the sector and
the complexity of change involved.
I think, if there were simple levers that could be
pulled, my guess is government would have pulled them and
actually achieved some of the outcomes, but I think part of
that from my perspective about prioritisation is this
complexity.
The fourth issue for me is that state governments, in
my view, are focused understandably on their priorities
which are public hospital mental health services,
corrections, justice and policing. They have less focus
and capacity to influence the provision of primary mental
health services which are driven by the Commonwealth,
predominantly through the Department of Health and the
Department of Social Services.
It's hard for the states and territory governments to
get a whole-of-system or a whole-of-state view of what's
happening given these many diverse elements.
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International experience also indicates that reform is
hard and that community pressures, political and
bureaucratic variables, need to be aligned for significant
change to occur.
Q.
You mention in your statement that another factor is
that historically there has been a lack of awareness of the
economic significance of not addressing mental health
issues: can you just elaborate on that?
A.
Over the last, I think, five years, there has been
growing focus in public policy and within industry on the
economic impact of mental health. That's certainly been
shown particularly within industry in relation to work
coming out of both the superannuation industry and the
WorkCover industry, so the impact that mental distress is
having in relation to workforce participation, and there's
been a range of work in that space by a range of
organisations and I would just highlight the more recent
work by Mental Health Australia and KPMG in relation to
that space.
Certainly, as I would understand it as well, the role
of the Productivity Commission and its terms of reference
and appointment is part of a greater focus in relation to
that, so that is another element. So that, I think when we
understand the mental health system, we're starting to
understand it's not just the delivery of services that have
historically been delivered by the Commonwealth and state,
but also involves much larger economic and social policy
within this country.
The final point I'd make is, I made the earlier
point about the lack of a comprehensive understanding
within the state of what the elements are. The other
point I'd make is, the lack of research and good
information about the full suite and range of things that
are available.
I work in this industry every day, I'm pretty well
informed. I find it really hard to keep pace with the
diversity of change that's going on. If we look
specifically in this state and we look at the recent
reforms to the mental health community support services
that have recently been restructured, there's those
changes; we've also seen Primary Health Networks, for
example, taking on major roles in relation to Commonwealth
responsibilities in relation to new schemes such as
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continuity of care and the National Psychosocial Disability
Measure.
So, when I think, where can I go as a supposed expert
to say, how do I get a relevant current statement of what
might be available in my area if I was looking for
services, it's very hard to find, and you need to be
extraordinarily skilled. So, this whole question which,
for me in terms of priorities, how we understand better,
how we provide better information about what is available
to people, because I think at times many people don't know
what is available; I don't know in my role at MIND
Australia as Chief Executive how often I was - people would
share their stories with me and say, "Gerry, if I'd only
known what non-government organisations were providing five
years ago when I was going through hell, my life and my
management of this issue could have been much better."
So for me, one of those questions is, how do we find a
simpler contemporary - that is, it needs to be modern in
its accessibility - way of understanding, helping people to
navigate this system.
Q.
Can I move on to ask you about the challenges that
governments otherwise face in prioritising mental health.
I'll just read to you a portion of your statement and ask
you a question from that. You say:
"There are many challenges and
opportunities that governments face in
addressing improvements for mental health
services. I highlight my top seven."
Can I ask you about each of those in turn, please,
starting with the need to build this contemporary picture
that you've just touched upon?
A.
I suppose, when I think about what are the challenges:
if we're going to design or think about the design of a new
future, it's really important to understand what we have
now. There is significant resources available within the
mental health system: one of the questions is, how
effectively are they utilised.
For me, one of the challenges is to really bring
together a clear picture of what money is available in what
areas if we are going to be able to start to stop and say,
how do we think about changing the mix of services in a
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particular way? So, that's I think the point I'd be making
about the need for a strong evidence base.
One of the difficulties for government, and I think
Ministers is, often we get pictures, parts of the little people describe their view of the world. In thinking about
mental health policy, it seems to me one of the ingredients
that other areas of the health sector have been able to
develop is a much stronger evidence base and understanding
of what's the interventions, what are the policy settings,
and what are the outcomes that are and aren't being
achieved.
It is very difficult to do that in this space, and it
seems to me that is one of the technical opportunities to
bring that together because what I would hope is that what
we can move towards are some settings of policy that can
last for a significantly longer period. Often one of the
challenges we have is, in the face of a lack of a
comprehensive picture, often governments and bureaucrats
respond to new ideas that look good, solve problems in
parts of the system, have got some terrific value in their
own right, but don't go to addressing the fundamental
drivers of structural change.
Q.
Can I ask you, in the answer you gave then you talked
about other areas where it is achieved, that there is some
clear evidence-based picture: can you elaborate on that in
terms of what you're thinking about?
A.
Other geographical areas?
Q.
A.

Other areas in the health system.
In terms of the challenges?

Q.
Yes. So, in the answer you gave, you talked about
needing this evidence-based picture, and you talked about,
that it is achieved in other areas in health. Do you have
a particular example in mind as to where it is achieved and
the Commissioners can be informed about?
A.
I'm far from an expert in relation to cancer and heart
services, but from what I observe in relation to academic,
professional practice and organisational lobbying, there
has been significant work over decades to build a
comprehensive knowledge base and understanding of both
resource requirements and what is good practice in those
spaces. For me, the comparison is those two areas.
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I think the other comparison is my own knowledge in
relation to the NDIS and disability services. We've had a
long history prior to the NDIS of very diverse views being
put to government in relation to what was needed.
What I observed in relation to the campaign for the
NDIS in this country was the diverse elements in the
disability sector came together and were able to formulate
a common set of requests to government and provide a strong
rationale, and I think that involved then the
Productivity Commission being able to undertake work for
the government to provide a detailed analysis and then
substantive recommendations moving forward.
So for me they're three models and ways in which other
sectors have been able to address reform in a more coherent
way that seemed to me to - and counsel's earlier opening
comments raised - the comments from John Mendoza - raised
some of these issues in relation to how we can develop.
The challenge is how we can have agreement around what
might be the elements of reform, because government is
clearly highly responsive to diversity of community;
community and professional and service provider opinion in
these spaces.
Q.
Can I ask you about the second matter in response to
challenges, which is consideration of the new policy and
funding options?
A.
When I think about this matter, I think one of the
questions is, how do we know what works and what's the
basis for it? And, in considering recommendations, what is
the evidence base?
When I look around Victoria, I think we have some
quite outstanding models of practice that stand up anywhere
in the world. We have a system that is based on recovery
and a recovery philosophy.
When we look to say: what is the evidence about what
works? What is the impact of this? Do we have the outcome
measures to understand what is actually being achieved?
The answer is, we don't.
I've been involved in a number of
to try and understand our history, but
practice, and one of the areas I would
Commission's attention, we've invested
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non-government sector now for - I think it's about
25 years, I need to be corrected on that - but in that
25 years there's been a range of significant attempts to
improve employment rates for people with severe mental
health issues, particularly with schizophrenia. The
evidence is that there's been very little change to
employment participation rates for that group.
So certainly from my perspective - and I know this is
an issue that the agency is concerned about is - as we go
forward in our practice guidelines and what we're funding,
it's important to say, how are we able to improve outcomes
in this space? So again, this challenge of being able to
justify to government that there is a clear set of
investment propositions going forward that there can be
some confidence that they will be effective in the outcomes
that people are seeking for those initiatives.
Q.
Next, can you just address the potential structural
inefficiencies of the current features of the Victorian
Government responses and expenditures?
A.
For me, this has been a longstanding issue. I was
involved in the Victorian Police Mental Health Liaison
Group in which there was much discussion in relation to the
role of police in relation to transporting people to and
from hospital, and secondly, the feedback that I learnt
through that group was often police being asked to
undertake assessments of mental health situations that they
did not have the skills for.
One of the questions - and I understand it's been an
issue in evidence to the Commission - is, how do we
understand how the current investment of state resources
can be used more effectively than the way in which
resources that weren't necessarily intended for that
purpose for a significant part of the practice are
currently being used for that. So, this is again an
attempt to say, how can we understand effectiveness and
efficiency in the whole system; it seems to me one of the
real challenges and how we learn from both experience in
Australia and internationally in relation to this.
Q.
And so, when you talk about the whole system in the
example that you've given, you're considering a broader
picture which includes the resources that are used by
police, for example?
A.
So, that's one example. The other example I would
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suggest is the contribution of families and carers to the
mental health system in this state. At MIND Australia, we
undertook the development of - for a number of years we had
been responding to a range of need, we felt the need
particularly to do more research to bring together the
evidence. We commissioned a study by the University of
Queensland into the economic costs of caring. It
identified that the contribution of families and carers of
people with mental health was $3.2 billion, using I think a
reasonably sound economic methodology.
If we divide that by four for Victoria, what that's
saying is that mental health families and carers are
contributing over $3 billion in economic benefit to the
mental health system in Victoria, but we're not
sufficiently recognising that. We're not understanding the
economic consequences of people having to stop work because
of their caring role.
Again, the question of proportionality: there is no
question that the state system recognises the issues of
family and mental health carers and funds a range of
support programs, and there is, I think again, some
excellent programs trying to deal with that. But when we
understand what is the contribution, we clearly know
families are contributing in emotional support, but they're
clearly contributing in relation to financial support.
That study is an important one and I would bring it to
the Commission's attention in terms of understanding that
as an important part of this system, so how we understand
the dynamics. From my perspective one of the temptations
for government and bureaucracies is, only go to the
variables they control. The reality for mental health is
that it's a much broader whole-of-community issue and how
we can understand what are those levers that we can pull.
Again, from our experience in MIND Australia, the
development of family and carer inclusive services is a key
element of good practice that we need to be able to
articulate and understand how we can help and assist that
process through our design.
Q.
Can I ask you next about the need for a stronger focus
on the full spectrum of drivers of mental ill-health and
the full range of support responses?
A.
That's a very complex question, so I'll try and take
.24/07/2019 (17)

1616

G M NAUGHTIN (Ms Coghlan)

Transcript produced by Epiq

2097

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

it at a couple of levels. From my experience, and when we
look at some of the major reports, one of the difficulties
we have for government and bureaucracies, it tends often to
focus on the key pressure points, and there's no question
pressure points on public hospitals and emergency
departments is a key pressure point.
The National Mental Health Commission, in its 2014
report, "A Contributing Life", I think provided a very
comprehensive analysis of this question and the issue of,
what's the balance or the mix of services.
I think from my perspective what I can suggest to the
Commission is, that I think is an inevitable and an
important part of the deliberations, but I think, when I
look at some of the international literature and
international best practice, particularly some of the work
that's coming out of the modelling from the World Health
Organisation, the issue of self care, the issue of family
and carer support; I think the critical importance of
informal support networks, and how we understand how we can
build those, are some of the key elements that we need to
address.
One of the difficulties is, unless we can
achieve/consider what the balance and mix might be, one of
the challenges it seems to me in the face of Victoria and
Australia, is just a continuing demand for resources to try
and manage the pressures on the public hospital bed system.
For me, one of the questions is, we do need to be able
to try and - although it's difficult - to do the planning
that understands the elements that we need to bring
together in what is a coherent plan for the future.
The comment I make is, as I think about the
challenges, for me one of the questions for the Commission,
but I think for government more broadly is, is the question
that the fundamental design of the system as we have it now
from Commonwealth and state is right, or do we need to
consider a more robust redesign of the system?
When one looks at many of the elements that are
recommended in relation to what should be part of a mental
health system, it's clear we have many of those in the
current system, both in terms of legislation and service
provision.
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But one of the questions is, what is good practice, or
what is better practice might be a more realistic objective
to move towards, and how is that judgment made, it seems to
me, is one of the wickedly difficult policy questions that
needs to be considered.
Q.
I'm going to come back to ask you about a particular
system design that you had in mind which is currently in
place in Trieste in Northern Italy; but, before I do that,
can we just return to the top seven challenges you'd
highlighted in terms of the barriers that governments face,
and just to return to five, six and seven?
A.
For me, I'll just move through these quickly. I think
the need for governments to give greater recognition and
dialogue to the important role that employers and
workplaces play in creating poor mental health through work
pressures, bullying and discriminatory practices.
Secondly, I think the positive role that they play in
providing supports to workers in periods of mental illness
and in helping workers to stay mentally well or mental
wellbeing as we come to know it. So historically I think
when we've understood the role of the state in relation to
employers, that's not been a space that the Victorian
Government - you know, it has clearly very established
mechanisms in relation to its relationships with employers.
There is significant work through Beyond Blue, Mental
Health Australia, in relation to a workplace focus in
relation to wellbeing.
But, in terms of thinking about what's an overall
strategy for Victoria, that's for me an area of real
opportunity of building on some of the initiatives and
being able to use the influence of the State Government
with the employer networks in this state to continue some
of the terrific initiatives that employers are trying to
make in relation to mental wellbeing for their employees.
It's also about industry understanding the financial
impacts of mental health on their bottom line and therefore
trying to ensure that they address their own workplace
practices.
The next one is, in terms of the challenges, is the
question of workforce. I would say, that clearly always
has been and always will be since I have started work, I
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think workforce has been an issue, but as we are growing,
the question of both the numbers of people, remuneration,
and thirdly the training are all key issues that need to be
considered.
The final challenge which comes very much from my
immediate work setting is the opportunity to see how we can
get the two streams of service, particularly mental health
in the public and private sector, and the NDIS services.
We have the mixture at the moment between clinical mental
health services which is the responsibility of the mental
health service system and the NDIS; its responsibilities in
relation to psychosocial support or daily living support.
I think one of the real opportunities we have is how
we can look at these services being integrated in some
smoother transition. This was clearly the intention of
COAG in 2015, and I think this is an area where there is
considerable activity and work in at the moment, but I
think that's a real opportunity perhaps rather than a
challenge.
Q.
Thank you. We might return to that later as well in
an NDIS-specific context. Can I return at this stage to
what I touched on earlier, and you were getting to, which
was the system design in Trieste in Northern Italy. Can
you first of all explain what you know about it?
A.
When I suppose as a Chief Exec I've been looking
around to say how we might do better, the model I keep
being told about that is the world leader in the provision
of mental health is the system in Trieste in Northern
Italy. This is a provincial city in Northern Italy; that
really out of the 1980s, when it closed a 1,200 bed
psychiatric hospital, has built a system of mental health
that I have read about that is delivering what I think - it
seems to be achieving in Australia what we would think as
almost unimaginable outcomes.
And, I have not been to Trieste, I have to say to the
Commission, so I can't report directly in relation to this,
but in understanding the elements of that system, they did
a system redesign that had a smaller number of hospital
beds but developed a comprehensive program of community
centres which were available 24/7 and dealt with a range of
crisis issues.
The other element of that system is that it understood
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social networks and relationships matter and education and
employment matters. So, what they have done in Trieste is
to focus not just on clinical presentation, but the whole
person. So, they've understood that the focus has got to
be on helping people find jobs, they have developed a
system of social co-operatives.
It strikes me, one of the key points in the approach
in Trieste is what they would say is, "The philosophy of
care is more important than any specific service or program
that the mental health system offers."
The elements that they would see as important is, they
would say, the system has to be relational, it's not a
commodity-based system. Given the vulnerability of people
with mental health, it needs to be understood the
connection between the individual and the worker: their
ability to respond quickly, the notion of, you've got a
major crisis, I'm sorry, you have to wait four months on
our waiting list, is not something that is accepted.
So, they have developed an approach which tries to be
more responsive in a way that I as a Chief Executive of a
large NGO with all the logistical issues of managing a
large organisation would say, very difficult to achieve.
But it seems to me that a person-centred focus, the sense
of it's the philosophy of care and a sense of relationship
with someone, and also their sense of, you will get better
and we will help you to improve, and that understanding of
recovery as learning to live with and without the symptoms
of mental illness seems quite central.
Now, in Australia and Victoria, we have many of those
elements built into scheme design, but for me this question
of how do they get those elements right is an important
issue. The World Health Organisation recognises this as
one of their demonstration sites on mental health system
design in the world, so it seems to me an area that I've
always been very interested in and thought the Commission
might have some interest in that.
Q.
Can I just ask you two questions arising from your
response. One of the things you mentioned is that it has
unimaginable outcomes: can you just address those as you
understand them?
A.
The most prominent is the reduction in demand for
public hospital beds, is the first one that I find an
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amazing issue, but I think it's that sense of, they are
dealing with issues through alternative crisis support
services.
Secondly, that they have an integrated approach
between mental health and drug and alcohol services, and
so, they're managing that in a much more integrated way.
The third claim that comes out from my reading is,
it's also reducing homelessness within the Trieste
community, and the fourth concept that I find interesting
is, they understand the mental health system is in the
community but also by the community. So, what I think
they've been able to do is to build a stronger sense of
social inclusion within that community.
Now, it is a smaller provincial town in Northern
Italy, so it doesn't have some of the problems of large
cities, but what I think the point there is, they've been
able to deal with stigma and discrimination, and so, people
ensure that, again, there's good housing supply; some of
those elements that I think we all dream of, but what seems
to be the case is, they've been able to, over a 20-year
period, been able to work with the community.
So, there is an understanding - you know, if we think
about the understanding we have of cancer and the way in
which it affects all our lives; what I understand is, they
also understand mental health is not some stigmatised issue
to deal with in isolation for the select few, but is
something that is in all communities and communities have
been encouraged to be involved; to be involved in the
community centres.
One of the features I found fascinating is, other
people use the community centres, so there's not this sense
of isolation that we've so often had in relation to mental
health.
Q.
What do you know then about, I guess, the quality of
the clinical system there and how it operates?
A.
I can't answer that question. So, I don't believe I'm
sufficiently informed. The reports certainly from the
World Health Organisation clearly are very complimentary in
relation to that, but I think again part of the success
that they would say is, they would put priority on what we
would call psychosocial. So, the view is, start with the
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social and we add the clinical: not, we start with the
clinical presentations and we think about the social
afterwards.
And, in the social it's also the economics. They
would say one of the best things that they could do for
someone's mental wellbeing is either get them in employment
or meaningful engagement, what we've called citizenship.
They would suggest in their thinking that that is probably
as efficacious as 20 or 30 sessions with a psychologist or
a psychiatrist. So, it's again my earlier point about,
what are these elements that we seem to understand as the
prerequisites for good mental health for people who have
serious mental health conditions.
Q.
I want to move on to ask you about the NDIA and NDIS.
Firstly, if you could briefly say what the intention of the
NDIS is?
A.
The NDIS is a fundamental shift in the way in which
disability support services are dealt with in Australia.
It clearly comes out of extensive consideration by
government and the community over many years, and it
involves, I think, two key elements: a system that is based
on client choice and control, and moves away from the
historical focus on block funding; that is, it puts the
power in the control of the consumer.
It's a system that is based on insurance principles,
and essentially the element in that is, anybody who meets
the disability and other criteria in the Act should be
eligible to reasonable and necessary services to be funded
by the scheme.
It secondly is a very significant Commonwealth and
state initiative and has involved a very significant shift
from the role of states in this to a national scheme of
provision. As I mentioned earlier, people with severe and
persistent mental health issues are within the terms of
reference of the Act.
In terms of the scheme itself, it represents a
significant departure from a capped scheme in which we've
had waiting lists and clearly had gaps in the delivery of
service, to a system which has the intention of meeting the
disability support needs of all people who meet the
eligibility criteria under the Act.
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In the Victorian or the national context, that's a
very significant shift in relation to psychosocial
disability services, where clearly we've had a capped and
limited approach and we've not been able to respond to the
full scale of demand that has been around.
Q.
I'm going to ask you about that in a moment, but can
you first of all just address the respective roles of the
NDIS and the Victorian Government?
A.
As part of the roll out of the National Disability
Insurance Scheme, through the Council of Australian
Government there was agreement between the Commonwealth and
State Governments to what's called, the principals to
determine the responsibility of the NDIS and other service
systems.
If I may read from my notes here just to give you a
sense of the elements of this:
"The agreement specifies that the health
system will be responsible for the
treatment of mental illness, including
inpatient, ambulatory, rehabilitation
recovery, and early intervention and
residential care, where the primary purpose
is for time-limited follow up linked to
treatment or hospital diversion. The NDIS
in its role is responsible for ongoing
psychosocial recovery supports, to focus on
a person's functional ability including
those that enable a person with a severe
mental illness to undertake activities of
daily life and participate in the community
and in social and economic life.
"The agreement specifies that the NDIS and
the mental health system will work closely
together at the local level in trying to
ensure a smooth transition between the
different services."
So it is, I think, setting out the respective
responsibilities of the two levels of government in
relation to mental health, and I think is a very important
statement and agreement by those governments of their
respective responsibilities.
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Q.
Can I ask you now, you've mentioned perhaps twice in
the course of your evidence, about issues with
implementation, challenges to transition. The Commission
has heard evidence about a range of difficulties that have
been encountered in accessing services.
In particular, people falling through the cracks, not
getting access; that there have been significant structural
changes; that there are less services available; that there
are gaps in the implementation in Victoria. What's your
comment on the evidence that the Commission has heard?
A.
I haven't listened to the details of that, so in
answering this I will try and be cognisant of the
particular points you've put, but perhaps to contextualise
this in some of my understandings of these issues.
The first point I'd make is, the Commonwealth and
State and Territory Governments of which Victoria was a
part deliberately set out to do a major disruption to the
historical pattern. It is a conscious deliberate
perspective to set out to provide a new system of support
for disability support including people with severe mental
health.
When I was a Chief Exec, we certainly were encouraged
to go along to a range of training programs that said, the
world is changing; government has decided that we are going
to put money in the hands of individuals and they will
decide.
Secondly, in context, the Commonwealth has also put
significant money into primary mental health services for
people who are not eligible for NDIS. So, through the
Primary Health Networks we now have, anybody who is not
eligible in their application to the NDIS who is currently
a recipient of Commonwealth services is guaranteed
continuity of support for life.
Now, I think to come to your specific point: there is
nowhere that I understand government intent was to
guarantee that the new scheme would provide the same
funding as the old scheme. The system has been designed to
say, consumers will decide, and what consumers are doing is
making choices in accordance with what we've said to them
is the new approach.
There are clearly areas in which service providers are
.24/07/2019 (17)
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having redundancies, where they are impacted by consumer
preferences to go elsewhere, or they are struggling in
relation to some of the variability in relation to some of
the financing arrangements that were there.
So, where there are concerns in relation to this, the
NDIA is wanting to work very clearly with organisations to
help them to understand.
Certainly, I think we've introduced a series of
pricing changes: first of all from 1 February in relation
to introducing a new level of subsidy which provides for a
higher level of skill base for providers.
On 1 July, the agency announced a significant increase
in relation to funding for a range of support items within
the scheme which was in response to feedback from the
industry more broadly, including mental health service
providers, that the arrangements weren't sufficient.
So, I think in response to your question, what I
understand the Act, the scheme is doing, is implementing
the intent of the Federal Parliament. We are trying to
work with providers in an adjustment process, because we
certainly see a role for the agency in market stewardship.
Some agencies in our discussions are indicating they don't
believe that they wish or are able to stay in the market.
The other comment I'd make in terms of our role as an
agency and market stewardship is, what we are seeing is a
diversification of the market. We see this as a very
positive thing. So, from the agency's perspective, what we
are seeing signs of is the diversification of the
marketplace opening up more choices rather than - you know,
as I understand the critique is, what's called the gap is,
the scheme is no longer providing the same level of funding
and allowing me as an agency to employ the same number of
staff I did in the past. Our response is, this is about a
market driving that.
One of the historical roles in my experience in this
sector under the block funded system was, if you felt you
weren't happy with some of the decisions under the grants,
you can go and complain to your politician or you'd go to
the press. One of the issues as we go forward is, the
control of the decision-making power no longer rests with
the Victorian Government or the Commonwealth Government.
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The scheme that we have done is, we determine eligibility
and then we have a process of planning with the person and
with their key people in their life to set out a plan.
They then can choose what they want to buy from the support
items. They're much more diverse than the support items
that I was able to deliver through the traditional funding,
so we've got a very deliberate approach which reflects the
philosophy.
Just to summarise, the scheme is implementing the
intent of both Federal Parliament and I think the Victorian
Government in relation to the bilateral agreement. We are
trying to manage and work with the sector, and you've heard
earlier on some of the roles we have, both at a national
level, but we're also working at a state and regional level
where people are needing support to understand what is
available or how the system works, and we understand this
is a big change for many players.
So, we are committed and I think our history is, we
have a strong level of involvement in working with the
sector in trying to sort out issues, but we are not about
bolstering the old service system.
Q.
What about the idea of re-introducing recovery?
A.
One of the issues that has been raised by the mental
health sector was that recovery was an element of state-run
community mental health support services, but wasn't a
feature of the new funding model under the NDIA. This was
a theme that came out strongly in 2018 from the
consultations, the national consultations, and in the
report from Mental Health Australia in relation to that.
On 10 October 2018, the
Services, Minister Fletcher,
has listened to that and was
recovery into the scheme and
approach that understood the
health.

then Minister for Social
announced that the government
committed to bringing back
was committed to bringing an
more episodic nature of mental

So, government committed to those two elements as
coming back into our further design of the scheme.
Since that time we have been working to look at how we
introduce that in a way that provides a contemporary
statement of what is recovery-based practice. When we
looked at that question of, what is good recovery practice,
.24/07/2019 (17)
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and we accept the principle, one of the difficulties is,
there's about - we saw nine versions of recovery that are
expressed in different ways through the historical state
system. And that, what we were committed to do was saying,
how do we work with the key providers to develop a more
contemporary and national approach?
Because we have very different ways in this country.
In Victoria the way we deal with recovery and priorities
are different to what's happening in New South Wales. So,
the way in which we've dealt with that, the Commonwealth
Government and the agency are committed to working with key
stakeholders through the National Mental Health Peak
Organisation. We have set up a specific working group to
actually work with service providers, and we are at a key
point at the moment in our deliberations.
The working group - so, this is a working group called
the NDIA Mental Health Working Group - is at the moment in
the midst of looking at recommendations and finalising
recommendations to NDIA management and which will
eventually go to the NDIA Board in how we find the
appropriate ways to bring recovery back into the scheme.
We see that as probably an element of support item and also
practice guidance.
The other comment I'd make is, good recovery practice
is about, that there is an improvement in the level of
functional impairment; that is, by good investment and
recovery practice. What we've understood is, we have a
body or practice that means for some people, and I think
it's important to emphasise this: because there is major
heterogeneity in the mental health experience of many
people with psychosocial disability, but the international
literature and the other evidence that's come out of what's
called the SHIP Study, which is a major national study in
relation to schizophrenia, is that significant numbers, at
least 30 per cent of people, will have significant
reduction in their psychosocial disability; that is, by
better management of their mental health condition and the
right supports, will have a reduction.
So again, we see this as very connected to an
insurance principle which says, we invest in people in
building their capacity to try and minimise the impact of
the disability on their lives and to allow them to
contribute, to have a contributing life as the National
.24/07/2019 (17)
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Mental Health Commission has defined it.
MS COGHLAN:
Thank you, Dr Naughtin.
Commissioners have any questions?

Chair, do the

COMMISSIONER FELS:
Q.
Yes, thank you for your evidence.
I'd also like to acknowledge that the NDIS is doing many
good things in regard to mental health and that you're
making an effort to address some of the preliminary
concerns. But I had a couple of questions.
I remain a little bit puzzled about the fact that the
Australian Bureau of Stats data show that there are 700,000
people with psychotic forms of mental illness; translate
that to Victoria, 175,000, shall we say. That is rather
larger than the number of people who have access at least
to the top tier of the system. I wondered if you had any
comments on the reasons for that gap?
A.
Commissioner, my initial comment would be that the
scheme as it is designed is to respond and to provide
services to anybody who meets the criteria within the Act.
At this stage, we are in the midst of a significant
transition process from people who have been in the old
scheme to the new scheme.
The agency itself has in its work identified that,
based on advice from the Productivity Commission, and it
sought some other expert advice at the time - and this is
in 2011 - that the figure at the time that they projected
for the number of people who would have severe and
persistent mental illness and associated disabilities was
64,000 - sorry, I'll correct myself. The
Productivity Commission suggested 58,000. That has
subsequently been adjusted by the scheme actuary to 64,000
nationally at full scheme transition.
So I think that's the first point I'd make in relation
to this. One of the difficulties in relation to the
estimation of that is, it essentially was based on
historical patterns that had been understood rather than an
understanding of what future needs are.
So the scheme, the agency itself at the moment is
acting on the best advice we have from the
Productivity Commission. We note those broader estimates
that are around. For us at the moment the challenge is
responding, in accordance with the requirements in the Act,
.24/07/2019 (17)
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to those people who are coming to us and that's what we're
trying to do at the moment. I'm not a statistical expert,
and I don't pretend to be the statistical expert in
relation to that.
The other feature, if I may, counsel, that's related
to the Commissioner's question: what we are experiencing in
the scheme is that many people who we thought would apply
because we thought they're likely to be eligible, are
choosing not to apply to the scheme. That's a complex
phenomena that we're trying to understand further, but what
we are coming to understand in some of the work that we are
exploring at the moment through that working group I
mentioned is, how do we look at providing outreach
services? How do we understand that we need to better
inform people?
Because we've had a statistical projection of what the
numbers are, what we're trying to deal with is the reality
of making sure people are - Australians with severe mental
health are informed of the scheme, understand it and
understand its relevance. We're also trying to ensure that
our processes and the requirements of evidence don't hinder
too much the access process for people.
So what I'm saying is, what we're trying to do is
respond to some of the specific issues that we see in
responding to these needs in accordance with what the
requirements of the Act are. We are looking at a range of
initiatives to try and facilitate access to people who meet
the criteria there.
My opinion is, we need to be working hard over the
next three to five years to welcome people to explain, both
to participants, families and carers and health
professionals in particular, what this scheme can offer.
My sense is that will increase the numbers and ensure
people have the conditions, that they know what is
available.
Where that sits within larger projection patterns, my
comment would be, I think there's a real need for us in
three to five years to stop and reflect on what are the
numbers that are being supported through the scheme and
what are the numbers that are being supported through the
initiatives the Commonwealth is funding through the
non-NDIS services that it is rolling out, particularly in
.24/07/2019 (17)
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relation to through PHNs, but to then understand it'll be
both what the NDIA is doing and I think the other suite of
initiatives.
The other comment I'd make to you is, from my
perspective, one of the questions is, how many people in
a year? So, there may be a number of 700,000 within that
need category; one of the variables we don't sufficiently
understand is, with good recovery practice what could be
the change in the balance of people who need support in any
one year? I'd suggest at this stage we do not have the
knowledge base sufficiently at this point to understand
what those patterns of support should be in an optimal
system.
So, from my perspective I think there's a real need to
say, what we are looking to within the agency is to try and
bring in what we see as a very contemporary recovery-based
approach to psychosocial disability; we see that should
result in greater throughput within the scheme itself, so
we don't see this as a static number. Part of the issue
that will need to be judged by over time is indeed the way
in which the design of our system is able to provide
optimal outcomes for people.
Q.
Thank you. You've partly anticipated my next
question; it was just about the fact that the aim is to
provide supports for dealing with the psychosocial
disabilities.
What's the approach to people, for example, who are
homeless and whose psychosocial disability is, I guess,
worsened and could be improved if there was the provision
of some accommodation for them? How does that fit into the
NDIS picture?
A.
So, in the NDIS picture, the approach that we take to
that is to provide information and try and target
information to people who are homeless and to offer them,
if they meet eligibility, the full suite of services that
are provided by the agency.
The agency provides two categories of support: one is
called Supported Independent Living, which is a stream of
money for people who have more intense support needs,
either in accommodation of their choosing or availability.
The second stream of funding we have is called
.24/07/2019 (17)
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Specialist Disability Accommodation, and it is a stream of
funding that has been set up to provide capital subsidies
for the provision of accommodation. So, instead of the
traditional block grant to organisations through social
housing funding, or in the Victorian context we've had the
tradition of State Government providing capital for housing
stock, and that's particularly in relation to adult
residential rehabilitation and youth residential
rehabilitation, so that has been the tradition. The NDIA
mechanism for dealing with that is a capital subsidy to
individuals, is the way in which we deal with that in the
scheme.
COMMISSIONER COCKRAM:
Q.
Dr Naughtin, you've mentioned
a number of times the words "eligible criteria", those
sorts of things. It appears there's a lot of focus on the
definition of "the eligibility". Can you just help us
further understand the issues about permanent disability,
rehabilitation and recovery across the spaces of
state-based and federally-based responsibilities in this
context?
A.
So if I start, Commissioner, in relation to the
legislation. The legislation has three elements
essentially: age, residency status and disability status.
Section 24 of the Act sets out six criteria by which then
the issue of disability status would be delivered.
The Act also clearly recognises that you can have a
permanent condition, but it has variability. And so, one
of the issues in relation to our recent policy work is
trying to understand, what's the episodic nature, what's
the impact of the episodic nature of mental illness and
combined with this notion of permanency?
So, just to explain our processes and then I'll
perhaps go to a critique. What we in our assessment
process do is look particularly to health professionals and
particularly GPs and psychiatrists for advice in relation
to diagnosis, and the question of what's the history of
treatment, and what's the likelihood of the outcome on
disability of access to treatment? So, I think we rely on
that from the health professionals.
We then rely on the plan and the goals set by the
participant first of all, and we look for evidence in
relation to disability often from people if they have been
in contact with service providers or other support. So,
.24/07/2019 (17)
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our process there tries to bring together the full picture
in relation to that. We have a system in which our
national assessment team then makes judgment on the
evidence provided in the application.
We are very conscious in relation to this, that there
is confusion - I think is probably not too strong a word particularly in relation to what's the impact of treatment
in relation to disability.
I'm very conscious, the agency spent a week recently
at the National Royal Australian and New Zealand College of
Psychiatry Annual Conference in Cairns, and spent a lot of
time talking to over 200 psychiatrists, and we had a
plenary session in which I spoke and we had a lot of
discussion with psychiatrists.
Again, one of
lack of clarity in
what some of those
are in relation to

the questions here is, we are seeing
relation to many psychiatrists about
judgments and what the boundary lines
treatability.

I think the second comment I'd make to you in relation
to our understanding of the disability criteria is the
variability in the technical competency of some of the
people who are providing us reports in relation to
disability. So, the scheme as it stands at the moment is
reliant upon the considered views of people who have had
contact with applicants over time, and then secondly, we
encourage the use of some particular instruments: HoNOS,
WHODAS 2.0 and an instrument called the Life Skills Profile
16, so we're using those to inform those judgments.
Q.
Just so I understand a little further: if a consumer,
a participant, is describing - or their service system
around them is describing that there is potential for
treatability and therefore potential for change in their
current condition, that would be one thing that might
exclude them from eligibility?
A.
It would be a factor, yes.
COMMISSIONER COCKRAM:

Okay, thank you.

CHAIR:
Q.
Doctor, thank you very much for your
comprehensive overview. This a couple of issues I just
want to clarify. The first is just to pursue Professor
Fels issue. In your statement you say:
.24/07/2019 (17)
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"As at 31 March 2019, there were 7,908
active participants with approved plans in
Victoria."
In terms of the actuarial assessments that have been
done and the expectation of what that will grow to,
remembering those figures you gave us earlier about the
national coverage, what is anticipated as being the
expected number of people taking up plans for ongoing
psychosocial support from the NDIA in Victoria?
A.
Based on a Victorian proportion of the total
population, the figure is 16,000. I just would caution
that the point I'm making is, anybody who meets the
criteria is eligible. But if we use the
Productivity Commission figures, the notional allocation
for Victoria - of the the national figure - is 16,000.
Q.
I take it from that, therefore, that during this
period of transition, whilst more people are establishing
their eligibility for the insurance scheme, we will have a
cohort of consumers who are potentially eligible but who
will need to be supported through other elements of this
changing service system in the interim: how adequate do you
think our plans for that cohort during this period of
transition is?
A.
So, just to explain: in Victoria - Victoria are one of
the few states that had what's called a defined program, so
people who were on the existing state programs had
eligibility in their first plan.
The second issue is, the earlier thinking - so, at the
moment over the last 12 months the plan has been for
particularly the Commonwealth community mental health
recipients to transition into the scheme, and that has been
slower than was anticipated, and the Department of Health
has provided an extension of funding for a further
12 months to provide recurrent money for those programs
while that transition is occurring.
The next point I'd make is, what's called the
Continuity of Support Initiatives which has been a
commitment of the Federal Government which was, anybody who
tests eligibility who's a current recipient of the Partners
and Recovery Program, Personal Helpers and Mentors Program,
or a day-to-day living program who test eligibility and is
judged to be ineligible can receive continuing support for
.24/07/2019 (17)
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the rest of their life. So, I think there has been clearly
deep consideration for trying to manage that transition.
The other comment I'd make to you is, there's been
work called the Streamline Access Program that has also
worked very hard to address the question of reaching out to
people whose information was in the system and was not
correct.
One of the processes, just to go into a little bit of
detail, the agency has is it sends a text message and
advising that someone's going to ring three times. If
there's no response to that, we then send a letter to the
known address. One of the issues in terms of people who
are notionally eligible is that group who can't be
contacted. So, again, what we've done is tried to
streamline access so that program staff are actually
following up with participants; talking to them and, if
they're not happy about contacting the agency, with
approval, their staff member can actually now contact the
agency.
So, I think we've tried to put in place a series of
mechanisms to address this question of trying to facilitate
access into the scheme, and I think the outreach strategies
I mentioned before is considering a number of other
initiatives that we see as could assist in that process as
well.
Q.
Thank you. Two other issues around system design and
responding more broadly to the historic evolution of mental
health services in Victoria and your useful explanation of
that. You do say in your witness statement, however, that
a key question still is the adequacy of its prioritisation
in response to the scale of the problem and its social and
economic impact.
Can I take it from that you're saying, there still is
an issue, in whatever we may have designed, whether we have
historically appreciated the true scale and nature of need
that there is for consumers with mental health issues and
their families?
A.
That's what I was trying to say in that statement,
yes.
Q.
So, future modelling of the true extent of need is a
priority, from your point of view?
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A.
I think, in my judgment, it should be a major
priority.
Q.
Thank you. The final issue I just want to test is:
we've heard throughout this Royal Commission - and I think
your evidence affirmed it today - how complex these systems
are to navigate for consumers and families and for
professionals involved in it.
We've heard repeatedly from witnesses and others
engaged with this Royal Commission that it's a very
daunting and difficult system to find your way through.
Given the example you gave of the Commonwealth/state
agreements of 2015 around NDIS roles and responsibilities,
are you suggesting that something similar would be helpful
in mental health?
A.
I am. I think there's a need to think about what
makes sense as a Victorian mechanism in relation to
navigation. There are initiatives around: for example, the
Federal Liberal Party policy platform specifies the
development of a national information line for the NDIS,
but it strikes me that we need to think about a workable
navigation system and there's a question as to, where does
that operate on a state or regional level?
There are, I think, some really good initiatives in
this space. As an agency we've been very concerned about
this issue. We've met the Department of Health, the
department of Social Services and the NDIA, have met with
all the Chief Executives of the PHNs around the country.
We have talked about this question of, how do we think
about, given the emerging role of Primary Health Networks
in relation to information, how can we work with them given
their emerging significant role in the information
provision space? And we've now agreed to set up a working
group specifically to deal with that.
Their feedback to us is, they've just got part of the
picture and they're very happy and are committed to trying
to work with the agency and others in relation to that.
But, from my perspective it's quite a complex design
question to both understand a state system that doesn't
daunt people, as well as understanding up-to-date
information. You know, there's nothing worse than going on
to an information line and getting information of 20
different places and getting to 18 when you're struggling
.24/07/2019 (17)
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with an issue, and the 18th agency says, "Sorry, we can't
help you."
So for me that question, we need far more contemporary
design that let's us - you know, if we are saying we need
to get more timely support, we've got this issue of, how do
we link that into thousands of providers? And, where do I
go in this very complex system? You know, I think the
system has tried a number of times in Victoria to develop
navigation systems, none of which in my judgment have been
adequate, and so, for me this question of at least what is
available for me, where do I go, and the third one we have
to deal with is, can I afford what it's going to cost, I
think, are key elements to address some of the issues that
I understand you've heard about.
CHAIR:

Thank you.

MS COGHLAN:
excused?

Thank you very much.

Thank you, Chair.

May Dr Naughtin please be

CHAIR:
Yes, thank you very much for your evidence today,
Dr Naughtin, and for your statement.
<THE WITNESS WITHDREW
MS COGHLAN:
Chair, is now a convenient time for a
15-minute break?
CHAIR:

Thank you.

SHORT ADJOURNMENT
MS NICHOLS:
her now.

The next witness is Dr Peggy Brown, I call

<PEGGY BROWN, sworn and examined:

[12.09pm]

MS NICHOLS:
Q.
Dr Brown, are you by training a
specialist psychiatrist?
A.
Yes, I am.
Q.
Do you hold a number of positions in the mental health
sector, including Chief Executive of ACT Health?
A.
Yes.
Q.

Chair of the Australian Ministers Advisory Council?
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A.

Australian Health Minister's Advisory Council, yes.

Q.
A.

Chief Psychiatrist for the Northern Territory?
Yes.

Q.
Chief Psychiatrist in the Australian Capital
Territory?
A.
Yes.
Q.
A.

Director of Mental Health in Queensland?
Yes.

Q.
Chair of the Advisory Council of the Queensland Mental
Health Commission?
A.
Yes.
Q.
And Chief Executive Officer of the National Mental
Health Commission?
A.
Yes, that's correct.
Q.
Have you prepared a statement addressing the questions
we've posed to you?
A.
Yes, I have.
Q.
I tender that statement. [WIT.0001.0065.0001]
Dr Brown, in answer to a really important question, which
is, how can mental health be prioritised within government,
you've said that there are two things that are worth doing:
the first being the engagement of both the Minister and the
First Minister, meaning in this context the Premier. Why
do you say that's crucial?
A.
I guess in my experience, you know, there are many
challenges in overseeing a health system; it's complex and
there are many competing issues, mental health is but one
of them.
But I think, in terms of prioritising it, it needs to
have the attention of the Minister and the support and,
quite frankly, the passion of the Minister, but also the
First Minister, because the issues for mental health are
not just about treatment and care in the health sector.
The social determinants of health, social factors that
impact on the occurrence of mental health and also are
often the consequence of having mental health issues, fall
well outside the health sector. So you need a really broad
cross-sectional approach if you're actually going to tackle
the issue of improving the mental health of the population.
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In my experience, you're not going to get that from a
Health Minister alone, it's really why you need the First
Minister with the authority over all of the other
government departments to actually say, we've all got to
play a part here to actually get everybody to come on
board.
Q.
What sorts of structures or arrangements have you seen
that allow the attention to be given by both the specific
Minister with portfolio responsibility and the First
Minister?
A.
Well, I mean, certainly some jurisdictions have
established Mental Health Commissions, and that has helped,
because the Mental Health Commissions have a role: they
differ in different jurisdiction as to whether or not they
report to the Minister for Health or to the First Minister,
but they generally have a mandate to go more broad and
speak to the other parts of government.
But then, you can also have cross-sectorial
committees, essentially chaired by the First Minister's
Department, so whether that's Premier and Cabinet or Prime
Minister and Cabinet, and actually bringing in those other
government departments to look at how they can work
together to be addressing the issues for mental health.
Q.
And presumably, you mean a permanent committee?
A.
Well, the problems are not going to be solved quickly,
so yes, I do think that we're talking about something
that's got permanence, yes.
Q.
Can I return you to the question of a Mental Health
Commission, and no doubt there are many ways of doing this,
but as an option for achieving prioritisation, can you tell
the Commissioners about some approach to what they might
look like in terms of structure?
A.
Well, I think in terms of structure - and look, I have
to say my views of this have probably changed a little bit
over the various years that the Commissions have been
established and have been around - I think they function
most effectively if they can be independent, and I think
statutory independence is a valuable thing. I also think
that they function best if they are outside of the Health
portfolio and reporting to the First Minister's portfolio.
The reason for that I think is that they need to
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actually be able to give the frank and fearless advice, and
for that to be heard, and to be heard across the various
portfolios, not just within Health, and I certainly don't
think they should be captured by government; I think in
fact, as I think I said in my statement, they need to be a
bit of a thorn in the side. Their role is to give advice,
to be monitoring the system, to be in touch with the
sector, to be hearing the voice of people with lived
experience and to be able to communicate that, and I think
that is best done if they can be really courageous in terms
of the advice that they're giving to government.
But they also need to have teeth, in a sense. You
know, part of their role is to drive the reform, to give
advice and to actually take forward how things could be
different, but you don't want a Commission just to be a
toothless voice; what they say has to be listened to, it
has to have some impact, it has to have some teeth, so
there's got to be some strength there in the way that the
Commission's set up to actually give it that teeth.
Q.
What are measures that give a Commission teeth?
A.
Well, first of all the ear of the Ministers and the
First Minister. I think that statutory independence gives
it some status and teeth. I think annual reports and the
ability to actually provide accountability independent of
the government departments that might be actually running
the services and writing their reports, I think all of
those things help to actually give teeth to a Commission.
Q.
And so, just to backtrack slightly, what are the
advantages in a system that has a Commission in terms of
prioritisation as opposed to one that doesn't?
A.
Well, I guess the thing about the Commission is two
things: one is, if it's operating well, it should be very
much in touch with the sector. So, as I said before, it's
a way of hearing what the issues and needs are and actually
bringing that to the attention of government.
But then, it also should have the capacity to be
actually looking out, not just within that jurisdiction,
but within the country, internationally in terms of
different ways of doing things, of what reforms are
actually happening and being a bit of a catalyst to bring
those to the attention. And actually, just continually
knocking on government's door saying, "This is important,
this is the impact of this and you need to actually be
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prioritising it."
Q.
On a slightly different topic, on the question of the
respective roles of the Commonwealth and the state, how do
the different levels of government contribute to the
complexity and fragmentation of the mental health system in
your experience?
A.
Yes, look, it is a complex system, and it would be
lovely if we could be absolutely clear and say, this is the
role of the Commonwealth and this is the role of the
states, and we kind of have a broad division across that,
but in my experience there is a lot of greyness in between.
For example, the Commonwealth has responsibility for
primary care, it funds the MBS, the PBS, so GPs, private
psychiatrists, private psychologists, et cetera, and the
states and territories have historically run the hospitals,
the community health centres, the community residential
beds.
Both levels of government play a role in suicide
prevention. I guess historically the Commonwealth
Government took more of a kind of setting national policy,
national kind of approaches, and the states then
implemented the services on the ground; that's probably
changed over the last decade or so.
I think, when you're talking about mental health
promotion and prevention, historically that's probably been
primarily the Commonwealth Government doing that, but in my
own personal view I think that the states probably need to
be playing a role in that.
I think we need to do much more in the space of
keeping our well population healthy and well, and mentally
healthy and well, and intervening for those people who are
at risk of developing a mental illness by virtue of the
fact that they've had a previous episode or they have some
very early signs, et cetera, and I don't think that should
just be a Commonwealth responsibility.
Part of the reason I say that is because there needs
to be this kind of joined up approach between all of the
services, otherwise we end up with the fragmentation.
I think another way in which the complexity has
increased is through the changes in the NGO sector. Again,
.24/07/2019 (17)
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going back a couple of decades, the Commonwealth primarily
funded the kind of national level NGO bodies, peak bodies
et cetera; the states provided some of the services,
psychosocial support services on the ground.
Going back, I guess, in the early about kind of 2010,
might have been a bit earlier, might have been a bit later,
the Commonwealth Government put in place a range of
measures for personal helpers and mentors and day-to-day
living, et cetera, which was a response to gaps in the
system, and they were very welcome by the sector and
consumers and carers in particular.
With the advent of the NDIS, there's been a lot of
change in that space as well, so it's now a very complex
sector, even more complex, and potentially even more
fragmented because there's not necessarily a lot of clarity
as to who's providing what, or how they come together, or
how to navigate between them, and there's certainly not a
lot of coordination happening.
Q.
So, is the lack of clarity in particular about how the
system should develop?
A.
Well, at the end of the day it's not so much about
whether or not there's a whole range of services there; I
think a range of services is a good thing because it
provides choice. It's about, if I'm a consumer or a carer,
being able to understand what's out there, who does what,
how do I access it, do I need a referral, what kind of
referral do I need, what's the pathway to there, what's the
communication between the various agencies; and, if you
have services just kind of popping up and not necessarily
engaging with other services, then it's this kind of jigsaw
puzzle that doesn't quite fit together.
Q.
We're interested in your views about how to change
that or improve it. What prospect do you see for a state
like Victoria engaging in bilateral arrangements with the
Commonwealth to move forward in the Victoria Commonwealth
space?
A.
Look, I think there's every prospect that that should
be seriously considered. Ideally, we would have a national
approach to taking forward mental health, but when you
bring nine jurisdictions together, the negotiations and the
discussions inevitably get more complicated and more
fraught.
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I think if you have, as you have here in Victoria, a
government that has seriously declared its intention to
address this problem, it essentially has to do that I think
in conjunction with the Commonwealth who's a major player
in the provision of mental health services and, you know, I
do note that the current Commonwealth Health Minister is a
Victorian, but I think regardless of that I think that
there's good prospects there for the two governments to
come together and say, how can we actually talk about doing
things differently.
Q.
Do you have views at a general level about what the
priority should be for that kind of discussion?
A.
Well, look, I think there's a couple of things I would
say there. One is, we need to think about what's needed.
The second is, what's it going to cost? And the third is,
how are we actually going to, I guess, monitor whether it's
making a difference, and indeed the right difference. Each
of those is important.
As I said, in terms of what's needed, I'm very clearly
of the view that we need to think much more about a
population health approach to mental health. So, that's no
longer just looking at what are the treatment gaps and
trying to reduce those; it's actually, how do we improve
the mental health of the whole population, so that really
does bring a sharp focus on those mental health promotion
and prevention interventions and the early intervention for
those people who are at risk as much as it does for the
treatment, support and care and the recovery-focused
services.
And, we need all of those to be improved. The WA
Sustainable Health Review, for example, that was released
earlier this year, they actually made a recommendation and this was for the whole of Health - but they made a
recommendation that 5 per cent of the budget should be
spent on health promotion, and I think that we're kind of
talking that kind of figure.
Q.
That magnitude, yes.
A.
That's right. In terms of the investment required,
it's difficult to know exactly what sort of figure there.
What's often kind of looked at is, what's the current level
of investment by government? We know from the latest
figures from the Australian Institute of Health and Welfare
report, $9.1 billion spent on mental health; $8.7 billion
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of that is government spending, and that represents about
7.4 per cent of the Health budget.
But we know that mental illness represents about
12.1 per cent of the burden of disease. So, if you just
did a quick calculation on that, and what would it take to
actually bring the current expenditure up to 12.1 per cent
rather than 7.4 per cent, we're talking about probably an
extra $5 billion, $5.5 billion.
The National Mental Health Service Planning Framework
is another way of looking at that, and again, I haven't
been intimately involved in any of those discussions, and
each of the jurisdictions will have done their planning and
will know what their figures are in terms of potential gaps
in expenditure or investment, but I would suggest to you
that it's somewhere, you know, 40 per cent-plus more than
what we currently spend. So, we're talking substantial
investment.
I do note that the National Mental Health Service
Planning Framework was premised on optimal support in the
non-Health sectors, which of course we don't have, and when
we're not there it falls back to Health, so we certainly
have a shortfall in the investment.
Q.
Can I ask you some questions about that, just on that
subject. Can you just briefly explain what the National
Mental Health Service Planning Framework is and what its
purpose is?
A.
Yes, it's a tool that was developed - in its current
format it's been developed I guess since about 2010, but it
was premised on a tool that was developed first in New
South Wales. What it does is takes the epidemiology of
mental illness: so, how common is depression, how common is
anxiety, how common is schizophrenia, et cetera.
Then it actually brought together a group of experts
for each of those particular disorders and said, what's the
best treatment for the average? And, you know, that's a
challenge because there isn't an average, but they had to
tackle it in some way.
But from that, actually then said, well, this is
what's required to deliver the best treatment for the
population in Australia who have mental health issues. As
I understand it, the tool can scale it to say, well, we can
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treat 100 per cent of people, or we can treat 80 per cent
of people, or 60 per cent.
Our best figures at the moment are probably only about
50 per cent of people who experience an episode of mental
illness in any given year actually seek any form of
treatment, and probably many of those don't get effective
treatment, but the tool is premised on looking at effective
treatment at different levels of coverage for the range of
mental illnesses in Australia.
Q.
And it provides a set of benchmarks for effective
treatment?
A.
Yes.
Q.
And also, as you were saying earlier, allows states to
assess the level of funding that would be required if they
designed their services around that effective level of
treatment according to those benchmarks?
A.
Yeah. Well, what it provides is benchmarks for
treatment for the population.
Q.
Yes.
A.
So, it's provider agnostic, so it includes those
services that would be provided by the public sector and
indeed services that currently would be provided by the
private sector.
Q.
And, just to go back to something you were saying
earlier, can you give us a sense of the magnitude of the
gap between funding that would be required if those
benchmarks were adopted and the level of funding that
currently exists on a national level?
A.
As I said, I think we're probably talking - and I
premise this by saying, I haven't been involved in recent
things - but I think we're probably talking in the order of
40 per cent-plus over the current spending, and the current
government spending is $8.7 billion. I think we're
probably talking another, you know, $3 billion,
$3.5 billion if we're going to address the gaps. That's at
100 per cent coverage of, you know, optimal treatment.
Q.
And that, interestingly, compares to I think you said
on a national level current government spend for mental
health is about 7.4 per cent of the budget?
A.
That's right. 7.4 per cent of government health
expenditure.
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Q.
Yes, sorry. But the burden of disease for mental
health is about 12 per cent?
A.
12.1, I think it was in 2015, which was the latest
figure I saw; there might be a more recent one, but yes.
So, if you do those back of the envelope-type calculations,
if 7.4 per cent is $8.7 billion, then 12.1 per cent adds
another $5 billion, $5.5 billion.
Q.
Which is probably more than it would take to bring the
funding up to the level required for the treatment model
envisaged in the National Mental Health Service Planning
Framework?
A.
Yes.
Q.
A.

Just doing back of the envelope calculations?
Just doing back of the envelope, yes.

Q.
To your knowledge, do any states in Australia use the
National Mental Health Service Planning Framework to fix
their spending on mental health?
A.
Look, I'm certainly aware that, I believe all of the
jurisdictions have the tool and have used it to do their
own internal planning. I know that the WA plan, for
example, is very much premised on the National Mental
Health Service Planning Framework. Nobody currently
reaches the level of expenditure that might be predicted by
the tool; that is my understanding.
Q.
And you've made the point in your statement that the
tool can certainly be tailored to account for local
factors?
A.
Look, well, I think the point I was trying to make was
that it should be tailored for the local factors. The
reality is, it's just a tool, it's not an absolute, it's an
aid, and because it takes an average position, you have to
be careful about not trying to take it down to too small a
population. But you do need to take into account what the
characteristics of the local - you know, the demographics
of the regional population.
For example, if you're in a rural and remote region,
there is a loading for that. If you have a high proportion
of Indigenous people in the region, there needs to be
consideration taken for that. So, it shouldn't be taken as
an absolute, it needs to be a guide that does take into
account other factors.
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Q.
And, as a guide, the level of funding and services
indicated in the tool assumes non-health funding and
services are otherwise being provided?
A.
That's right. I think that's a really key issue. We
know, for example, that having safe and stable
accommodation is really important for people who experience
mental health issues. The NDIS does not fund
accommodation. And, of course, if you're on a disability
pension or Newstart, achieving affordable accommodation and
housing is a major challenge. But, if nobody's providing
housing, then what happens? It's more likely to I guess
influence a deterioration in someone's mental state, they
present to the hospital, they may be admitted, their
discharge is delayed because there's no accommodation for
them to go to.
So, where those other services like accommodation, for
example, aren't available, it does increase the burden on
the mental health system.
Q.
You've made a comment in your statement in the context
of the National Mental Health Service Planning Framework,
that gaps between funding and service availability should
be made more transparent and publicly known: can you
elaborate on that?
A.
Look, I think the reality is, everybody in Australia
knows that we have an issue with our mental health system.
Coming down in the plane, I was sitting beside an
80-year-old retired farmer and he was saying, "Gee, we've
got problems with the system." It's not a secret, so I
don't know why we don't have a level of transparency in
terms of, you know, what we think we should be aiming for
and where we are now.
Indeed, what I think is required, is governments need
to come together and actually have a plan for how we're
going to tackle this, and it's going to take time. You
know, if you gave us an extra 2, 3, $5 billion now, we
wouldn't be able to spend it wisely; we need to be able to
invest over time in a planned way, and actually ensure that
we've actually got the workforce, that we've got the
connections there, that we take a regional approach, all of
those things, but the first part of that is being
absolutely transparent about where we are and where we want
to get to.
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Q.
Can I ask you about measuring where we are as opposed
to where we want to get to. You have emphasised the
importance of measuring outcomes as opposed to just
activity: can you say some more about why that is so
important?
A.
Look, I mean, again, historically I think we started
with a focus, I guess, on how much we spend, and what
workforce we've got and how many beds we've got. Then we
look at, well, what's the product of that, what are the
services that are being provided and whether it's
admissions or whether it's occasions of service in the
community or residential beds, et cetera.
But that doesn't actually tell us a whole range of
things. It tells us something: it tells us about a level
of activity. It doesn't tell us who's not getting
services, for example. It doesn't tell us the quality of
that service or indeed what the experience of the person
was; whether in fact, as a result of receiving that
service, their quality of life improved in any way. We may
not even necessarily know whether their mental health
symptoms improved in any way, but that's not always the
most important thing for people who are experiencing mental
health issues.
Sometimes their symptoms are but one of their
concerns. You know, their concern may well be about their
housing or their finances, et cetera, so we need to have
ways in which we can actually know about the outcomes for
people and whether the money that we're spending and the
services that we're delivering are actually making a
difference to their life.
And so, a focus on outcomes, things like I guess
suicide rates, but also life expectancy, physical health
status, accommodation status, employment, social contact
and participation in the community: all of those things are
equally important as well as knowing about mental health
symptom change.
Q.
Does a lack of data inhibit outcomes reporting in your
experience?
A.
Yes, getting the data to be able to provide those
outcomes and for it to be meaningful. You know, the
Productivity Commission's report on government services
each year publishes both output and outcome data, but for
some of those measures they say the data's not available,
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they're still working to collect it; for some they give
data and results, but they indicate that, for example, when
they're talking about connectedness with family or other
social activities, they'll say, but we can't tell you
whether it was actually meaningful to the person. So, it's
not particularly helpful if we don't really know whether
it's meaningful to the individuals.
Q.
So, would you say that having good intelligent data
monitoring systems ought to be a priority for system
reform?
A.
Yes, absolutely. We do need to have data and it needs
good systems underpinning that. The one caveat I would put
on that is that, we need to be cautious not to impose that
data collection burden on the clinicians in the system who
already currently have a huge administrative load, and in
fact many of them would say they would like to have less
administrative load and free up time to actually have
face-to-face contact with consumers and carers to actually
do what they were trained to do.
Q.
Although it's a question without notice: do you have
any views about the ways in which data collection can be
improved but without imposing the burden on clinicians?
A.
Well, I think the obvious answer to that is to seek to
automate it as much as possible through administrative
collections and electronic systems. Now, that might be
within electronic health records, and increasingly across
the country we're doing that.
But also, we need to be looking at the other data
collection opportunities. Some of the data comes from
national surveys, some of it may come from other government
departments. But there are many challenges in that, in
terms of getting data definitions that people can agree on
across different jurisdictions, actually getting them
collected in the same way. There are privacy issues that
get raised when you're wanting to actually identify whether
someone has experienced an episode of mental illness and
whether that should be disclosed to other departments, you
know, for the purpose of data collection, et cetera, and
data matching. So, it's not an easy undertaking, but it's
an important one.
Q.
You say in your statement on a different subject that
in a devolved governance system a balance needs to be found
between making health services accountable to deliver safe
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effective services and micro-management of the service by
the department: can you say some more about what are the
hallmarks of a balanced system in that respect?
A.
Yes, that's not easy. We have moved to devolved
governance systems, and I think that's a good thing, and
the reason I say that is because they are more able to take
account of what their local regional needs and to seek to
address that in a way that is joined up across the
different players, so the primary care sector, working with
the Commonwealth, et cetera.
And obviously at a local level services need to be
accountable for what they deliver and how it's delivered
and what are the outcomes that they're actually achieving,
and ensuring that they're engaging with consumers and
carers and the sector.
But there also needs to be the oversighting, and I
think that was highlighted here in Victoria after the
Bacchus Marsh incidents, and Stephen Duckett's report,
which basically said the centre has got a role to be
oversighting and looking at: you've got a whole host of
different services, but someone's got to be looking from
above with, I guess, a degree of independence but also for
the whole picture, not just the individual pictures.
The risk is, when you bring data information into the
centre, they'll want to say, well, you should be doing
this, you should be doing that, we all have to do it the
same way, and that's where that tension between the centre
and the kind of devolved is a challenge.
And there needs to be a level of consistency, I guess,
in the approach, but equally the services need to be able
to tailor the service delivery to what meets their local
need, and it's not going to be the same in far west
Queensland as it is in Brisbane or the centre of Melbourne.
So, there is the need to actually allow some independence
for the devolved systems as well, but it's a combination of
both.
Q.
Do you have views about the core attributes of good
leadership for the system leader?
A.
In terms of the System Manager at the Department of
Health?
Q.

Sure.
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A.
Look, again, I think one of the things that helps is
to have the role of the Chief Psychiatrist. The Chief
Psychiatrist is an experienced clinician, has an
understanding of the sector, has a role to oversight
standards of care, and also provide clinical leadership.
But then also needs to have the ear of the Minister and the
Secretary of the department to be able to give them advice
and, in a sense, to interpret some of what's coming in from
the services in terms of, perhaps, what to make of it and
perhaps in terms of informing how they might respond to
particular issues. So, I think the role of a Chief
Psychiatrist is important.
I think it's important as well that, at a central
level, there is still also the voice of the consumer and
carer: now, whether that comes through a Commission or
whether it comes through a kind of peak body or committee
that gets that voice in there, but that needs to be heard
as well as the clinical voice.
MS NICHOLS:
Thank you, Dr Brown. Chair, do the
Commissioners have questions for Dr Brown?
COMMISSIONER FELS:
Q.
Thank you for your excellent
evidence. First of all, I wanted to be pedantic for a
moment. If you go from 7.4 to 12.1, that is 63 per cent.
A.
Thank you, Professor Fels.
Q.
Secondly, you said sort of back of the envelope stuff.
I guess you could do a similar exercise at state level.
You did the Commonwealth one, obviously?
A.
No, I did the joined up one.
Q.
You did the joined up one.
A.
So, the total expenditure on mental health is
$9.1 billion. $8.7 billion of that is government, the
remaining is private health insurance et cetera. Of the
$8.7 billion, about $5.7 billion of that is state and
territory, and about $3 billion is Commonwealth.
Q.
Okay. And, well, incidentally, the reason I made that
little mistake in assuming it was Commonwealth, was that,
you would have seen some Commonwealth figures for the
Commonwealth's total spending on mental health where it
includes disability support pensions?
A.
That's right.
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Q.
And various things that have a rather similar sized
number?
A.
Indeed, it does, but it's a different beast, yeah.
Q.
And I'm just wondering about whether you applied that
formula to that or not. That's a question for another day,
perhaps.
A.
Yes. Look, I think possibly not necessarily.
Because, if you're aiming to - I don't think it's
proportionately the same anyway - because if you're aiming
to improve your health system and your treatment and
support, you would hope that ultimately you would be
decreasing your welfare, your need for welfare payments,
for example. So, I don't think you can necessarily apply
the same very rubbery multiplications to the broader
government spend.
Q.
The other question on Mental Health Commissions,
you've said a few things about them. Do you have any views
on the Western Australian model, where the Mental Health
Commission actually allocates funds as distinct from having
just more of that independent reporting and advocacy role?
A.
Yes, I do. I need to be cautious in what I say,
because I'm currently participating as part of a review of
the clinical governance of the public mental health
services in Western Australia, and we're due to provide a
report to the Minister very soon.
I think there are advantages - potential advantages
and potential disadvantages. In the review that I've been
a part of, I think I've seen evidence of both of those.
One of the advantages in holding the budget and
undertaking the purchasing is, they have more capacity to
make decisions about - I guess, that help to drive the
reform, so to change the pattern of expenditure, and
certainly in Western Australia what you've seen is that
they have had a significant increase in the funding to the
non-government organisations and that's been a very
positive and well received thing.
I guess the challenge is - well, I see a couple of
challenges - but one is, I have a level of concern about
separating mental health off from general health, and
indeed certainly it was evident in Western Australia,
there's still significant mental health expenditure that
comes out of the general health budget: for example, for
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Emergency Departments, for consultation liaison services,
et cetera. What we've seen in Australia, around the whole
of Australia, not just Western Australia, is increasing
presentations to the Emergency Department.
I think you potentially increase the fragmentation of
the system and there's a potential for a lack of clarity as
to who's responsible in terms of the monitoring of that
because you have the system manager role that's trying to
take the overview.
So, I think that there are pros and cons to it. I
guess it's for a government to actually look at that and
make a decision about whether or not it should be a
fundholder or not.
What I can say and I think is on the record, there's
been various reviews in WA, including a review by
Professor Mascie-Taylor in 2017 which looked at the safety
and quality systems in WA and made the comment that he
thought there needed to be a review of mental health
services in WA, which is part of the reason that I'm
involved in the review I'm in now.
The Sustainable Health Review that was published
earlier this year led by Robyn Kruk, who is well-known as
the former CEO of the National Mental Health Commission
amongst many other roles, also made the same recommendation
that there needed to be a review of mental health, and
particularly the clinical governance, and that I think is a
reflection of the fragmentation that has been experienced
in WA, and they actually use the words of "complex and
confused."
I do think caution is wise in thinking through where
the funds are best held.
Q.
And finally, on the Commission: an independent
Commission still is attached to a Ministry?
A.
Yes.
Q.
Central agency or Health Department: do you have any
views on the pros and cons?
A.
I do indeed and, as I said earlier, I think my views
have probably changed somewhat over time, but I do believe
that they should be central agency and they should be
independent.
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COMMISSIONER McSHERRY:
Q.
Thank you very much for your
statement and for your evidence. I was just wondering if
you have a view on the peer workforce and perhaps how that
could be developed as part of a system-wide approach?
A.
Yes, look, I think the peer workforce is a very
important element of our workforce, and unfortunately far
too small at this point in time. I think there's a growing
body of evidence for the role that peer workers can play in
a service, and very much welcomed by those with lived
experience and who are seeking services.
There's a role really right across the board in terms
of, from Emergency Departments, acute units, community
units, rehabilitation services, for the peer workers to
play a very prominent role, and of course they're a big
part of services in the non-government sector as well. We
need to see a concerted effort to actually increase the
presence of peer workers across services, in clinical and
non-clinical settings, across the whole of Australia.
Q.
In your view, do you think that Mental Health
Commissions perhaps develop that voice of those with lived
experience?
A.
Look, I think one of the important roles for having a
Commission is actually to be out there hearing from those
with lived experience, and it's not a one-off thing, it's a
continuous process. But then, to be actively listening,
hearing the accounts that people are telling them, and then
taking that back to government and, in a sense, translating
it to government in terms of what it means for the
experience of people in everyday life.
And again, not just in the health settings alone, but
in these other settings, in terms of, what's happening in
the prisons, what's happening in the police response, in
the ambulance response, what's happening in child
protection. All of these interface for people and in the
lives of people with mental health issues. I mean, not
everyone has those, but you know what I mean.
The Commission has an important role to actually take
that voice and take it to the departments and to government
more broadly.
CHAIR:
Q.
I just want to follow-up on the issue you
said about your concern about the potential of separating
.24/07/2019 (17)
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out fund holding for mental health, particularly
hospital-based mental health services from the broader
health system.
Does your concern also hold true in relation to
community-based service provision, or do you think there's
different considerations in relation to that?
A.
I'm not entirely sure I'm following what you mean by
that.
Q.
So, you said in your evidence to Professor Fels'
question about the value of a Mental Health Commission
being a fundholder, and you said you had reservations in
relation to whether or not splitting off fund holding for
mental health services would advantage or disadvantage
mental health because of the broader contribution from the
health budget, particularly for Accident and Emergency and
other departments.
A.
Yes.
Q.
Would you hold the same concern about separating off
community-based mental health services from hospital-based
services?
A.
Oh, absolutely. Hospitals and community services need
to work in an integrated fashion, and really, we should be
trying to minimise the need for hospitalisation by
providing as much services in the community as we can, and
that's both clinical and non-clinical services.
If you have separate fundholders for community and
inpatient, I can just foresee issues. And, of course, the
problem is, if there is a shortfall in one, so for example,
if the community services are not providing the level of
service required to meet the need, where are people going
to go? They're going to go to the hospital, they're going
to go to the Emergency Department and get admitted to the
inpatient unit. And discharge from the inpatient unit,
safe discharge, relies on having accommodation and then the
appropriate supports in the community, whether it's
clinical or non-clinical.
But, if you've got two separate parts of the sector
funded by different fundholders, it's to my mind a recipe
for, not necessarily disaster, but probably not much short
of that.
CHAIR:

Thank you.
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MS NICHOLS:

CHAIR:
Yes, thank you very much for your evidence today,
Dr Brown.
MS NICHOLS:
CHAIR:

Is it convenient to take the lunch break now?

Yes.

LUNCHEON ADJOURNMENT
UPON RESUMING AFTER LUNCH
MS NICHOLS:
Commissioners, the next witness is Robert
Knowles, I call him now.
<ROBERT IAN KNOWLES, sworn and examined:

[2.05pm]

MS NICHOLS:
Q.
Mr Knowles, have you had a number of
positions throughout your career in the area of mental
health and healthcare policy reform and governance?
A.
Yes.
Q.
Including, you were a member of the Victorian
Legislative Council from 1976-1999?
A.
That's right.
Q.
You were from 1992 to 1996, the Victorian Minister For
Housing and Aged Care?
A.
Yes.
Q.
And between 1996 and 1999, the Victorian Minister for
Health and aged care?
A.
That's right.
Q.
Were you a Commissioner on the National Mental Health
Commissioner?
A.
I am.
Q.
And a former Chair of the National Mental Health
Commission?
A.
That's right.
Q.
Are you currently the Chair of the Board of the Royal
Children's Hospital, Melbourne?
A.
I am.
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Q.
A.

And the views you express here today are your views?
They are.

Q.
A.

As opposed to representing any organisation?
That's right, yes.

Q.
Have you prepared a statement addressing the questions
we have asked of you?
A.
Yes.
Q.
I tender the statement. [WIT.0001.0059.0001]
Mr Knowles, as a Member of Parliament, how were you first
exposed to the systematic issues relating to mental health?
A.
There were two aspects, I guess: the first was that
there were two then mental hospitals in my electorate,
Lakeside, Ballarat and Airedale in Ararat, and there were a
series of reports over the years which highlighted some
pretty appalling experiences that people had within those
institutions.
And then, when de-institutionalisation started to
occur in the early 1980s, there were a number of former
boarding houses in Daylesford which was in my electorate
that became special accommodations, and there was a
decamping of a significant number of residents from
previously those mental institutions relocated to
Daylesford with an absolutely scarcity of any local support
services for them and that generated a great deal of
community concern in that community. So, it was that
background that I felt the way as government and a
community we responded to those with quite complex needs
left an enormous amount to be desired, and I did hope that
I might some time have an opportunity to make some
contribution to rectifying that.
Q.
What were the forces or the circumstances that allowed
de-institutionalisation then mainstreaming to come onto the
political agenda with such concentrated attention?
A.
Well, it came to a head, I guess, in 1992 when we
became the government. At that stage, the Victorian
economy was experiencing some fairly turbulent times, the
demise of a lot of manufacturing industry, the Pyramid
housing cooperative collapse, the loss of the State Bank,
so there was a general malaise in the economy and that had
a significant impact on State Government revenue.
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When we became government, we were advised by Treasury
that the State's finances were unsustainable and, to bring
the budget in to balance required a reduction of
10 per cent recurrent expenditure over a two year period,
which was enormously challenging, particularly for those
Ministers who had responsibility in the social policy area.
Marie Tehan was my colleague in the first term as
Minister for Health, we worked closely together; and we
determined that, even though we were going to have to
reduce government expenditure, we did want to improve
outcomes and provide more services. And, in mental health,
that became a particular challenge as I think there was an
acceptance that mental health had been a neglected area of
government expenditure, and to reduce that by 10 per cent
was quite challenging.
What we became aware of is that a large - a
significant, I wouldn't say a large - but a significant
proportion of that expenditure was being expended in
maintaining old obsolete buildings, large areas of gardens
and parklands, and so, the decision was taken that if we
could in fact close those, open modern facilities, we could
treat more people but at a lower recurrent cost. We were
enormously assisted by the then Federal Government who'd
introduced the Better Cities program providing capital
funds to the states and territories for them to redevelop
urban infill, particularly in metropolitan areas, and we
used those funds to provide the capital for the development
of the new services as part of the general hospital system,
and that was an important decision to try and get some
local accountability to the way those services were
operated, and to recognise that you can't separate out
mental health from physical health, that they're
interrelated, and people with a poor mental health are more
likely to have a poorer physical health. So, it was seen
important that we in fact construct those new services.
We also took the opportunity of getting a better
distribution of those services.
Q.
I might just take you back a little bit just to
summarise in terms of the factors driving such a major
change. So, are you saying you had really a coincidence of
Federal Government funding under the Better Cities program
and an understanding that you and your colleagues arrived
at, that you could in your assessment provide better care
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and treatment for people but at a lesser cost: is that
really the constellation of factors?
A.
Yes. Yes, and when I say "at a lower cost", it wasn't
at a lower cost of the clinical services, that was
consistent, but the overall costs were reduced because
there was a less expenditure on poor infrastructure
maintenance.
Q.
Yes, so you changed the approach to infrastructure,
and therefore changed the costs of infrastructure
maintenance -A.
Yes.
Q.
-- and that coalesced with a different approach, which
we'll talk about in a moment, in terms of how the system
should be structured.
A.
Yes.
Q.
Do you think, on reflection, you would have had one
without the other? So, it was a budgetary measure as well
as a different approach to the whole system?
A.
If we hadn't been faced with the budgetary
difficulties?
Q.
Yes.
A.
I think it might have been a little more challenging.
When you have to reduce expenditure by 10 per cent
recurrent funding over a two year period, the status quo is
not an option, and that was broadly understood and accepted
by the Victorian community, so it did allow government to
adopt more radical changes than what is sometimes possible
when the broader community don't see the need for
systematic major change.
Q.
I see. Can I ask you, what was bound up in the notion
of mainstreaming?
A.
There are a couple elements of that. One was to
recognise a quite different approach to the historic
approach, where historically almost all of the expenditure
had gone in bed-based services in those large old
institutions. There was a recognition that we needed to
develop a much broader range of community support services.
There was a recognition that the vast majority of
people with a mental health issue did not require 24-hour
care, that generally that can only practically be provided
in a concrete setting. So, there was a recognition that
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people would get relatively better then perhaps relapse,
and so, would need interaction in a service.
There was a recognition that these people also had
significant physical health needs, and that those needs
needed to be met as much as treatment and care for their
mental health issues.
We also wanted to get - because our then service
structure really reflected history, which meant most of the
institutions were in relatively inner-city Melbourne or in
the major provincial towns, often within those towns in
quite isolated circumstances. Whereas, I think history had
shown that our public health services are more centrally
located for communities, and so, it made a lot of sense to
build those new bed-based services where they were required
as an integral part of the public hospital system.
Q.
And, did that lead to the development of the catchment
system?
A.
Yeah, well, that was the way in which we tried to
ensure a rational distribution of those public mental
health dollars. I think the plan was, our planning divided
the state into, I think it was about 28 districts, then
there was a pro rata allocation of beds, community-based
services; we established Crisis Assessment and Treatment
teams which were meant to be the frontline response to
those experiencing psychosis, so that they got better
access to the system with immediate treatment. So, it was
quite a sophisticated plan, but it was seen as a starting
base.
Unfortunately, I think some of those decisions have
taken on a rigidity which has worked to the detriment of
those who experience mental health issues.
Q.
Reflecting on that point, what aspects do you think
have taken on a particular rigidity?
A.
I think identifying that people can only access these
services within a geographic area, that they must meet
certain criteria. We would never accept that in our
general health services: I described it as "The last of the
Soviet systems", I think it's appalling. And we can't
really talk about a patient-centred system if we dictate to
patients specifically that they can only access services
through a particular provider.
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Q.
What was the essential model of governance that you
and your colleagues put into the system back then?
A.
We already had the model of, in terms of local
management of the public hospital system, that brought an
element of local accountability because it was very clear
from a series of reports that there was very little
accountability for inappropriate staff behaviour in the
previous system which was all centrally managed.
There were some statewide services that were
designated as providing coverage, and they were managed
centrally or managed by a particular service for the
statewide provision. It was a conscious decision and I
think it did lead to an improvement in that local
accountability.
I guess, in an ideal world, we might have started from
scratch but we weren't in an ideal world. Some of the
staff that had worked in the system had themselves become
quite institutionalised, and I think some of them found it
difficult moving into a different environment where there
was a much stronger local accountability through local
management systems, but the cost of doing it differently
was just beyond the capacity of the state to fulfil.
Q.
Was there an apprehension that, in a devolved
governance model, there could be a drift of money allocated
to mental health to general health?
A.
Yeah, although the funding was in program-specific, so
services had to acquit their expenditure consistent with
the requirements of the program. And I guess, there was
some nervousness, particularly amongst some of the
clinicians, that there would be a drift.
There was also some concern that there would be a
drift in the complexity of patients being treated, and I
think there was concern that, particularly in the early
days, we ensure that those with the most complex needs were
still able to access services.
I
that's
people
mental
Q.
A.

think, with the scarcity of growth funding, I think
become quite problematic now that they're the only
that are able to access support through the public
health system.

Can you elaborate on that a little?
People have to be diagnosed as having a quite severe
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complex mental health issue before they generally are able
to access the public mental health system. Our primary
care system generally picks up the needs of those with much
less complex mental health needs, if I can put it that way:
that doesn't mean they don't have significant needs, but
generally the primary care system is able to meet those
needs. But there is a group between that that is severely
compromised and do have enormous difficulty in accessing
appropriate care.
If I could just give one example, at the Royal
Children's Hospital we do have a public mental health
program, but it's specified for inpatient adolescents. But
we probably provide more treatment and support for children
with mental health issues from our general program budget
than we do through the public mental health system and, if
we didn't do that, there'd be a significant number of
children and their families that would not have access to
appropriate treatment.
Q.
Just going back to the early 1990s, was there an
overwhelming community support for de-institutionalisation
and then mainstreaming?
A.
There was overwhelming support from those who advocate
in the field, but I think there was a proportion of the
population who were apprehensive, maybe through ignorance.
I mentioned the experience of the Daylesford
community. One could well understand the apprehension in
that community about de-institutionalisation and
mainstreaming, because they'd seen it occurring without a
comparable development of community-based support systems
and services.
As I said, there were a number of former boarding
houses or guest houses that had become special
accommodations. The only provision of mental health
services was a psychiatric nurse half a day a week, it was
hardly an adequate support system, and so many of those
former residents of the mental health institutions were
really just at a loose end during the day, wandering the
streets of Daylesford.
So, one could understand, but I think those of us who
were passionate about it were pretty confident that, if we
got the service system right, then in fact, not only need
the community not be concerned, but there would be much
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better outcomes from those who were experiencing mental
health issues and their families and those who supported
them.
Q.
Going forward, do you think that since that time
mental health in Victoria has ever been adequately funded?
A.
No. Nor has it ever been adequately funded anywhere
in Australia.
I can perhaps just quantify that a little. Some years
ago I was one in quite a large group of people that looked
at, what would a modern mental health system in Australia what might that look at, looking at both a community-based
service system, through to an adequate range of bed-based
services covering the different age groups and it was quite
a detailed exercise that took a couple of years in the
undertaking.
Unfortunately, the report's never been released, but I
can say that the costing of that showed the then mental
health system was at least 40 per cent underfunded in terms
of being able to provide that balanced integrated service
system. I suspect the figure would be now significantly
more than that.
Q.
How do you think the funding compares with the burden
of disease for mental health?
A.
I think the funding is about 7 or 8 per cent of the
total health budget; the burden of disease is, what, around
11 per cent, so there is an enormous gap between the
proportion of the health budget spent on issues around
mental health as opposed to the need, as mentioned, by the
burden of disease.
Q.
What, in your view, are the reasons why mental health
isn't better prioritised, including for more funding?
A.
Well, frankly, I don't think it's been accepted by
policymakers as a mainstream health issue, and I think that
is just fundamental, that we have siloed mental health as
if somehow completely unrelated to physical health, and
it's an irrational siloed response.
I think there's some stigma around mental health. I
think organisations like Beyond Blue and others have done a
lot about reducing the stigma of depression and anxiety,
but I think there's still enormous community stigma around
some of the psychotic illnesses, and I think that plays
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into that lack of priority.
Q.
Can I ask you to perhaps drill down into that concept.
What's the connection, in your view, between a perception
about community-held stigma for certain kinds of mental
illness, and the challenges governments face in
prioritising mental health, including in funding?
A.
Government is often about leading as well as
responding: I'm not one of those that subscribe to the view
that governments only respond to popular community
sentiment. I think experience tells us that can change
quite dramatically very quickly, so it's not a good basis
for making public policy or then implementing public
policy.
But I think
of mental health
very significant
underemployment,

I think the work that a number of bodies - the
Productivity Commissioner currently has got an inquiry
going, the work that the Mental Health Commission have done
in the past, and a number of other inquiries have shown
that it would be an economic rational thing to do to invest
significantly in mental health programs that would have an
economic return to the country.
So, I think governments are generally concerned to
ensure the economy continues to grow, that's what dictates
the living standard we all enjoy, so I would argue that
good government would say, here is a rational, sensible
economic argument as to why we need to invest more, and
that ought to be a motivating rather than necessarily what
might be community sentiment at any given point.
Q.
Are you suggesting that perhaps historically a
perception about community sentiment might tend governments
away from what is an economically rational decision to
prioritise mental health?
A.
It might have. I think there are some within
government who - mind you, they say this about health
generally rather than just mental health: as health is a
bit of a black hole, you keep pouring more resources in and
the demand keeps coming for even more.
There is an interesting argument though, while
.24/07/2019 (17)

2144

a rational examination shows that the cost
issues to the Australian economy is very,
in terms of lost days in sickness, in
in the lack of economic participation.

1663

R I KNOWLES (Ms Nichols)

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

2019 public hearings

advances in technology have replaced a lot of labour in
many areas of the economy, there are three areas that
that's not true: education, health and symphony orchestras.
All of them are labour-intensive and will remain
labour-intensive into the foreseeable future.
Certainly the first two, education and health, are
major economic drivers for an advanced economy like
Australia, so I would argue that good government would see
these both areas as sensible areas of investment.
Q.
One of the things you've said in your statement on
this topic is that perhaps there's not a full appreciation
of the treatment possibilities in mental health.
A.
Oh, absolutely I think there's a bit of a view that
mental health issues can be just areas of despair. I
think, while we still need to make more significant
advances, we are constantly making advances in how to
respond to those with mental health issues.
I think one of the problems that we have is that our
system is so stretched that we do not get sufficient
response for early identification or early indicators, and
I think that would lead to much better health outcomes if
we could develop a system that was able to respond earlier
to indications of where issues are arising or where a
person is deteriorating.
It is, I think, appalling that many people when they
do contact public mental health service, they're told, "I'm
sorry, you're not sick enough, wait till you're sicker then
come back." We would find that outrageous if we said that
in a public health service.
Q.
Does the way in which responsibility for mental health
is allocated affect its prioritisation in your view?
A.
Yes.
Q.
How so?
A.
My view is that the Minister responsible for health
needs to be the person responsible for mental health.
Q.
And, why is that?
A.
Because I think they are so interrelated. Australia's
experiencing significant growth in chronic illness. For
those with more than one diagnosis in chronic illness, it's
highly likely that one of the diagnoses will be a mental
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health issue. You can't separate out the treatment of
diabetes from the treatment of depression, anxiety, if the
person's experiencing both those.
I go back to the point I made about the Royal
Children's Hospital, where it would be inconceivable that
we would be treating a physical condition in a child if
they're also experiencing anxiety and we ignore that or
said, "That's someone else's responsibility." That is a
health issue that ought to be confronted by the health
system in its totality.
Q.
Yes, I think you've said in your statement that, if
you don't silo mental health, if you stop the siloing, it
forces the managers or the owners of the system to grapple
with its problems more directly?
A.
Yes, absolutely. And then think about, how do we get
better ways of managing this issue. I can think of one
example that, fortunately the Royal Children's Hospital has
been funded to extend our Emergency Department because of
growth in demand. We're taking that opportunity to think
about how we develop part of that expansion to more
appropriately facilitate those who present with behavioural
issues, whether that is a mental health issue or other.
Because, a typical Emergency Department is the most
inappropriate place, with noise and lights, for someone
experiencing psychosis to enter. So, how do you develop,
not completely separately from the Emergency Department,
but how do you develop access that is appropriate to the
needs of that person? And that can only happen if you
think about the operation of the Emergency Department in
its totality, not as two different silos.
Q.
And, if you were to have a single point of
accountability for health, including mental health, in your
ideal world would you have a separate budget for mental
health?
A.
You might have aspects of a program which go
specifically to meet a mental health need, but you would
have some outcome measures that you would require a service
to provide from a general budget with possibly specific
programs, as we currently do. We have a funding stream for
the operation of emergency departments; that is quite
explicit and has to be acquitted for that expenditure for
that purpose, but the general operation of the hospital
comes through a general budget program.
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Q.
While we're on structures, is it your view that
community-based mental healthcare should be tied to
hospitals or not?
A.
Not necessarily. One of the experiences I think is
fairly well accepted, is that there is a tendency for
hospitals to constantly want to drag patients in. One of
the organisations I'm involved with is an organisation of
Silver Chain which is a very large now national
organisation, originally started in Perth, that provides
home-based healthcare and palliative care, and particularly
those working in palliative care. The clinicians
frequently made the point that if they had access to beds
at 2 o'clock on a Saturday morning when a crisis hits, they
would relocate the patient. The fact that they don't have
access to beds forces them to work harder to provide
treatment and support.
So, there's no perfect model that fits all
circumstances, and there will be circumstances where, in
practical terms, the organisational structure can only be a
hospital based service delivering those services, but I'd
want a mix so that you can actually compare and contrast
the outcomes.
I think some of the best innovation has occurred
through community-based organisations not bound by a long
history. So in my ideal world I'd have a mix of providers,
community-based, hospital-based, particularly if you
develop some good outcome measures, you can actually
provide significant information to consumers that enable
them to then drive the way services operate.
I think we've constantly got to look at, how do we
further empower consumers because I think they can become a
significant driver of innovation, improvement and better
outcomes.
Q.
We asked you a question which you've answered in your
written statement, and we asked, what would it look like to
properly prioritise mental health. The first point you
made was:
"We'd need capital injection to build more
appropriate facilities."
How important is that?
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A.
That's in terms of a more sensitive entry point,
either through co-location with an Emergency Department or
a community-based treatment service. My priority is, how
do we build the community-based sector.
Every report that's been done in mental health over
the last 20 years, they have consistently made the same
point: our first priority is not more beds, it's actually
building the community sector. We might need more beds,
but let's get better utilisation of the services that we
have now. There are people who are in hospital, not
because they necessarily need to be in hospital, but it is
the lack of appropriate treatment and support services
outside of a hospital that keep them there.
I think there are a number of examples where very
good - sometimes called step-up, step-down, sometimes
called rehabilitation units - but it provides ongoing
support in that transition back to independent living, and
then those people being supported in their independent
living.
I think we need to recognise that, if people are going
to live in the community, they need access to secure,
appropriate housing; they need access to activity, whether
that is employment, education or just social connectedness;
all of those things go to improving the health outcome for
those individuals and those who are supporting them.
So, by priority is how do we further invest in the
development? I think we also need to recognise as a
priority, we need to significantly invest in developing the
workforce. There is a huge shortage in that area, and it's
silly to talk about a substantial expansion of the mental
health capacity of the service system unless we
significantly invest in the attraction and development of
an appropriate educated workforce.
Q.

You also said in your statement that:
"We need a five year program of
priorities."

A.
Yeah. It might actually even take longer than that,
but I think a five year priority with some measurable
outcomes is an important way of ensuring that we continue
to expand.
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If we are to achieve the outcome that I said, where
expenditure somewhere near equates with the burden of
disease, that's probably larger than a five year program,
that's probably a 10 year, if not a generational program.
But there needs to be a well articulated plan with the
priorities set out that means that the investment will be
sensibly used, but then measuring the outcomes and, if it's
not, then adjusting the plan accordingly.
Q.
Are you saying you need a detailed plan of that kind
over a very long period but with measurable outcomes over
shorter periods of time?
A.
Yeah, I do, yeah.
Q.
Is there such a thing as reform fatigue that you've
encountered along the way?
A.
Well, yeah, there is. We've experienced a little bit
of it with the restructure of mental health services.
Human beings, we quickly become settled and that's the way
we like to do things.
But the reform that I'm talking about is more a
development program rather than a fundamental change.
There will be changes in the way the service operates, but
I think that change will hopefully be seen as delivering
better outcomes and therefore - you know, the reform we had
was a fundamental change in the way people were being
employed, the way they were being managed, whereas the
planning that I'm advocating for now I think is more a
development of a service system rather than a fundamental
reform of the way the system's currently structured.
Q.
We've heard evidence from another witness in the
Commission that, once that fundamental reform was put in
place, it was a bit of set and forget and there wasn't
enough constant re-evaluation: what do you say about that?
A.
Yeah, I'd agree with that. That's why I think
accountability is an important component of, particularly
if we are looking at a substantial increase in investment,
I think the community's entitled to know that this is
actually leading to improved outcomes.
Q.
And accountability at what level in that context?
A.
I think at two levels: one is at a state level, that's
an overall system reform; but one also needs accountability
in terms of the way services are operating and delivering,
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so I'd argue for accountability both locally - one might
even want it at a regional level as well as at a state
level.
Q.
At state level, what are the levers for achieving
accountability, do you think?
A.
What are the?
Q.
Levers? What makes the state accountable?
A.
Well, I do like the concept of an independent
evaluator; that can take a number of forms, but what it
requires are some measurable outcomes.
I've been highly critical in the past: we've had
national mental health plans which have been five year
plans, and they've supposedly been evaluated. To start
with, the plans outline a range of activities but don't
have any specified outcomes. And so, when the evaluation
occurred is, well, yeah that activity occurred. In my
view, that's not accountability; accountability is that,
we're going to set some outcomes in terms of the population
accessing services and then actually measuring, is that
occurring? I think there's a lot of evidence now that less
people are accessing aspects of mental health services than
what they were. That's a very poor outcome.
Q.
In terms of accountability at a more local level, you
said that DHHS should think about how to put mental health
better into its statements of priorities; that requires of
the hospitals and Area Mental Health Services: do you want
to say any more about that?
A.
Yeah, I do, and that is, that we have to then develop
the outcomes that we want to measure. At the moment, we
simply measure whether or not beds were occupied. So,
hospitals are funded in public mental health for activity,
not for outcomes.
Now, at the Childrens we're developing internally some
outcomes that we want to measure whether or not we are
delivering the outcomes that families are entitled to
expect through receiving treatment: they're the sorts of
measures I'd like to see the department develop as part of
the Statement of Priorities against which health services
are held accountable.
At the Children's Hospital, has that just been an
Q.
initiative of the hospital itself?
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Yes.

Q.
And led by the clinicians or the board or both?
A.
Both. We set out - I guess when I joined the board of
the hospital, I made it clear that mental health was one of
the areas that I was fairly passionate about, so we've
pushed it as part of our strategic planning. We freely
admit we've still got a significant way to go, but I think
we've made some significant advances there.
And, working with the Murdoch and Children's Research
Institute, we've prioritised mental health as one of those
areas of research. Because again I think in this country
we have underfunded research into mental health, and by and
large that reflects the nature in which the Federal
Government have historically funded research, it has to be
a competitive research grant, and by and large that works,
but it also favours those areas of disease where more
researchers operate. So it becomes a bit of a chicken and
the egg: until you build the capacity, you're unlikely to
get the fair share of the research funding.
Now, fortunately I think the new program the
Commonwealth have released, and they've identified mental
health as one of those priority areas for research, it does
start to give us the ability to build that capacity to
attract the brightest minds to further undertake research
in this area, which is very important for the ongoing
development of better treatments, better evidence for what
works and what doesn't.
Q.
Just picking up on a comment you made earlier about,
there's a number of reports that have happened over the
last 20 years that all say the same thing: do you have any
observations about why, in mental health, we're quite good
at reaching conclusions about what should be done, but we
have to keep telling ourselves the same thing?
A.
Yeah, that's right. Probably, if we spent half the
money we did on reports on actually implementing reforms,
we'd all be better off.
I think there are a couple of things, and I'm really
interested in, and I hope the Commission will set some
priorities, because I think that's what might have been
lacking a little in some of those reports: that it says,
here's a whole host of things that have got to be done and
policymakers, or those who manage look at those and think,
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well, yeah, that's right, but what do we do first?
Whereas, I think we do need to not only develop a
plan, but then set some priorities as to what comes first,
and some of those will be about building blocks. Some of
it will be about trial and error, about supporting the
development in a particular locality; having a requirement
that, if it works there, what are the significant issues
that led to it working so that it can be replicated.
I guess I'm one of those, if you get a little nervous
about pilots, we've had endless pilots which often show
they work, but then a lot of funding runs out and they
disappear. And sometimes it's because the pilot might have
worked in a particular instance, but there were particular
aspects that enabled it to work without anyone ever
identifying what were they, and how do we make those
transferrable both geographically and organisationally.
MS NICHOLS:
Thank you very much Mr Knowles.
the Commissioners have questions?

CHAIR:
Q.
I just have one, thank you very much,
Mr Knowles. One of the issues that you identified in your
witness statement, and has also been raised at this Royal
Commission is, you talk about the evolution after
de-institutionalisation, and also talked about what
happened with the creation of the CAT teams.
You mentioned that they came out of the police
shootings and a range of other things at the time, and you
went on to conclude that:
"Over time the CATTs became staffed with
people who had more limited experience and
police have progressively resumed their
role as the frontline response."
Can you talk to us about what concerns you about that
evolution back to police being the frontline response for
mental health?
A.
Indeed. It was envisaged that the CAT teams would be
the frontline, and therefore by definition you would hope
that you would attract the most experienced staff that had
the expertise and the experience to be able to respond.
I think what we found within a short space of time
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though, that many of those CAT teams were being populated
by very young graduates who perhaps did not have the level
of their experiences to being able to respond; a level of
concern that there was a risk of violence and, therefore,
the police tended to then become the first line.
There are two things: one, I'm not sure that we
adequately train all of the police well enough as to, what
is the best way to respond to someone in crisis. Secondly,
it might be better to think about, is it possible to
develop a combined response which is both an experienced
mental health personnel as well as a police presence?
I think it can be quite traumatic, both for the
individual and for their family, if the frontline response
is a police response. Now, that's not to denigrate in any
way the role of the police, but if you look at it from the
person with the mental health issue, it's probably not the
best response.
There have been some experiences overseas where they
explicitly train a significant proportion of the police
force to how to most appropriately respond, and then to
actually follow up with the same police officer seeing the
person after they've recovered illness, so that the police
get a much more balanced view of the human being, rather
than seeing the human being only at the time of crisis.
I do think we need to be a bit more innovative and
imaginative in the way we develop that first response to a
person in crisis, and I think that goes fundamentally to
then, well, what is their entry into the treatment system
and how we get a better pathway in.
I think pathways in, pathways out of treatment, are
equally important and I don't think we do either of that
very well in our current system.
CHAIR:

Thank you.

MS NICHOLS:

Thank you very much.

May Mr Knowles be excused?

CHAIR:
Yes, thank you very much for your witness
statement and evidence today, Mr Knowles.
<THE WITNESS WITHDREW
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MS COGHLAN:
The next witness to be called this afternoon
is Adjunct Professor David Plunkett, and I call him now.
<DAVID JOHN PLUNKETT, affirmed and examined:
MS COGHLAN:
Q.
Thank you, Mr Plunkett.
statement to the Commission?
A.
Yes.

You provided a

Q.
I tender that statement. [WIT.0001.0069.0001] You are
The Chief Executive Officer at Eastern Health?
A.
Correct.
Q.
You have the following qualifications: you're a
graduate from the Australian Institute of Company
Directors, January 2017?
A.
Correct.
Q.
A.

You have a Master of Business Administration?
Correct.

Q.
You have a Graduate Diploma in Business Management
from Monash University?
A.
Correct.
Q.
You have a certificate in Perioperative Nursing from
Austin Health?
A.
Correct.
Q.
And you are also a registered nurse, or at least you
were, in 1988?
A.
That's when I graduated, correct.
Q.
Just in terms of your current role as Chief Executive
Officer, you commenced that role in July 2016?
A.
Correct.
Q.
What role did you hold prior to that?
A.
Prior to that role at Eastern Health I was the
Executive Director of Acute Health and held the portfolio
as the Chief Nursing and Midwifery Officer.
Q.
A.

For how long did you have that role?
I had that role for approximately three years.

Q.
Can I ask you broadly about your role as CEO and what
your responsibilities are as you see them, just in a broad
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compass?
A.
Yeah. Thank you, my role as CEO is to fulfil the
directions of the Board in delivering Eastern Health's
strategic plan and operationalise those plans, and to
deliver a safe, high quality, care system that is timely
and is financially sustainable.
Q.
One of the things that you deliver is the strategic
plan?
A.
Correct.
Q.
And that's approved by the Board?
A.
That's approved by the Board and then the Minister For
Health.
Q.
You also assist to deliver organisational performance
in accordance with the annual Statement of Priorities?
A.
Correct.
Q.
I'll come to ask you some more questions about the
Statement of Priorities in a little while. Can I commence
though by asking you about governance and services at
Eastern Health, and just really keeping this to quite a
broad level, just so that there's some understanding of
particularly Eastern Health's operations and the scale of
it, we'll get to that.
But just on the issue of governance, the strategy and
operations of Eastern Health are overseen by a Board of
nine Directors?
A.
Correct.
Q.
The Board appoints a CEO, which is you, and that also
has to be approved by the Secretary of the Department of
Health and Human Services?
A.
Correct.
Q.
A.

Then you, in your role as CEO, report to the Board?
Correct.

Q.
In terms of the responsibility of Eastern Health you
say in your statement that it's:
"... responsible for all public healthcare
service delivery within its primary
catchment."
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Can you just detail what that catchment includes?
A.
Yes, thank you. Eastern Health's primary catchment
covers 2,800 square kilometres, and largely goes from the
Box Hill region out to past Healesville and beyond. There
are approximately 790,000 people within that community and
we provide services across acute health, subacute care,
mental health, drug and alcohol, community health for that
population.
Q.
In terms of the catchment that you've described, the
catchment for mental health services differs in some small
respects from the catchment of physical health services?
A.
Correct.
Q.
I'm going to ask you about that later on, but that's
something that exists within the systems that you provide.
Can you also just address then which hospitals and services
Eastern Health encompasses?
A.
So, our large hospitals are: Box Hill Hospital,
Maroondah Hospital, Angliss Hospital, the Peter James
Centre, Wantirna Health, Yarra Ranges Health and
Healesville Hospital and Yarra Valley Health. We also have
our statewide services of Turning Point and Spectrum which
are located in Richmond, and we have numerous
community-based sites which is largely where our mental
health services and some community health services are
provided from across the catchment.
Q.
Just in relation to Turning Point, that's an alcohol
and drug clinic?
A.
Correct.
Q.
And then Spectrum is the statewide personality
disorder service?
A.
Correct. Just to clarify, Turning Point is clinical
treatment, research and education for addiction - alcohol
and other drugs and addiction medicine.
Q.
In terms of the amount of staff that Eastern Health
has?
A.
We have 10,500 staff and volunteers, of which 9,500 of
those are paid staff.
Q.
They're divided into two main areas of clinical
operations?
A.
So, the way that we operate the organisation is, as
you said, through two clinical operations Directorates: one
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of those is largely focused around the unplanned patient,
unplanned and physical health patient, and the other
Directorate has more planned services in it, and that is
also where mental health - Turning Point and Spectrum are
also located in that Directorate. The other corporate
Directorates then support those clinical operations
Directorates.
Q.
What about the Eastern Health Mental Health Program,
how does that fit in?
A.
So that fits into a Directorate that we have, the
acronym called SWMMS, and so, it fits in there with, as I
say, other services such as statewide services, and for us
they are Turning Point and Spectrum.
Q.
Can I now take you to the Statement of Priorities, and
just first of all ask you some general propositions about
what it is and what its purpose is, and the respective
roles of Eastern Health as compared with government in its
preparation.
So, first of all, the SoP, as I'll call it, is agreed
each year in accordance with legislative requirements?
A.
Correct.
Q.
A.

That's the same across the board?
Yep.

Q.
And Eastern Health identifies and aligns its
objectives and priorities with government for the year
ahead?
A.
Correct.
Q.
There are essentially three parts to the SoP each time
it's prepared?
A.
Correct.
Q.
Can you just take the Commissioners through those
three parts, please?
A.
So, they're called part A, B and C. Part A is one
where the strategies are delivered and it is one where
there is either mandatory items that must be completed to
fulfil government policy or, as mentioned, Eastern Health
would fit its directions within the broader remit that
government have played with respect to their priorities.
The number of items in Part A varies each year as what
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are mandatory items to come from government or the
department, and then Eastern Health will then fulfil the
rest.
Part B and C: Part B is activity data or performance
data, and that includes things such as waiting list,
information, emergency access through Emergency
Departments. Access through specialist clinics are some
examples.
Part C is largely the activity levels and the funding
to go with that.
Q.
You say in your statement that, once all parts are
developed, that's done separately and they're all brought
together for final approval and signing?
A.
Correct.
Q.
Can you just elaborate on that process, in terms of
how it comes to be that that comes together?
A.
So, once the guidelines for the Statement of Priority
are issued, which happens on an annual basis towards the
end of the closing financial year, health services will
then populate a pre-formed template for Part A for those
items that we spoke about.
Part B is largely driven by state performance targets,
and therefore the negotiation that you have around those
items is really limited to the elective surgery waiting
list activity.
Part C, the financial, is pre-populated by the
department and it is the outcome of the annual budget cycle
the department sets.
Q.
You spoke about the issue of guidelines before, are
they guidelines that are issued by the Department of Health
and Human Services?
A.
Correct.
Q.
Just in relation to the input that Eastern Health can
have in terms of determining the mental health related
strategic priorities: can Eastern Health do that, and has
it done so?
A.
Yes, Eastern Health can include in Part A a priority
for mental health, and we have done that in the past. An
example of that is where we included an activity to
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complete the actions from our application of the state's
10-year mental health plan and we reflected that through
the year that it was, it was Year 3 at the time, and we
included that in Part A.
Q.
A.

When was that, do you know?
Last year, 18/19.

Q.
That's Eastern Health's ability to drive what's in
Part A. What about DHHS's ability to drive strategic
priorities for mental health?
A.
So, I described before about potentially mandatory
items that all health services must fulfil, and that is
where the department or the government will indicate their
requirement for health services to focus on a particular
item, and it may well be mental health. We could also do
that.
The other aspect with
performance is through the
guidelines which also come
template for the Statement
items in there that relate
mental health service.

respect to some area for
annual funding and policy
out at the same time as the
of Priorities, and there may be
specifically to delivery of

Q.
So, can I ask, DHHS's ability to include it is to do
so by making it a specific priority?
A.
Correct.
Q.
Apart from what you've described about recent
experience, so leave aside the 18/19 or 19/20
financial years, can you say historically - so for the
10 years preceding that - whether it has been made a
specific priority by DHHS to your knowledge?
A.
To my knowledge it hasn't been a consistent focus.
Q.
I'll just put something to you that you say in your
statement and just ask you to address it. So, other than
those financial years that we've addressed, 18/19 and
19/20, you say this in your statement:
"Prior to this, mental health was included
as one of a number of 'actions' that health
services could prioritise to address
through a deliverable, under the domain of
'Supporting healthy populations'."

.24/07/2019 (17)

1678

D J PLUNKETT (Ms Coghlan)

Transcript produced by Epiq

2159

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

So, is that the experience you had then as to the
level of priority that was given by DHHS?
A.
So, that statement is true, that you could select that
item. The format that the Statement of Priorities has
taken has changed over years, and the level of choice
versus prescription has also changed across the years. So,
I couldn't say that it has been a consistent option or not,
because the format has actually changed.
Q.
But is it true to say that your sense of it is that it
has achieved priority in recent financial years that it
didn't otherwise appear to have?
A.
Correct.
Q.
Can I ask you about prioritisation by the Board, so
directing these questions at the Board of Eastern Health.
In particular, what standing agenda items and regular
reporting are used by the Board to monitor the performance
of Eastern Health's Area Mental Health Service?
A.
Each month the Board receive a comprehensive report of
operations that goes straight to the Board meeting itself;
it is supported by a suite of measures which are largely
focused around the items included in the Statement of
Priorities, but they may include other items at the Board's
discretion.
They will review that and determine whether or not the
performance that is being reported to them and the action
that is being taken to address that performance will result
in further action by myself and the Executive Team.
The board is supported by its Quality and Safety
Committee which will receive properties from all clinical
programs in Eastern Health, both the areas where harm may
occur plus also where clinical care is at the standard that
it should be, and will look to seek assurance under their
obligations that actions are being taken to improve
performance.
An example of what the Quality and Safety Committee
will receive is a report that we use called, Appropriate
and Effective Care, which is just that, is the care that's
provided by this program appropriate and effective, and
that will be presented by the Mental Health Program
Leadership Team for the Board to consider whether or not
they view that any further action needs to be taken with
respect to that.
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The information that the Board will receive will be
supported by things such as an extensive patient experience
report which they receive on a quarterly basis, and that
will also include the high rated complaints that are
received right across the organisation and the status of
those complaints.
So, the Board has full visibility of those higher
order indicators with respect to how appropriate is the
care that Eastern Health's providing.
Q.
And so, what occurs, what does the board do if an
indicator is not met?
A.
So, the Board - if I could reflect the proceedings of
the board meeting - they will ask me to articulate what is
the cause behind the performance, variation, and also what
we are doing about it. And if the Board is not satisfied
that I can respond to that appropriately, they will ask for
further review and analysis of that and for me to report
back again next time.
Q.
I'm going to ask you shortly about the Executive level
and those who might inform you about operational matters,
but can you give an example of, if there is one, of where
an indicator in mental health has not been met and the
response by the Board?
A.
I can. I can talk about, at times we have had the
indicator for seclusion has not been achieved, we have
exceeded the number of times that seclusion has been used,
and the Board has sought clarity as to the causes for that,
and the immediate action that has been taken from that if
it was possible to be done.
The variance from those indicators is largely
patient-specific where it was actually a balance in a
clinical decision about the most appropriate place for care
for that particular client in that example.
Q.
In terms of the Board's desire or inclination to
improve the prioritisation of mental health services, what
steps could it take to achieve that outcome?
A.
The Board - could you just ask the question again,
sorry?
Q.
If the Board wants to improve the prioritisation of
mental health services, what steps could it take?
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A.
The Board could include that in our annual plan that
we have as a health service for what we're going to be
doing. It could look to seek further detailed information
on the particular topic that they are requesting, and the
management team would therefore respond to that to be able
to fulfil that. Does that answer your question?
Q.
Yes. Can I also just direct you to some other
specific examples that you've given in your statement at
paragraph 21: that the steps available to the Board do
include actions in the annual SoPs?
A.
Yep.
Q.
You've raised this, but actions in the annual
improvement and innovation plan; communication of its
priorities and expectations to the CEO and Executive Team.
A.
Correct.
Q.
Targeted monitoring and increased reporting, including
discussions with senior staff from the mental health
program, which you've raised. Then finally, approval of
major expenditure on capital works and other initiatives
recommended by management?
A.
Correct.
Q.
So, they are things that are available to the Board to
seek to improve the prioritisation of mental health if it
so chooses?
A.
Correct.
Q.
What factors then influence the level of attention
given by the Board to mental health services?
A.
The focus of the Board is an assessment of performance
and the level of variation from that. That could be
influenced by many factors which include the performance
indicators which will be in the Statement of Priorities.
If we have our performance against internal targets,
what is Eastern Health's performance in a particular area
against benchmarked peers. It could be related to the
patient or community feedback, as well as discussions with
staff, management, or in fact from knowledge about
comparative need across the system. So, it will come from
a variety of different areas that may trigger the Board to
ask for further review and analysis.
Q.

One of the factors you mentioned was benchmarking
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against other services, so how do you share information
between services to establish that benchmark or understand
it?
A.
We participate in the Health Roundtable as a
benchmarked organisation; however, it does not cover mental
health services, and so, the opportunity to have
independent benchmarked performance is limited in my
experience with mental health.
Q.
Just in terms of what you've mentioned about the level
of attention given by the Board and the response that you
provided, is it your view that mental health receives no
less attention than any other area of the service? Is that
your view?
A.
That is my view.
Q.
And that the attention it receives is commensurate to
the need as it arises?
A.
Correct.
Q.
Can I move to ask you about oversight by the Executive
Leadership Team. In your role as CEO, what kinds of
regular performance and activity information about Eastern
Health's Mental Health Program do you receive?
A.
So, I receive reports and information based on three
domains: timely access to care, and that is largely through
our Emergency Departments; the second is with respect to
quality and safety and the measures that are reported
through our Clinical Executive Committee through to Board
quality and safety; and also around financial performance
and financial sustainability of the service. They're the
three areas that I receive regular reports on.
The detailed review of that within the Mental Health
Program - so I sit at the high level - the program has a
detailed scorecard that they review their performance
against, against their targets on a regular basis, and that
goes into much more granular information for them related
to the particulars of their service that they run, and that
is the same across all of our clinical programs.
Q.
Can I just ask you about the Executive Director's
role. You mentioned SWMMS earlier on, so there's an
Executive Director of SWMMS?
A.
Correct.
Q.

One of the other aspects of the program is having what
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you describe as a dual model. Can you just explain how
that structure works and, I guess, ending with you at the
top of that structure?
A.
Okay. So across our clinical programs we have what we
call 43 clinical streams: they are grouped into programs.
So, mental health has three streams which are well-known
around age: so child and youth, adult and aged, they are
called streams in our organisation. That's the Mental
Health Program itself.
Each program has dual leadership: it has a medical
leader who is titled our Executive Clinical Director, and a
non-medical leader as a Program Director, and they lead
that service within the Directorate called SWMMS which has
numerous programs within it.
Q.
A.

And so, they share that role of directorship?
Correct.

Q.
And so, you've talked about, I guess, the detailed
reporting: can you just explain at what level that occurs
and who is privy to that information?
A.
So, the information is most granular at the local
level, and then it builds up across the organisation. So,
the Mental Health Program clearly see all of their
performance around those three domains I described earlier.
They then report that to their Executive Director through
their own governance - the Directorate's governance
program, and then some of those come to the Executive, and
then further on to the Board in its various sub-committees
or straight to the Board.
So, each area has their own performance measures that
they are reviewing on a regular basis, and variance to that
is escalated either through a committee or to me via the
Executive Director should there be concern about meeting
the required performance.
Q.
So, absent not meeting the required performance, you
may not receive it?
A.
Depending on its level, and it is based on the
Executive Director's view as to what level of risk not
achieving that plays.
Q.
So, that's ultimately a decision that would be made by
the Executive Director and whether it then flows through to
the Board and to you, or to you and the Board?
.24/07/2019 (17)

2164

1683

D J PLUNKETT (Ms Coghlan)

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

A.

2019 public hearings

Correct.

Q.
One of the things, and I'll just read this to you from
your statement, is that:
"The responsible Executive Director will
escalate performance concerns to me if they
see the need to do so. These concerns
usually arise from a variance from
performance targets or established
criteria."
A.

Correct.

Q.
One of the other things that - you may have already
just covered this, but there's a daily operating system in
place each week day?
A.
Correct.
Q.
And that is a mechanism by which issues can also be
escalated?
A.
Correct.
Q.
And again, if it's not resolved at a level below
yours, it may make its way up to the Board and the CEO?
A.
It will make its way up to me. It won't make its way
to the Board.
Q.
Thank you. I'm going to ask you further down the
track about Eastern Health's own KPIs. I'm going to ask
you later about that and how they perhaps complement what
the Department of Health and Human Services requires, but
before moving to that, can I ask you about funding and
prioritisation.
I'll just take you to a portion of your statement, and
this is at paragraph 30. One of the questions that was
posed to you in preparing that statement was this: what is
the scope for you, as the CEO of Eastern Health, to
advocate with DHHS for higher funding in mental health in a
financial year? Can you just address that question,
please?
A.
So, I have regular forums with the Department to
discuss and raise our performance and funding issues that
may have occurred in the current financial year or into the
future for where we may need to go. It is easier to be
able to do that with physical health, because there are
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much clearer metrics that can be used to demonstrate the
need for increased funding, versus in mental health and in
alcohol and other drugs, they're not as sophisticated as in
physical health, and so, it is a little bit harder to do
that.
Also, the need to liaise directly with those areas
within the Department to be able to raise those issues of
funding requirements is a little more tenuous and takes a
bit longer to be able to do that, because you have to do it
with a specific area within the Department, rather than
with the area that's called performance and commissioning,
which covers the whole health service but it's predominant
history has been around physical health.
Q.
So, when you are seeking further funding from the
Department of Health and Human Services for mental health,
you have to specifically seek that through the mental
health channel at the Department?
A.
Correct.
Q.
That is distinct from the channels that you would
normally use to seek a funding increase in physical health?
A.
Correct.
Q.
In addition to that, there is a further separate
channel for alcohol and other drug funding?
A.
Correct.
Q.
And so, what challenges does that pose for you as a
CEO running a whole health organisation as you do?
A.
So, as I mentioned, it takes longer to do that, and
you have to make sure that you are talking with multiple
areas of the Department to be able to ensure that
communication is occurring with all, whilst the specifics
with respect to the conversations and the negotiations
you're having with mental health happen there, need to make
sure that that's in the context of the overall
commissioning and performance of the health service through
the other area of - the other branch.
It does separate it out and also the performance
monitoring of the health service, whilst it is intended
that all elements of performance of Eastern Health are in
one spot, mental health is somewhat separate.
Q.

Can I just take you to a specific part of your
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statement and this deals with funding growth. This
question was posed and this is the answer you gave and I
just want to ask you about it at paragraph 33. You were
asked:
"How has the funding that Eastern Health
receives for the delivery of physical
health services grown over the past ten
years compared with the growth of funding
it has received for mental health services
over the same period?"
In your answer you say that:
"Overall funding increases at Eastern
Health can be broken down into two
categories – mental health and 'non-mental
health'. Based on the data available in
the DHHS Policy and Funding Guidelines,
overall funding from DHHS for Eastern
Health increased by 50.87 per cent between
the 2009-10 financial year and the 2017-18
financial year. The increase in funding
during that period for 'non-mental health'
services was 52.08 per cent. The increase
in funding for mental health services was
43.38 per cent."
So, what do those statistics tell you?
A.
So, those statistics tell me that the sophistication
in being able to quantify the demand for service and
therefore the need for increased funding is easier in
physical health. It itself is broken down into a number of
pockets, but for that purpose we have grouped it up
together.
An example of that is presentations and admissions
through an Emergency Department is very easy to quantify
and therefore demonstrate demand and need, than some of the
mental health indicators, or measures, for demand which are
less robust in their form.
That's what it tells me about its need. The mental
health growth has been most pronounced in the last three or
so years, and I think that the whole system has experienced
that, which is good.
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Q.
So, from what you've said, is it the case that,
because it's difficult to demonstrate what the demand is in
mental health, that can impact on funding growth?
A.
Correct.
Q.
Can I ask you, under the heading of "Implementation
and reform", paragraph 35 of your statement, and just
firstly put a proposition to you which is set out in your
statement, which is this:
"It is understood from Eastern Health's
2017-2018 Annual Report and Eastern
Health's Strategic Plan 2017-2022, that
Eastern Health is meeting, and in most
cases exceeding, the majority of its KPIs
for mental health."
Now, first of all, you say in your statement there are
three key performance indicators specific to mental health
services. Could you just identify what they are?
A.
So, the three indicators are: the percentage of
patients who are re-admitted within 28 days of discharge,
the rates of seclusion related to mental health admissions,
and the post-discharge follow-up post an inpatient episode,
are the three areas and they are replicated across the
three age groups within mental health.
Q.

You go on to say in your statement:
"However, these key performance indicators
are not designed to comprehensively address
service demand."

A.

Correct.

Q.
They report on those specific matters that you've
identified. So, are there measures within Eastern Health
that are designed to address service demand?
A.
We have some measures which go some way to being able
to identify whether or not we are meeting demand, and an
example of that is our drop-out rate from our telephone
triage service. It's not a reliable indicator, because we
actually don't know what happens with those calls that
drop-out and those people on the end of those calls: do
they ring back? Do they go to an Emergency Department? Do
they seek treatment elsewhere? So, there's not a level of
sophistication around that demand as there has been and is
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within physical health.
Q.
And, what do you do with that information?
A.
So, we look at that information to be able to see what
improvements can we make to be able to meet that demand,
and there's an example in my statement for the Child and
Youth Mental Health Service who use that information to
change their entry criteria and therefore remove their
waiting list.
Q.
Is this service demand information that you've
described, the drop-out with calls, communicated to the
Department of Health and Human Services in any way?
A.
No, it's not.
Q.
In relation to prioritisation of capital expenditure
at paragraph 51, firstly ask you this: how does Eastern
Health undertake service planning to inform capital
investment projects? And how does mental health feature in
those efforts?
A.
Eastern Health undertakes service planning in
accordance with the Department of Health and Human
Services' framework for service and capital planning. It
is completed at the location level or what we call the
precinct level, and it is based on the service need as
demonstrated by previous activity to project into future
activity.
It will be largely focused around the entire
population that is accessing services through that
location. So, a recent example of that is what we've done
with the Maroondah Hospital precinct, which included our
services for adult and child and youth mental health in
that analysis and, therefore, projections for service
demand based on our own internal data.
Q.
And so, in that sense is mental health just competing
on a level playing field with other capital investment
project needs?
A.
Yes, it is. We are in the midst of undertaking a
specific mental health service plan for across our
catchment, which is following the same process that I
described, and we've also participated in a Regional Mental
Health, Alcohol and Drug and Suicide Prevention Plan which
is being undertaken by the Eastern Metro Primary Health
Network for their catchment, of which Eastern Health is a
large part of that.
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Q.
And so, those two initiatives that you've described,
are they driven by Eastern Health or by the Department of
Health and Human Services?
A.
So, the Primary Health Network has driven the latter.
The former is a negotiation that we would have with the
Department: they provided us with some financial support to
be able to undertake the plan. There are other plans that
we would do from our own resources.
Q.
In terms of Eastern Health prioritising its
applications for capital investment projects made to the
Victorian Health and Human Services Building Authority, can
you just talk the Commissioners through how you prioritise
applications?
A.
So, I categorise capital into an easy simple way for
me to talk about that as far as "Big C", "Middle C" and
"Little C". "C" being "Capital". "Big C" are things like
the Joan Kirner Hospital, Footscray, Box Hill Hospital, are
"Big Cs", and they undergo a rigorous business case to be
able to demonstrate the need and the cost, et cetera, that
will be delivered through that.
They are done in conjunction with the capital area
within the Department and the health service and they are
supported financially to undertake those by the Department,
or the Building Authority as it's now called.
The "Middle C" are things that would be a particular
ward, building a new ward, or a couple of wards. An
example that we've had in the past is, we've had our adult
inpatient mental health units rebuilt and expanded and a
new child and youth mental health building - these are the
things over the last 10, 15 years that happened. That's
what I call "Middle C".
Then there is "Small C", which will be things like
refurbishing a particular area, undertaking some work to
reduce the risk of occupational violence and aggression, or
creating small service improvements through capital, and
they are based on either an invitation to submit or a
request.
Q.
Can I just ask you do provide a specific example in
relation to alcohol and other drugs?
A.
That's what I would call a "Small C", and we have
recently opened in a refurbished part of a physical health
.24/07/2019 (17)
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ward a higher intensity detox service which was the
instigation of our Exec Clinical Director for Turning
Point, who saw the need for greater inpatient
detoxification facilities that weren't being met, and so,
over a period of time he justified the case for that and we
were provided funding to do that and it's opened in the
last 12 months.
Q.
As you mentioned before, that is through the alcohol
and other drug channel at the Department of Health and
Human Services, not mental health and not the physical
health arm?
A.
Correct.
Q.
To what extent has Eastern Health been successful in
obtaining funding for capital improvement projects to
support its mental health services in recent times?
A.
So, I've mentioned about the occupational violence and
aggression, and a lot of that work has happened both in
inpatient and community sites and clinics for mental
health.
We also are in the process of planning to build
behavioural assessment rooms in two of our Emergency
Departments. We have it in our third Emergency Department
already. Another example would be the Psychiatric
Assessment and Planning Unit that was built at Maroondah
Hospital.
Q.
Do you have any sense of why it is at certain times
applications for particularly mental health might be
successful or not, other than a strong business case?
A.
My hypothesis is, it depends on the amount of funds
that the Department has available to it to be able to
exercise, and then the demand for those funds as to whether
they're successful in total, in part, or not at all.
Q.
A.

Do you mean demand from you and other services?
Correct.

Q.
A.

So you're competing for those funds at various times?
Correct.

Q.
One of the questions you were asked in preparing your
statement was this:
"Have mental health facilities been given
.24/07/2019 (17)
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an appropriate level of prioritisation in
capital improvement projects within Eastern
Health compared to facilities and parts of
facilities targeting physical health?"
And you gave this answer:
"Eastern Health prioritises mental health
facilities in the same way as non-mental
health. It is largely based on the
identification of risk."
A.

Correct.

Q.
Can you expand on what you mean by that?
A.
So, the identification of risk would be related to
patients or staff, and the general state of the
infrastructure that is before it. So, it's a comprehensive
risk assessment. It may be as a result, for example, of an
incident that has identified an issue, therefore assessed
the risk and therefore it's prioritised in that way.
Each year we undertake a prioritisation process and,
where funds are available, we therefore execute the most
highest priority items of risk.
Q.
Just a final topic I'd like to cover with you is
catchments, and ask you this question: do you have a view
about the relevance or appropriateness of geographic
catchments in mental health service delivery?
A.
I think that catchments do have a role to play in
mental health service delivery, and the reason for that is,
if you have a population you can assess what their needs
are and therefore tailor services to be able to meet the
specific needs of that catchment.
Q.
And, does that happen?
A.
The example that I gave about the mental health
service plan, we're using our catchment to be able to guide
that plan, and also, as I mentioned, the Primary Health
Networks catchment is different to ours so they've used
their catchment to be able to guide that.
Q.
Sorry, I cut you off. You were saying that it can be
helpful?
A.
It absolutely can be helpful. It would be ideal if
the catchments were the same.
.24/07/2019 (17)
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Q.
So when you say that, you mean the catchments for
physical health and mental health?
A.
And mental health.
Q.

One of the things you say in your statement is:
"What is more important is to review the
services of each catchment on a regular
basis to make sure that they are
appropriate for the particular community's
needs as they change over time."

A.

Correct.

Q.
So the idea that you might have a stagnant catchment
for a long period of time may not be suitable?
A.
Correct, and each catchment or part of the catchment
will have different needs to each other depending on their
population and what their needs are, and so, being able to
make sure that you can tailor services to the needs of the
particular - in our context, 2,800 square kilometre
catchment or subsets of that catchment, is I think a vital
aspect of being able to make sure we're delivering the care
that the community needs.
Q.
One of the things you raise in your statement is the
example in the United Kingdom: can you just expand on that?
A.
So, the United Kingdom has undertaken numerous
different ways of being able to review their catchments,
and they have smaller parts of their catchment that they
are now planning services around the particular needs of
that community.
Their catchment areas can be quite small, and I
wouldn't propose that that's what we do, but we consider
segments of our catchment to make sure that we are
delivering services collectively across all service
providers to meet that need.
Q.
One of the things, and you say this in your statement,
that:
"Finally, there are significant
opportunities to connect the system if the
information in the system could also be
connected."
.24/07/2019 (17)
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Could you just expand on that, please?
A.
Yes. So, in the service system there are multiple
players, multiple health providers, multiple social care
providers, and the information about clients is not
available necessarily to each other in that regard. And
so, the person who is the recipient of care is in fact
needing to replicate their information or they may in fact
fall through some of the gaps between the system because
the system's not joined up.
Sharing information will help to assess the health of
the community and also to be able to help to plan services,
because you can see the services that are provided for each
client or groups of clients rather than by service provider
and try to match. There's no way of actually being able to
join up data right across the system between primary care
or for us in tertiary care.
Q.
Thank you, Mr Plunkett. Are there any other issues
you'd like to raise before I ask the Commissioners if
they've got questions for you?
A.
No, thank you.
MS COGHLAN:

CHAIR:
Q.
Thank you, Mr Plunkett. I just have a few
issues. The first one is: this Royal Commission has heard
about the great pressures on the mental health system in
Victoria, and you've heard it through other means, it's
been described as a broken system, or a system certainly
that has very significant demand pressures.
As the CEO of the hospital, and your broad network of
services, how do you satisfy yourself about how Eastern
Health is managing those service demands?
A.
I think it's a really challenging area to be able to,
first of all, understand the demand, because Eastern Health
does not see the demand that is being experienced by other
health providers, and that relates back to the issue about
sharing information. So, I can't say whether or not
Eastern Health is meeting its demand or not according to
what our service profile is.
I know through some of the measures I mentioned before
around telephone drop-out, that I would probably estimate
or hypothesise that there is missed care or missed access
.24/07/2019 (17)
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to service through that means.
I also know through areas such as the work that
Turning Point did with Beyond Blue around the prevalence of
some conditions being presented through Ambulance Victoria,
for example, with respect to men's suicidal thoughts that
there is a huge demand for service that, really, the only
entry point is through our Emergency Departments.
So, your question about meeting demand is one part of
it, but then there's the appropriate care to meet that
demand as well, which at present I don't have an answer for
the how or the what, as in, the quantum of what that would
look like yet. I can only see what I can see through our
performance metrics and I can't satisfy myself that we are
meeting demand.
Q.
I did note in your current KPIs, the three main KPIs
that are reported regularly to yourself and your Board,
focus primarily on inpatient mental health services. How
do you maintain visibility over the quality of your
community-based mental health services that are being
delivered?
A.
That is where we undertake that through the reports
that the Mental Health Program provides through our
clinical governance reporting system on the appropriateness
and the effectiveness of their care.
It would be fair to say that there is not
sophisticated measures to be able to go to the
effectiveness of community-based care. There are some
process measures that would go to, say, are we doing the
things that we should be doing, rather than how good is it
that we're doing it.
So, I don't know that there's great, from what I can
see, great measures there for us to be able to say that the
care is as effective. We are relying on clinical leaders
to be able to highlight the risks that they see with care
that is being provided in their service, and they certainly
do that and advocate that through the program leadership
where they have concerns about the types or levels of care
that are being provided or risks that they are seeing with
their clientele.
Q.
We have heard also through this Royal Commission that
sometimes access to service depends on where you live. In
.24/07/2019 (17)
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your catchment areas that are covered by your services, do
you know whether the population has access to the same
range of services consistently throughout the entire
catchment or whether it varies in mental health according
to where people live?
A.
So, I would like to reflect on my role in the eastern
metro partnerships, where the community there has told the
partnership that there is differences in access to service,
and it's not necessarily Eastern Health's services, and
there's particular references around access to youth mental
health services in the outer east; that there is a paucity
of services available and that they are looking for more
services and easier to access and navigate services in that
region. I know that from that context, not necessarily
from Eastern Health's context, and it's not necessarily
related to services that we currently provide either.
CHAIR:

Thank you.

MS COGHLAN:
excused?
CHAIR:

May Mr Plunkett be

Yes, thank you very much for your evidence today.

<THE WITNESS WITHDREW
MS COGHLAN:

That concludes the evidence.

AT 3.55PM THE COMMISSION WAS ADJOURNED TO
THURSDAY, 25 JULY 2019 AT 10.00AM
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Professor Allan Fels AO
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MS NICHOLS:
Good morning, Commissioners. The next
witness is Mr Andrew Greaves, the Auditor-General of
Victoria. I call him now.
<ANDREW MARK GREAVES, sworn and examined:
MS NICHOLS:
of Victoria?
A.
I am.

Mr Greaves, are you the Auditor-General

Q.
Before your appointment in 2016, were you the
Auditor-General of Queensland between 2011-2016?
A.
I was.
Q.
Before that, did you hold various roles in the
Victorian Auditor-General's Office?
A.
I did.
Q.
What did they include?
A.
I was the Assistant Auditor-General in charge of the
Performance Audit Group more recently, and before that the
Assistant Auditor-General in charge of the Financial Audit
Group.
Q.
Have you had over 30 years' experience in the public
sector in external and internal auditing at federal, state
and local government levels?
A.
I have.
Q.
Have you prepared a statement at the Royal
Commission's request?
A.
I have.
Q.
I tender the statement with its attachments.
[WIT.0001.0064.0001] Mr Greaves, could you explain briefly,
what is the role of the Auditor-General as an independent
officer of the Victorian Parliament?
A.
The primary role of the Auditor-General is to provide
assurance to the Parliament about the efficient and
effective operation of the public sector, and in
discharging that role I undertake two important functions:
my office undertakes financial audits which examine and
report on the reliability of financial information that's
reported by the public sector, but my office also
undertakes performance audits. In that performance audit
function we examine variously, either at an entity or
program or activity level, the efficiency, economy and
.25/07/2019 (18)
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effectiveness of those various activities and the extent of
their compliance with laws and regulations.
Q.
What's the relationship between the Auditor-General
and Parliament?
A.
I am an independent officer of the Parliament, and
that is set out in the Constitution Act of Victoria. I
have a relationship with an oversight committee, which is
the Public Accounts and Estimates Committee. In relation
to the Public Accounts and Estimates Committee, they
oversight both my budget and my annual work and I must
consult with that committee on both of those matters.
Q.
What's the relationship between the Auditor-General
and the executive arm of government?
A.
The intent, as described and set out in the
Constitution and also in the Audit Act, is that I cannot be
directed in the discharge and performance of my duties and
functions. The intent there is that, as an independent
officer of the Parliament, I am separate from, and
independent of, the executive.
Q.
The Auditor-General is not permitted to comment on the
merits of government policy; is that correct?
A.
That's correct. There's actually a legislative
provision in the Audit Act itself which precludes me from
commenting on or questioning the merits of government
policy objectives. I take that as therefore a prohibition
generally, whether in a report or in public, on questioning
the merits of government policy objectives.
Q.
Thank you. Your office has recently published two
audit reports in relation to the Mental Health Act and the
mental health sector: the first being Access to Mental
Health Services published in March 2019, and the second
being Child and Youth Mental Health published in June 2019,
and those two are annexed to your statement?
A.
They are.
Q.
Can I ask you about the Access Report first, what was
objective of that audit?
A.
The primary objective of the Access Report, as the
title would suggest, was to understand to what extent those
who require it have access to mental health services in
Victoria.
Q.

What was your overall conclusion, Mr Greaves?
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1698

A M GREAVES (Ms Nichols)

Transcript produced by Epiq

2211

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

A.

I'll now refer, if I may?

Q.
I'll direct you to paragraph 21 of
that assists?
A.
That will. The overall conclusion
Department of Health and Human Services
to address the imbalance between demand
mental health services in Victoria.

was that the
has done too little
for and supply of

Q.
And in substance, what were your findings in brief?
A.
The major findings: a lack of sufficient and
appropriate system level planning, investment and
monitoring over many years. That the current 10-year
mental health plan outlined few actions that demonstrate
how the Department would address the demand challenge that
the 10-year plan articulates.
That the priority informed areas identified in the
plan do not adequately reflect the underlying issue of lack
of system capacity and, as a result, the Department has
made almost no progress in addressing the supply and demand
imbalance.
That there are few measures in the outcomes framework
for the plan that directly capture performance against
providing access to services or increasing service reach.
That there is sufficient evidence that there are not
enough mental health beds in Victoria to meet current or
future demand.
That advice from the Department to government,
supported by multiple Departmental Commission reviews,
clearly articulates the existing funding and infrastructure
gaps, but the Department's progress has been slow and the
most important elements of change such as funding reform,
infrastructure planning, catchment area review, and
improved data collection have only just or not yet
commenced.
That the Department has made little progress closing
the significant gap between Area Mental Health Services
costs and the price they are paid by the Department to
deliver mental health services.
And also, in addressing historical inequities in
funding allocations that do not align to current
.25/07/2019 (18)
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populations and demographics.
That the bed day costs of the AMHSs are higher than
the price DHHS pays, and they do not receive the necessary
funding to meet demand.
That there are shortcomings in the data collection
system including lack of functionality and low usability,
which often results in duplication of data collection.
That the Department's approach of approximating demand
gives rise to a significant risk that, without the
inclusion of data from the triage system and unregistered
clients, the Department does not adequately capture the
extent of mental health illness in the population and the
true unmet demand.
That the public mental health services are subject to
an input-based funding model which is not sensitive to
unmet demand, the needs and complexity of the mental health
services client cohort, contemporary population data and
all demographic changes.
And that the introduction of activity-based funding in
mental health services has been on the agenda in Victoria
for over five years and, although some reform has been
proposed, without adequate quantum of funding and the staff
and infrastructure required to deliver those services,
there is a risk that the intended outcomes will not be
achieved.
Q.
Thank you, Mr Greaves. We'll return to those shortly.
Can I now ask you about the Child and Youth Mental Health
Report. What was the objective of that audit?
A.
The objective of that audit was to determine whether
child and adolescent mental health services effectively
prevent, support and treat child and youth mental health
problems. We focused on clinical mental health services
for young people with moderate-to-severe mental health
problems.
Q.
What did you find overall?
A.
Overall, that not all Victorian children and young
people with dangerous and debilitating mental health
problems received the services that they and their families
need.
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Q.
What were your further findings in substance?
A.
In substance the key findings were that specialist
child, adolescent and youth mental health services do not
meet service demand or operate as a coordinated system.
There is no strategic framework to guide and coordinate the
Department or health services that are responsible for
child and youth mental services, CYMHS. Problems with the
CYMHS performance monitoring system created oversight gaps
for the Department, which leaves it unable to address
significant issues that require a system level response.
The Department does not sufficiently understand the
system and the challenges it faces; its lack of
understanding contributes to a climate of uncertainty and
distrust, which inhibits systematic improvement and creates
significant variability and inequity in the care that
children and young people receive.
The Department has predominantly taken a one size fits
all approach to mental health systems' design and
monitoring which does not adequately identify and respond
to the unique needs of children and young people.
Q.
Now, Mr Greaves, the recommendations in your report
directly addressed the issues that you found, but you've
said in your statement to the Commission that often issues
of that kind are symptomatic of some deeper causal problem.
You've conducted a root cause analysis of sorts and
identified two factors that you say are systematic and are
worth considering: can you say what they are?
A.
The two factors which I see as root cause factors, and
so first order factors, relate to the role of the
Department in a devolved service delivery environment, and
the second one is the performance measurement framework and
systems that are used to monitor and measure performance.
Q.
Can you address the role of the Department first and
say why you think that is a first order issue?
A.
The reason I came to that conclusion was, not just
looking at this report, but looking at other reports that
we have tabled variously since 2005 that relate to the
Department and also to reports that other people have also
tabled in relation to the Department, such as the Duckett
Review; which point to a longstanding debate, if you like,
about what is the proper role of the Department as the
systems steward, as it is now variously described, or the
system owner, vis-à-vis the service delivery arms which are
.25/07/2019 (18)
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the health services themselves and those that are out in
the community health space.
So we asked ourselves during those two reports that
we've mentioned why certain actions hadn't been taken, why
reviews and reports had continually raised issues, and yet,
there did not seem to be any response to those issues.
And in those reports and in other reports that I
referred to, such as most recently the report we did on the
right of private practice arrangements in public hospitals,
we have often had the response that "it is not our role",
this being the Department, "it is not our role". And
variously when we ask, in terms of that role, the one
factor that in my experience stands out is the monitoring
and oversight of the system.
I know previous Auditors-General have characterised
this as an oversight deficit. And so, we've had a debate,
a longstanding debate between Auditors-General and the
heads of those agencies about, to what extent is it
necessary and appropriate for the centre, the Department,
which effectively sets policy, sets strategy, funds the
system, to then monitor and oversight the system to
understand to what extent strategy is being given effect
to, how well those funds are being used.
But more importantly, in the context of providing full
and frank advice to the government of the day, how well
informed is the Department about present system capability
and present system performance.
And it's not consistent, but variously we've had these
debates over the years about, to what extent should I be
monitoring, I being the Department, to what extent should
we be monitoring, to what extent should we be oversighting?
Quite often we hear, "Well, it's a devolved system",
and in the devolved system we let the managers manage.
It's not appropriate for us to say how they should spend
their money. We don't always see that policy consistently
applied anyway.
But my deeper and perhaps more systematic problem that
I have with this goes to this whole issue of appropriate
accountability: where should the accountability lie for the
outcomes that are being achieved by the system?
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And the features that I see specifically that are
exhibited in the health and human services system relate to
the funding of that system, and in two parts: the
operational funding - my reports identified that the amount
of funds that are being provided to the health services do
not cover the cost of the provision of those services.
The other feature of this system, of course, is that
the capital funding is entirely controlled by the
Department, that the health services obtain operational
funds but capital funding is a separate matter. So, in
terms of planning for infrastructure and delivery of
infrastructure, accountability should properly rest with
the Department in my estimation, and I also wonder how you
can properly hold the health service to account, knowing
that you haven't fully funded them to deliver the services
you've asked them to deliver.
And, while it is appropriate to say that the hospital
is the best place to manage access, they are in one sense
best placed to manage access because they are the service
providers, but in another sense, if they have to
effectively rob Peter to pay Paul to actually pay for that,
then they're not best placed to manage access, so the
system owner must take some accountability and
responsibility for that. And so, this to me is a
systematic matter that we need to consider in the whole
design of the system: where does the accountability sit?
Q.
Can I just take you back, Mr Greaves, and ask - and
you've been expressing a number of these things in the form
of questions: can I ask for your views about where the
accountability should sit, or perhaps put a different way,
you referred to an oversight deficit before. What should
be the characteristics, in your assessment based on your
experience, of the oversight and leadership function of the
Department in relation to mental health?
A.
Well, oversight is predicated on obtaining the
performance information you need, the service performance
information you need, to understand service performance,
and of course to obtain information about the outcomes or
the impacts of the delivery of those services.
So, accountability must sheet home to the Department,
for establishing appropriate systems, to capture that
information and aggregate that information. I note in the
.25/07/2019 (18)
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Child and Youth Mental Health Audit that we undertook an
analysis of three years worth of data across five health
services, and my team advised me that this was the first
time that that data had actually been analysed. And, of
course, I wondered to myself, why would that be the case?
This data has been available.
And while individual health services may have it
within their own power to analyse their data, they don't
have it within their power to join their data together and
take a system view, and so again, accountability for that
system performance must sit with the Department in terms of
its oversight role.
Q.
Can I ask you about the debate that you mentioned, the
ongoing one between the Auditors-General and the
Department. I think you've expressed the Auditors-General
position generally. As you understand it, and the
Department will speak for themselves later today, but just
historically what has been the division point in the debate
between Auditors-General and the Department?
A.
Well, quite simply, a disagreement about this need to
oversight system performance. It really goes to a devolved
service delivery model and what is the proper role of the
Department in that. I might say that this is not just a
feature in my experience of mental health or human services
in health generally, it's a feature more broadly of
government where the centre is less inclined to want to
take responsibility for the delivery of services.
Q.
In relation to the question of performance
measurement, in your statement you said:
"The Department's mental health KPIs do not
assess whether consumers are accessing
appropriate mental health services or track
the performance of their 10-year plan in
terms of access Victorians have to mental
health services."
That wraps up two concepts: the first is related to
KPIs, can you tell the Commissioners what you mean by that?
A.
What KPIs are, or what we mean by -Q.
No, what you mean by your conclusion that the mental
health KPIs do not assess whether consumers are accessing
appropriate services?
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A.
Well, basically when we looked at the suite of KPIs,
we couldn't find ones that spoke to that. The predominant
objective of the Access Audit was to evaluate access.
Q.
Access, yes.
A.
And obviously in the mental health plan, when we read
through it, it was made clear that there was a major issue
in terms of access because of the growth in demand, and so,
we would expect in any performance indicator framework
given that this was specified as one of the major
challenges for the system, that you would want to have a
good suite of indicators that spoke to access, so it was
the absence of indicators.
Q.
In your assessment, what kind of performance
indicators would be capable of better assessing access?
A.
In the report we referred to some other indicators
that could speak to access, and we're particularly
interested in the data that may and should be being
captured by triage services about the people that are
denied access. So, to me, that is a prime indicator and
something that I would be interested in understanding more,
particularly to understand the unmet demand.
Q.
You also say in your report that getting the right
performance indicators is only really half of the story.
The other one is what you measure, and you've said that, if
performance indicators are to be used to drive strategy and
evaluate the effectiveness of planned actions, they must
have targets against which progress can be measured: can
you elaborate on that?
A.
Indeed. Yes, and my concern here is, and we go back
to systematic issues, we can see through the mental health
plan that we've been working on outcome measures and
outcome indicators now for a number of years, but not
informed by any overarching government policy or strategy
in relation to an outcomes framework.
Most recently we are aware through the Department of
Premier and Cabinet that an outcomes framework document has
been published.
My concern, looking at both the outcomes that were
expressed in the mental health plan and the outcomes that
are now being expressed more recently in the strategic plan
of the Department and its new outcomes measures framework,
and in the government's document about the outcomes
.25/07/2019 (18)
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framework more broadly, there is very little, if any,
reference to targets. So, we are concerned, or I am
concerned, that in the absence of targets it would be
difficult to discern a range of matters.
First and foremost, what is the performance gap? What
is it that we're actually trying to achieve? So we can
have an outcome measure, we can have an output measure, but
if we're not saying to ourselves, what do we want to
achieve, and in what timeframes such that you could express
a target as a three-year target or as a 10-year target, or
in fact both, you could express a target on a final
outcome, for example the government in its suicide
prevention strategy has articulated a 10-year target of
reducing suicide by half.
So, it is not as though targets have not been
expressed, but the frameworks that are being promulgated
and the outcomes documents that I have seen seem to avoid
targets. So, how will the outcomes framework be something
that organises a response that allows us to make funding
decisions in the absence of a target?
So that's my primary concern. I think in any outcomes
measurement framework, you need obviously to express the
outcome you desire but, if you don't actually tie a target
to it, I think you're missing a key part of the
accountability equation.
Q.
What, in your view, are the characteristics of useful
targets?
A.
Well, the characteristics of useful targets first and
foremost stem from the characteristics of useful
indicators. In Victoria, of course, we've had an output
based budgetary framework for a number of years, but that
has focused on service outputs: time, cost, quantity and
quality, and have had targets expressed in them, but I must
say some of those actually speak a bit more to outcomes to
me than they do to outputs.
Q.
Can you give an example?
A.
I could actually refer to the Budget Paper 3 which has
the mental health outcomes expressed - or output statement
expressed in it, if I could find that.
Under a quality measure in BP 3 - this is from the
2019/2020 service delivery statements on p.208 - one of the
.25/07/2019 (18)
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quality measures is new client index. Now, that new client
index has actually been described in the outcomes framework
that's been promulgated by the Department.
So, first and foremost, I'm seeing, we're developing
an outcomes framework here, we haven't really gone back and
thought about the outputs framework and the interaction
between the two. And so, there's probably some
rationalisation required and maybe the Secretary of
Treasury and Finance could speak to how the new outcomes
framework is being integrated and coordinated with the
outputs budgetary framework. But that outputs framework
has long had targets.
When we come to outcomes, in my experience people
don't like expressing targets for outcomes because outcomes
typically take a long time to emerge, and they'll emerge in
a longer timeframe than normal political cycles, so you can
understand a natural reluctance to express an outcome,
because you can't necessarily demonstrate improvement.
Sometimes the actions that you take now may take, three,
four, five, seven years to actually show an impact, which
shouldn't be a reason for not expressing the target, and
I've mentioned the suicide target. But what we should try
to do when we're defining a good target is to define a good
measure.
In New Zealand, not more recently with their wellbeing
budget but the performance measurement framework that
preceded that, they had most success in defining
intermediate outcomes, and the idea of an intermediate
outcome, or part of one of the ideas of an intermediate
outcome, is that the time between the action and the effect
is less.
And so, for example, access to mental health services
is a good intermediate outcome. If I can get those people
who access mental health services up from the 1.1, 1.3,
1.5 per cent, whatever the figure is, to 3 per cent, which
is the estimate in the population of people that require
access, that is an intermediate outcome.
I can express that, I can express a clear target in
relation to that intermediate outcome and I can tie back
actions that we're taking to move that rate up to
3 per cent. So, yes, a target to me should be quite
specific, clear, measurable, but I think it's best
.25/07/2019 (18)
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expressed in this new framework as intermediate outcome
targets rather than final outcome targets.
In fact, you could mount an argument that you
shouldn't have a final outcome target per se, because it is
so uncontrollable, there are so many confounding or
conflating variables that you can't really mobilise around
that target.
Q.
If that example is an intermediate outcome in your
hypothetical world, what would be the ultimate outcome by
reference to that intermediate outcome?
A.
Well, I think the ultimate outcomes are expressed in
the framework at the moment: the improved mental health of
the Victorian population and the reduction in the suicide
rate. You will see those also referred to in the report on
government service delivery outputs framework. So I think
there's not much debate about the long-term final outcomes
we're trying to achieve, but let's make sure we're really
clear on what the intermediate outcomes are and link those
to the outputs.
Q.
And in your view they should be linked to the outputs
including for the purposes of Budget Paper 3?
A.
I'm trying to discern how the outcomes framework as
it's currently designed - and I haven't audited this yet so
this is my observation based on what I've read - I'm
struggling to understand how it will feed into the
budgetary process.
Again, if I reflect on the New Zealand experience with
their 10 key result areas, absolutely focused on
intermediate outcomes, and funding was directed towards
achieving those. We were all - well, not all of us, but
Jacinda Ardern was here last week talking about the new
wellbeing budget which seems, again from a distance, to try
and enshrine the idea of tying the budgetary process to the
outcome.
People will have different views, and governments will
have different views, about whether we need an outcomes
budget framework or an output budget framework. I'm not
barracking for either one: you know, is it still
appropriate to fund outputs to, say, the services that are
delivered and have your funding directed toward the
delivery of outputs; but, in making those decisions about
which outputs are provided, the design of the output, the
.25/07/2019 (18)
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quality of the output, you can be driven by considerations
of the outcomes you're trying to achieve and the
priorities.
Now, that's the other thing in my estimation that's
presently missing, that the Department has done good work
in this outcomes space and the mental health plan is
articulating outcomes, and these more recent strategic
plans and strategies are articulating that, but I don't
have a sense yet of any top-down strategic prioritisation
by the government. So, it's good to articulate outcomes
down at an individual agency level, but where do they fit
in terms of the government's overall priorities? And that
also seems to me to be missing from the current outcomes
framework.
Q.
I see. And, it's the Department's role to articulate
that framework including the links between outputs
particularly?
A.
Well, I think it's more than the Department's role; I
think it's the public sector's role to advise the
government on the appropriate design of an outcomes
framework, and if the words that we read in the outcomes
framework are to be given effect, that it's going to
mobilise resources, that it's going to help drive actions,
there must be some linkage then into the budgetary process.
So, I think it's incumbent on the public sector generally
to advise government about the appropriate design of this
framework.
Q.
Can I just ask you a question about targets finally.
Ms Peake will give some evidence later today about targets,
and she'll say this:
"There are important limitations in the use
of targets, especially for complex service
systems. These include risks that numeric
targets [among other things]: prioritise
actions that are more easily
measurable ... change peoples' behaviour,
with perverse results; narrow a reform
focus, inhibiting system level
integration ... are set to the wrong
driver ... [and] reduce flexibility to
changing evidence or contexts ..."
Do you have any observations on that evidence?
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A.
My first observation is that the risks that are
articulated there are within the control of the agency and
within the control of the government.
So, simply saying that there are risks attendant upon
setting targets is not a reason not to set targets. If
we've named the risk, we manage the risk. Yes, and we have
seen measures, more importantly, than targets that can
create perverse behaviours.
So, it's in the design of the measure and the setting
of the target that is what is important, but again, I
wouldn't argue that's a reason not to set the target,
because the benefits of setting targets which really are
supposed to drive action, drive strategy, track progress,
in my estimation far outweigh the risks associated with
setting targets.
MS NICHOLS:
Thank you, Mr Greaves.
Commissioners have any questions?

Chair, do the

CHAIR:
Q.
I might start then. Thank you very much,
Mr Greaves, for your overview and for your submission and
attached information.
When we look at this issue about accountability within
the public sector for service delivery design,
implementation and the like, the way that you've described
it, given you have a whole-of-government view, can you
assist the Commission by identifying where you've seen good
practice that you would alert us to and where you think the
accountability frameworks are operating well.
MS NICHOLS:
microphone?
CHAIR:

Chair, could you speak closer to the

Do you want me to repeat the whole lot?

THE WITNESS:

No, no, I got that, Chair.

CHAIR:
Q.
So, really where there are examples of best
practice, you use New Zealand, but closer to home in the
Victorian public service, for example, or elsewhere in
Australia?
A.
I mean, I use New Zealand because it's the most recent
and obvious example. I'm not sure that I can point to
better practice. Given what I've said about the current
.25/07/2019 (18)
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limitations of the outputs framework and the nascent
outcomes framework in Victoria, I don't think there's areas
that I could really point to that would speak to this being
done well.
One of the features of the New Zealand framework that
I'm attracted to, and there was actually an evaluation done
of this, a report on it, talked about "blind
accountability".
What that related to was that, we spend a lot of time
trying to - or get very vexed about trying to attribute
actions to outcomes, and the point of the New Zealand
framework was that, don't get caught up in attribution, and
yes, it's going to be unfair, but where you have issues
that are cross-government, basically the important thing is
to get collective responsibility and accountability for an
outcome and get the resources mobilised to deliver on that
outcome, and whether or not your organisation contributes
5 per cent of the outcome or 95 per cent of the outcome is
actually irrelevant at the end of the day.
So, there's unfairness in it, but the evaluations in
New Zealand suggested that nevertheless it worked, and that
they could point to improvements in those areas that they
focused on, those 10 key result areas.
So, to me, that is still a model of better practice.
Now, we have here the Victorian Secretary's Board, and we
have conversations now about 1 VPS, and we are moving to
bring together our administrative datasets, aggregate them
and analyse them, so I think they are all pointers in the
right direction, but I still see missing from this
overarching, top-down prioritisation of outcomes.
Q.
Can I also go back to the fact that, obviously the
Commission's had the opportunity to read both of the
reports that you've recently tabled in relation to mental
health. In both of those reports you make a number of
recommendations for change that you think need to occur in
the short term as well as over the longer term.
What role will you have in following up in terms of
where action is at on those recommendations, and are you
already engaged in dialogue about that?
A.
We're engaged in dialogue to this extent: the practice
of my office now is to annually write to every agency that
.25/07/2019 (18)
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we make recommendations to and ask them to update us on how
they are going implementing those recommendations.
I propose this year in fact to make that report
public, so we'll be writing to all agencies, including DHHS
and those involved in those two audits, we'll be asking
them to tell us what they've done, what action they've
taken, whether they continue to accept the recommendation,
or whether or not our recommendations have been overtaken,
for example, by the Royal Commission, with a view to making
that a public document.
Q.
Given the nature and extent of some of the concerns
you expressed in both of those reports, both about the
access and the overarching system around child and
adolescent mental health, do you have a sense of what's a
realistic timeframe whereby you would like to see
improvements across those service systems addressing the
issues you've highlighted?
A.
To answer the question, what is a realistic timeframe,
it really needs to consider what is the funding available
and the priorities of the government. So, I don't think
it's for me to try and second-guess where the government
may want to put its funding against all its other
priorities, and so, it's probably not appropriate to
speculate what would be an appropriate timeframe. Clearly,
those who aren't getting access would like access now.
Now, that's not achievable given what we understand to be
the limitations in terms of infrastructure, funding and
staffing.
To what extent the government mobilises resources to
address the infrastructure deficit, the workforce strategy
being implemented and the funding of the services, will
then impact on how long it actually takes to address it.
Q.
Can I confirm from that, your expectation, though, is
that the Department would have a plan that it would put to
government about how it thinks it should address your
concerns?
A.
Absolutely. We think the Department should always
have a plan because it's already been informed over a
number of years about the problems in this. So, yes. Most
recently, our report's raised it again. We would expect
that there would be a plan which would be timed and
resourced, I guess, is the more important matter.
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CHAIR:

Thank you.

MS NICHOLS:

CHAIR:
Yes, thank you very much for your witness
statement and evidence today, Mr Greaves.
<THE WITNESS WITHDREW
MS COGHLAN:
The next witness to be called is Felicity
Topp, and I call her now.
<FELICITY ANNE TOPP, affirmed and examined:
MS COGHLAN:
Q.
Thank you, Ms Topp.
statement to the Commission?
A.
That's correct.

[10.40am]

You've made a

Q.
I tender that statement. [WIT.0002.0021.0001] You are
the Chief Executive Officer of Peninsula Health?
A.
That's correct.
Q.
And you have the following qualifications: a Diploma
of Applied Science in Nursing?
A.
Yes.
Q.
A.

A Critical Care Nursing Certificate?
Yes.

Q.
A.

A Bachelor of Nursing?
Yes.

Q.
A.

A Graduate Diploma in Health Counselling?
Yes.

Q.
A.

A Master of Public Health?
Yes.

Q.
And a Vincent Fairfax Fellowship in Ethical
Leadership?
A.
That's correct.
Q.
A.

You started your career as an intensive care nurse?
Yes.

Q.
You have 34 years of experience in the public health
system to date?
.25/07/2019 (18)
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That's right.

Q.
You have been in management and leadership roles for
approximately 50 per cent of that time?
A.
That's correct.
Q.
Being since 2001?
A.
That's right, so I've worked mainly in operational
roles in my leadership experience, and I've been in a Chief
Executive role for the last 18 months.
Q.
Can I just ask you about that in terms of, you say in
your statement that your experience with the mental health
system has been with two public health services. You've
just mentioned your current role; what about before that?
A.
So, interestingly, I've had the experience across the
whole health system in that time, but my exposure to mental
health has been quite limited. I had a three-month
secondment to Barwon Health back in 2017 to assist them
through a significant period of change, and I was given the
opportunity to take on an executive leadership role for the
mental health service over that three-month period. And
now as a Chief Executive Officer, we've got a large mental
health service down on the Peninsula.
Q.
A.

How long did you say you'd been the CEO of Peninsula?
Just on 18 months.

Q.
But you do come to that role with extensive experience
in health generally?
A.
Absolutely, yes.
Q.
Can I just ask you some questions about the operations
of Peninsula Health, we won't spend much time on this, but
just to get an idea of the services. Firstly, just in
relation to delivery of public health care services and the
catchment, just address that issue?
A.
So, we provide health care services across the
continuum of care; I kind of describe it as birth to end of
life. We have 850 square kilometres along the Peninsula,
from Carrum, Langwarrin, all the way down to Portsea and
then across to Hastings. The service has 6,000 employees,
800 volunteers, and like I said, we provide a continuum of
care. We've got aged care services, mental health
services, acute services, community services.
Q.

Can I just direct your attention to the mental health
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services, and can you just broadly summarise what they are?
A.
So, we have an acute inpatient unit and a high
dependency unit, aged care inpatient unit, psychogeriatric
service. We have a number of community mental health
services. We have some specialist services and residential
services.
Q.
Could I ask you about a particular aspect of your
statement where you say this:
"Until March 2019 mental health services at
Peninsula Health were overseen by a Chief
Operating Officer."
A.

But things have changed since that time?
That's right.

Q.
Can you just detail what that change is?
A.
Yep. So, late last year the Chief Operating Officer
who was overseeing our mental health system as an executive
leader resigned, so we had the opportunity to reconsider
the executive portfolios within the organisation.
During my first eight months at Peninsula Health, I
had identified that there were perhaps some significant
issues in our mental health service, so there were some
leadership issues, some quality issues, so we made the
decision to align our Mental Health Program to our
Executive Director of Nursing, Midwifery and Allied Health
who has extensive mental health experience. So, we made
that change and that executive has been leading the program
since February this year.
Q.
What's been the benefit of that?
A.
Well, it's been a terrific support to me, because
again, I don't have that huge experience in mental health.
It has really allowed us to spend a lot of time with our
staff, understanding their current issues that they're
experiencing, listening to them in trying to understand
what changes we could make within the service that would
support them in delivering the care that they want to
deliver.
We've also spent a lot of time integrating our
organisational clinical governance framework into the
mental health system, and really concentrating on bringing
our mental health team into the rest of the organisation.
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Q.
Can I just ask you about that; that one of your
observations when you first began was that mental health
didn't have that attention.
A.
Look, I don't really know whether it didn't have that
attention, because I wasn't there, so it's kind of hard for
me to know. I think the executive who was leading the
mental health service before I arrived absolutely gave the
service considerable attention; had a fairly heavy
portfolio, so what we've done is, we have decreased the
portfolio a little bit so more time from an executive can
be given to the mental health service.
So, yes, I think that structural change has made a big
difference, but there's also been some other things that
Peninsula Health has done to engage the mental health
service closer in with the whole health service.
They undertook, and this is before I arrived, so I'll
take no credit for it, but they undertook a process of
reviewing the access for mental health services and access
across the whole acute service, especially from our
Emergency Department point of view, and they created a
system of huddles. So, each unit will have an early
morning meeting at 8 o'clock to find out what's happening
in their area in 24-hours and looking forward to that day,
identifying issues of quality, staffing, any lost time to
injuries or staff issues that might have occurred; any
patients that are requiring extra support, et cetera, and
all that information comes up to an executive huddle where
all the Directors and the executive meet for 15 minutes
every day and we work through, unit by unit, what's
happening.
I go to those meetings whenever I can, and in
15 minutes I can get an understanding of what's happening
in the organisation.
Now, we act on issues at that time as we hear issues,
and I think what's been good from a mental health service
point of view, is that every day they're engaged in the
whole organisation discussion about issues and concerns
that they have, and I think that's really exposed the whole
organisation into understanding our mental health service
much better.
Q.

Alright, I'll come to ask you a bit more about that
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understanding, but can I just take you back to ask you
about the Statement of Priorities, Peninsula's strategic
plan and annual business plan. I'll ask you to say a
little bit about each of those, but just in relation to the
Statement of Priorities, you've said how long you've been
the CEO of Peninsula, but you have extensive experience
otherwise in relation to the preparation of the Statement
of Priorities?
A.
I'll take you through the experience and the process
of this year's Statement of Priorities, which is the same
process that I followed at Barwon.
So, we of course have our strategic plan, our
five-year strategic plan which is set and developed by the
Board, executive and the whole organisation. We run an
annual business plan that is aligned to the strategic
objectives of our strategic plan, and we work that up
before we receive the guidelines from the Department of
Health on the Statement of Priorities.
The Statement of Priorities are the government's
priorities that align to their strategy, and we are very
easily able to accommodate actions against government
Statement of Priorities through our business plan process,
so we're not so dissimilar in being able to complete those
Statement of Priorities.
One of the questions that you have asked is about
whether mental health is featured in the Statement of
Priorities. Through the process of just undertaking our
own business objectives for the year, our own business plan
would have a number of actions related to mental health,
and the mental health team have their business plan.
So therefore, if there are broad objectives within the
Statement of Priorities regarding diversity, Aboriginal
Health, occupational violence, then we would be including
mental health objectives within those statements.
Q.
So, the drivers or I guess the framework for you to
include mental health objectives through the Statement of
Priorities is through those other processes that you have?
A.
Yes.
Q.
What about in terms of the extent to which, in your
experience, the Department of Health and Human Services has
prioritised mental health in the Statement of Priorities?
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A.
This year they have got a set objective on mental
health access in the Statement of Priorities. My
experience, and from memory, that would be the first time
I've seen specific objectives in the Statement of
Priorities for mental health.
Q.
In your view, is the inclusion of specific objectives
about mental health within the Statement of Priorities an
effective way of achieving improvement in mental health
service s?
A.
In the absence of anything else, of course it would
be. If an organisation has a strategic plan and has a
business plan process, and is prioritising services of
which mental health services are a very big service at
Peninsula Health, then perhaps the Statement of Priorities
are not so much a driver, but in the absence of any of
those documents, then yes, the Statement of Priorities are
important.
And, the Statement of Priorities are the key document
that the Chair of the Board signs off with the Minister for
Health, so from a Board perspective they are always very
keen to see what the objectives are in the Statement of
Priorities.
Q.
In terms of the Statement of Priorities and the idea
that - I'll take you to a portion of your statement, this
is at paragraph 28. You say that in your experience the
SOP, or the Statement of Priorities reporting framework,
focuses on acute physical health care and has not
adequately addressed mental health care. So, that's your
view?
A.
Yes, that's right.
Q.
And so, the way that Peninsula Health deals with it is
to have a good strategic plan and the annual business plan
to ensure that mental health is appropriately prioritised?
A.
And supported.
Q.
A.

And supported?
That's right.

Q.
You talked about the strategic plan and the annual
business plan: are you aware of whether those things were
in place prior to you becoming the CEO?
A.
There were some annual quality and safety plans
developed by the directorates, and they were reported up to
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the Board; the detail of those, I'm not completely clear
on.
Q.
So, did you drive the change towards the strategic
plan - perhaps you and others - and this annual business
plan?
A.
Yeah, so I've changed the process a little bit. So,
we've always had a strategic plan and we've just completed
a new strategic plan. So, yes, so I brought in a new
framework of bringing in the strategic objectives and the
business objectives aligned for an annual plan and aligning
those to the Statement of Priorities. So, I've just
completed that now for this year, and that plan, so the
business plan and the Statement of Priorities, are going to
the August Board meeting.
Q.
And so, from your perspective, what drove that change?
A.
Because I'd seen it work elsewhere. So, probably back
at Royal Melbourne Hospital actually, at Melbourne Health
when I was there, there was a process of developing
comprehensive business plans. I felt - and like to use
them, I suppose, from a Directorate level for me and the
team.
And then, when I had the opportunity to go to Barwon
Health, we shamelessly took Western Health's framework,
which had evolved somewhat since we used it at Melbourne,
and then I've just taken that same framework to Peninsula.
Modified it a little bit.
Q.
Can I just ask you now about prioritisation by the
Board. You say in your statement, and this is at
paragraph 33:
"I believe that the Board of a health
service can, at any time, ask the executive
management to prioritise mental health
services as with any service."
So, there's the capacity to do so. How readily does
it happen and what are the impediments?
A.
So, I think boards can ask executive questions at any
time, and they often do. I think Boards do rely on
executive management to give them adequate information and
coherent information to advise them on what's happening in
the health service. If they don't get that information,
they won't know.
.25/07/2019 (18)

2232

1719

F A TOPP (Ms Coghlan)

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

2019 public hearings

So, you have a Statement of Priorities and the reports
that you get from the Department of Health: if that's all
that's going up to board, then that's all they would get to
see. That's not what's happening at Peninsula Health.
We've got a number of reports from various groups within
the organisation that go up to the Board level for
discussion.
The other observation that I have is that, we do spend
a bit of time educating boards on clinical governance and
their roles and responsibilities, but to my knowledge I
have not seen ever mental health services used as an
example of educating boards about what their
responsibilities are within the mental health services.
We might talk about this a little bit more later but,
I have found mental health services quite complex to
understand. So, I don't completely understand what it is
that we are trying to achieve within our mental health
service. I kind of get acute health, I get subacute
health, I get aged health, I've had those experiences, and
those models of care are fairly consistent across the
sector.
But just in my two experiences between Barwon and
Peninsula, the two different programs are quite different
and, therefore, navigating that as an executive - and even
some of the staff are unable to articulate what the models
of care are - makes it then quite difficult to be able to
educate and support a Board in understanding what the
requirements are for us to be providing safe quality care
in our mental health services.
Q.
And so, you've had the two experiences that you've
described at Barwon and then your current role, but you
don't see that problem, about there not being a clear model
of care, as a product of the fact that you haven't had
extensive experience in the area? So, the fact that you
don't understand it is not because of the time that you
haven't had to get across it, it's because it's hard to
understand?
A.
It is hard to understand. Well, it's hard to have the
people who are working in the system to describe it to you.
Q.
A.

Can you provide an example?
Okay. So, if I was to speak to a group of mental
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health clinicians, and if I ask them to, say, explain to me
what the model of care is from going through the Emergency
Department to acute unit, back out in the community, and
what a consumer should expect through that process. I
would get different points of view. And, I get different
points of view from the same clinicians working in the same
area.
So it's hard to a get an understanding, at my level,
of exactly what the models of care are in each of the
components of the services that we provide. And when I say
"models of care", it is down to numbers of patients, how
long patients stay, the treatment and support those clients
get, what the staffing numbers are, so how many staff do we
need to provide that care?
And this is the process that we've just gone through
to try and develop the budgets, because we need to do all
of that to then say, okay, well, does the budget match?
So, what are those staffing models, what are we trying to
achieve, what are the outcome measures we're trying to
achieve, what are the performance indicators, okay, and
then what staff do we need to achieve all that? Then, have
we got the environment to do that in, have we got the
physical infrastructure to do that? So, yeah, that's the
process that we've just worked through.
Q.
I just want to ask you about that in greater detail
when we get to it. If we can just stick for the moment
with prioritisation by the Board, I just want to ask you
this question: what factors do you see that would influence
the level of attention given by the Board to mental health
services? In particular, does it need a champion?
A.
Does it need a champion? I think, in the lack of good
information and good outcome measures, yes, it needs
somebody who - it helps having somebody who knows what
happens in the mental health service, and that can be an
executive as well as a Board member. Because it is so
complex, it is helpful to have somebody at a senior level
who does understand mental health services.
Q.
One of the things you mention in your statement is
that the KPIs aren't enough to understand the deliverables
or performance outcomes for mental health?
A.
Not at all.
Q.

And that a large amount of data that is collected at
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various levels that is not provided to the Board?
A.
That's right. Well, not at Peninsula Health at this
point in time. So, we have the Statement of Priorities'
KPIs presented to the Board, we also report occupational
violence information, serious incidents will go up to the
Board. We also take any internal/external reviews of
services, we would take up to the Board, so that's what we
provide in mental health.
But I am aware of a large amount of data that our
teams collect, but that data at this point in time is not
being analysed and is not reported up to the executive or
the Board, but we are in the process of just reviewing all
of that.
We've had an external clinical governance review to
help advise us on what would be some good outcome measures
and indicators that would give myself and the Board
reassurance that we are providing safe, personal, effective
and connected care for all our clients coming into the
health service.
Q.
And that is an initiative led by Peninsula Health and
not driven at all by the Department of Health and Human
Services?
A.
No, that's us.
Q.
Can I then move on to ask you about oversight by the
Executive Leadership Team. You may have already covered a
little bit of this, but as the CEO, what kinds of regular
performance and activity information about mental health
services do you receive?
A.
So, look, I pretty well much receive the same level of
reporting that at this stage goes to the Board, and so,
that's why I'm pursuing to get a little bit more
information through this clinical governance review.
Q.
A.

So, you've recognised that you need more information?
That's right.

Q.
And that things that you want to know about, there's
no information about them?
A.
Can't get them. No, that's right. And, look, I have
to say that a lot of the measures that are being currently
collected are very much process and performance measures.
And we have similar constraints in our acute health
services, although I think the physical health services
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have evolved much further than mental health.
I think one of the things that we really do want to
concentrate on now, across all our services, is to have
outcome measures that are not only meaningful to us
providing the service, but to the consumers who are
receiving the service, and there are not very good outcome
measures for physical health or mental health on that
experience. So, I'm looking forward to doing that piece of
work, but it does need to be done.
Q.
You've just touched on there, I guess, some of the
parallels with physical health and mental health. There is
more comprehensive data monitoring in relation to physical
health?
A.
Yes.
Q.
One of the things you refer to in your statement is a
comprehensive dashboard monitoring of a number of
performance metrics?
A.
That's right.
Q.
And that is something that you would also seek to do
in mental health?
A.
That's right.
Q.
But there needs to be more, in your view?
A.
That's right. So, I think physical health have
evolved their reporting frameworks to a much greater extent
to what I'm seeing in mental health. Now, there might be
other mental health services that are far more advanced
than the two services that I've had experience with.
But certainly physical health, KPIs, dashboards and
processes are very similar and you can benchmark. So, I
can look at an ED performance dashboard at any one of the
hospitals and get it, understand it, and you can almost
feel it because you understand it, and same with waiting
lists and outpatients.
But I don't get any comparative data really - there's
a little bit on the Statement of Priority KPIs which are
limited for mental health - but there's no other KPI or
benchmarking that happens across the mental health service.
So, you know, our community care unit: I've got a
staffing profile, but there's no comparison about the types
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of clients, number of clients, how long they stay, what the
outcomes are coming from those areas within our mental
health service.
Q.
Can I next ask you about funding and prioritisation,
and ask you this question: how does Peninsula Health's
mental health activity and performance results impact on
funding quantum or activity forecasts or targets in
subsequent years?
A.
So, let me just go through the process, okay, because
I think that's kind of easier to explain. So, we started
our budget process back in March for the whole organisation
and we run the same process across all services. So, we
essentially give people a starting budget and that's
usually based on what we know or think we're going to get
through discussions with government. Within the starting
process there will be some productivity savings, we'll know
that there will be some grants that start and finish, so we
have a starting point.
Each service builds the budget up from, you know,
bottom-up and top-down, and that bottom-up is working
through what I was discussing before, what's the model of
care? So in our acute unit, how many staff do you need,
AM, PM, night duty, how many staff have you got? Okay,
that's your EFT, all the other bits and pieces you add that's your budget.
When you get government's budget, you try and match
that up and that's probably the most difficult part because
it's very difficult to match what's actually happening in a
service and the budget received. So that's the process
that we're working through at the moment.
All the money coming in for mental health stays within
mental health. So, I don't take mental health money and
say, I'll put that to the outpatient department, so we
ringfence the mental health funding, and it's quite a
process to try and match the funding coming into the
organisation to all the specific programs. And, it doesn't
match. Like, the acute services funding does not fully
cover the staffing profiles and the costs of running the
acute services.
Q.
Can I ask you a bit more about that. You've touched
on cross-subsidisation when you said that you don't take
money from mental health and put it into acute services,
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for example, so I guess conceptually one thing is taking
money from mental health to put it into physical health.
So, would you say that there's no cross-subsidisation
in that context, if I can just stick with that point?
A.
I can say there's - no, so I'll work through that a
bit. So, we ringfence the funding for mental health
services and we try and make that funding balance for those
services that we're providing.
Now, we do receive throughout a year specified grants,
and sometimes they come quite late in the year, so it's
almost impossible for you to recruit and get the staff and
expend those funds. So, you might end up with a surplus of
funds in your Mental Health Program that would then hit the
bottom line from a reporting framework and then, if the
rest of the health service is over budget, then that
surplus would offset that overrun.
So, it's not purposeful "I'm going to use mental
health money to cross-subsidise the physical health
services", because my responsibility is the whole health
service, so you're trying to balance the whole budget, and
so, it might on occasion result in that happening.
I can go into why, and also why it might happen: it's
not only the extra funding that we might get coming in
through the year, but it has been incredibly difficult to
recruit into the positions that we have available in our
mental health service. So, we might carry a significant
amount of vacant EFT because we're unable to find the
qualified staff to work in those programs, and as a result
that would then result in a surplus if it doesn't get
offset by the overrun that we have in our acute mental
health services.
Q.
I'll come back to ask you about that staffing
point that you've raised. Just in terms of sticking, I
guess, at the moment with the idea of cross-subsidisation,
you say in your statement, and now I'm focusing on within
the mental health budget, there is cross-subsidisation
between our different mental health programs, and can you
just elaborate on that?
A.
Okay. So, working through our acute program, acute
and aged program, bed-based services, the EFT required for
us to provide a quality and safe service within those areas
is greater than the funding we receive for those services.
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The funding that we receive for our community health
contact and all the other programs is there. If we are
unable to recruit the EFT that we need to run those
services, that funding just by nature will offset the
overrun that I would have in my acute service.
And also, you might set a staffing profile in an acute
service to manage the client load that you believe that you
need to have, but there's always going to be times when you
get extremely complex clients entering in those services,
and very often we will have to employ additional staff
members to manage those more complex clients. And that's
often not in budget. I mean, you try and make an allowance
for that because you get an understanding on how often that
might happen, but yeah, it's essentially unbudgeted from
the funding coming in for those bed-based services.
Now, that same issue happens in physical health, so
it's the same: you do a budget on a board, and you think
this is the staffing profile I'm going to need. If you get
a patient or a client that needs more care and you need to
provide a safe environment, both for staff and for clients,
then you would put on extra staffing.
Q.
And so, if you could fill the positions that you have
available, you wouldn't be able to cross-subsidise in the
way you've described and remain in budget?
A.
That's right.
Q.
So then, there's a disincentive to be filling those
positions, is there?
A.
Is there? There could be. I mean, I suppose at
Peninsula Health we've got nowhere to put the additional
people at the moment, so we've got a physical
infrastructure issue with our community programs at the
moment. So, even if we were to recruit to the numbers that
we think we need, we don't have anywhere to put them.
Q.
There is difficulty in any event, partly because of
the lack of infrastructure, in recruiting people?
A.
That's right, so that's not very attractive. For
example, our Mornington Mental Health Community Team are
residing down at Rosebud. Now, it's very hard to recruit
qualified mental health clinicians and say, come and work
in Rosebud in a building that is less than adequate, and
can you look after clients up in Mornington. You know,
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it's just incredibly difficult for them and very difficult
for us to recruit into those vacancies.
Q.
else
A.
find

And they're based in Rosebud because there's nowhere
for them to be?
Yes, that's right, we've been looking at trying to
an appropriate place to house that group.

Q.
Can I take you now to ask you about the scope for you,
or another public health service CEO, to be able to
advocate to DHHS for higher funding, and can you answer
that question in the context of your recent experience?
A.
So, this is probably my first year of advocating for
mental health services from a funding point of view. So,
we met, we've done our budgets and we've been in regular
contact with the performance branch in the Department who
have been working with us on our budgets and targets.
We had our meeting last week to clarify a few things
and to work through those budgets. Perhaps naively, I
asked, "When will we talk about the mental health budget?"
And I was told that they don't control the mental health
budget, the mental health budget is managed by the mental
health branch, and that it would be up to me to make
contact with the mental health branch to talk to them about
the mental health budget.
So, you know, I was quite surprised. I was shocked
actually, and I thought, well, here we are trying to run
the whole budget: you know, it would be nice to be able to
talk to people about our whole organisation, so I do need
to go ahead and talk to the mental health branch about the
budget.
And that has been a problem. I've been the CEO for
18 months. The last 12 months I've only had one formal
meeting with the mental health branch, and it's been
somewhat - or it has surprised me that there hasn't been a
lot of detail in those meetings about what's really going
on in our mental health service. So, you know, what are
the staffing deficits, what are the budget constraints,
what are your quality and safety concerns, you know. Yeah,
I was a bit surprised.
Q.
How does that contrast with your interactions with the
other branch, I don't recall what the name was?
A.
Yes, the performance and commission branch. They've
.25/07/2019 (18)
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got a lot more detail. I've met with them four times, so
we meet with them quarterly.
Q.
That's four times over the past year?
A.
Twelve months, yeah. We have very much clear
discussion around quality, safety. We talk about how we're
going against our Statement of Priority KPIs, we talk about
funding, we talk about capital and infrastructure issues,
so it is an opportunity to talk about the whole service,
but you don't talk about mental health.
Now, I have requested for mental health to be in those
conversations, and the last two meetings I've had a mental
health representative at those meetings.
Q.
What have you been met with when you've tried to
include it?
A.
So then, I'm just talking to the one person from the
mental health branch. So, the performance team - and I
talk about this in my statement too, is that, it's hard people don't understand what the mental health service is
about. It's kind of, even though we're sitting under the
one building, and even though in the Department of Health
we're sitting under - there's demarc - people just don't
seem to understand what the service is about, and those
divides make it very difficult for people like me to
understand what is required from a Chief Executive who's
responsible for delivering mental health services.
Q.
Can I take you now to ask you about systematic
underfunding in mental health, and I'm going to read to you
a portion of a question we put to you when you were
preparing your statement, and this is at the top of
page 12:
"The Commission understands that public
health services are not funded for
100 per cent of the cost of the services
they are expected to deliver (with the
expectation that the shortfall will be made
up from own-source revenue, including
private patient fees), and that the
shortfall is larger for some services than
others. For example, the Auditor-General
found that DHHS meets around 62 per cent of
the cost of delivering an acute mental
health bed compared to 82 per cent of the
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cost of delivering an acute general bed."
We posed the question to you, what are the
consequences of a large discrepancy between costs of
service delivery and the funding provided for a health
service, and you've touched on some of those, but are there
others that you'd seek to address at this point?
A.
I suppose the main areas are - is you're unable to
meet demand. Now, I don't know what the demand is in the
mental health service, except what's coming through the
Emergency Departments, so I have no capability of
understanding of what is the unmet demand in the community.
So, kind of, our demand in the community is managed by
the number of resources that we have available. So, if you
don't have budget to recruit two EFT to provide those
services, then people miss out on those services. Or, if
you don't have budget, then people miss out on those
services.
We would then not be able to achieve performance
targets, but there's not a huge number of performance
targets in the mental health service, so nobody's really
probably watching that.
And then it's from an infrastructure point of view, so
it's difficult to - or our operational budgets don't
include capital infrastructure, so it's about negotiating
for a capital budget is difficult.
Q.
I'll come back to ask you about the capital investment
a bit later as well. In terms of, you mentioned just
briefly now in terms of the performance targets, that
they're not really measured anyway. I want to ask you
specifically about the annual report of Peninsula Health
for 2018 and the fact that it reported that it's exceeding
KPIs in mental health, I think in every domain. So, that's
in relation to KPIs set by the Department?
A.
M'mm.
Q.
And in your view, do they adequately measure the
ability for a service to meet demand?
A.
No.
Q.
And, what about the ability to adequately measure the
extent to which a full range of services are delivered to
the community?
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No, they don't monitor that.

Q.
Do you have ideas about how those things could be
better monitored?
A.
I think it would be helpful to know or get a sense of
who in the community are not getting access to services.
So, we have no sight of that. I don't know how many times
our clinicians are having to say "no" to people, or I don't
know how often they say, "No, look, you're not complex
enough." Our staff are often saying they feel as though
they're having to discharge people too quickly, so there
might be some indicators around those outcome measures.
So, when is a good time to discharge somebody from a
service?
In physical health, you have the metrics, oh, they're
not in pain, they can get up and walk, they're eating food,
they can shower themselves and manage their hygiene needs,
so you've kind of got some metrics on how you can feel
confident that you're discharging somebody safely back
home. But we don't have those same measures, that I'm
aware of, in mental health, so maybe we could do some
thinking around that.
I would like to understand what the unmet demand is
and perhaps whether we're appropriately discharging people
from our service. Then it would be useful also to know how
we're going and how we can compare ourselves to other
services; so, are there best practice models in the system
that we're unaware of, but I don't have any sight of that
either.
Q.
Can I just ask you about funding growth in the past
three years, just take you to that topic. One of the
things that you've mentioned in your statement is that
there has been funding growth in the past three years?
A.
Absolutely.
Q.
You haven't looked back further in terms of how that
compares to the previous 10?
A.
No, that was very difficult for me to do in the
timeframe.
Q.
But you would say nonetheless, even with this funding
growth in recent times, funding is insufficient for
Peninsula Health to effectively provide the mental health
services to meet the growing demand?
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A.
So, the additional funding that we've received in the
last three years have been for specific programs of work,
and so, they're very discrete pieces of funding. For
example, $3.3 million this year, or last year going into
this year for a Crisis Hub in our Emergency Department.
So, they're very specific pieces of work that we will do in
developing a model of care and a budget, and recruit into
that new funding. So, that's where the majority have
funding over the last three years that I could ascertain
have been for the mental health services.
Q.
Can I ask you then about capital investment or capital
funding. One of the things you mention in your statement
is that it's in mental health particularly difficult to
attain. Can you just elaborate on that?
A.
So, again, this is from my limited experience of two
health services, and I think what I can see is that the
investment for big capital - so, this is some building
capital - relies on a good service plan, master plan and
assessment of your facilities, and are often aligned to
obvious indicators that are not being met: so Emergency
Departments, theatres, acute beds.
We've been really fortunate at Peninsula Health: just
in the last 12 months we've received $560 million to build
a new Frankston Hospital, and now acute and aged mental
health services have been included in that.
I think, once we get beyond that acute system, it's
difficult: I don't think it's understood what people are
doing in the community and where they're doing their work
in the community. I mean, I must admit, I was quite
surprised, both at Barwon and at Peninsula when I toured to
see where our community services were working from, and
they're not great places, they're not in a great space at
all; they're certainly not in an environment that would
allow them to feel comfortably able to provide appropriate
and effective care to the people that they're trying to
offer care to. It's always makeshift.
The Barwon acute facility was very poorly designed,
and one of the things that I did in that three months was
work with that team on some redevelopment plans, but I'm
not too sure whether that actually progressed. They were
having to staff - their staffing model to manage that
environment was very inefficient, but they needed to have
much more additional staff because of the poor environment.
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Q.
Just to touch on one of the issues you raised in your
answer: so you're talking about the lack of understanding
of what community services need. Is that from a
Departmental level, is that what you're referring to?
A.
Yes, and probably from my level too. You know, until
you go out there and actually see where they're working and
how they're trying to work, yeah, I was surprised.
Q.
The final area I want to ask you about is the key
constraints or pressures that may hamper the implementation
of mental health reforms or service improvements. There's
two in your statement that you address in particular, I'll
ask you about them individually.
The first is the lack of consistent and coherent
statewide model of care, and then insufficient integration
of mental health services. So, if we can start with the
lack of consistent and coherent statewide model of care:
you've talked about the model of care in the context of
Peninsula Health, but there's a broader picture?
A.
Yes. So to me, I don't think we do things in the same
way in each mental health service; well, it's not clear to
me that we've got the same models.
Even in our own service, the experience of a client
coming in to our Emergency Department and working through
our service could be very different for each individual
person that comes into our service. I'm not clear that the
people that are coming into Peninsula Health are receiving
the same standard and the same level of best practice care
and mental health services: I've got no way of seeing that,
I've got no way of measuring that.
I kind of think, if somebody comes through in the
Emergency Department with a physical health concern, I've
kind of got an understanding that a similar pathway for
physical health would be followed regardless of whether
they came to Peninsula Health, Monash, The Alfred,
Melbourne, it would be fairly similar. But I don't have
that confidence that we've got a similar process or model
in our mental health services.
Now, it could be my lack of understanding, but it's
not clear to me. It's not clear whether we're running a
residential program the same across the state; it's unclear
to me about how we're running our community programs and
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whether we're providing the same models of care and support
in the community. I have no oversight of that.
So when it comes to talking about mental health
services, if you don't understand it and have a language
for it, then it's hard to describe to new staff members,
it's hard to describe to Board members, and I cannot
understand or see how a community member would be able to
navigate their way through the system. I have been in the
system for a long time, I can navigate my way through the
physical health system; I don't think I'd be able to
navigate my way through the mental health service.
Q.
And so why is it important that there's consistency in
the models of care across services or between services?
A.
I think it would be helpful, both in educating people
about mental health services and making them more
accessible to people, and I also think it would help from a
benchmarking and service provision. So both by trying to
measure quality and outputs, outcome measures, and also
some effectiveness measures to see whether the money we're
investing in our mental health services is being
effectively used.
Q.
Can I ask you then about what you say is insufficient
integration of mental health services?
A.
That's internally too, so again, the Barwon experience
and Peninsula experience. The acute mental health
services, for example, are sitting on the same land mass,
you know, are just there.
It feels to me like there is - I say it's a fear, and
I don't know whether it's kind of a fear that I've had but there's kind of a lack of confidence of being involved
with the mental health team, because of that lack of
knowledge, that lack of understanding and that lack of it's kind of like mental health service business. And so,
I've had to work hard at being able to get in there and
understand it, and that hasn't been easy.
And so, part of what we're trying to do at Peninsula
Health is to have them better integrated into our whole
service, so everybody understands what our mental health
service is about, and to feel comfortable to be in there
and working with them. We've really engaged our mental
health team, we've got some great expertise, our clinicians
have got some fantastic knowledge, so we've been using our
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mental health team to come in and educate and support some
of our other teams on how to manage difficult clients,
dementia, behavioural concerns, et cetera, but it has been
something that I've had to actively do. I've never been
encouraged, in all my roles as an Operational Director, to
actively participate with mental health.
Q.
Thank you, Ms Topp. Are there any matters you'd like
to cover that we haven't addressed?
A.
No, I think we've just about covered it all, thank
you.
MS COGHLAN:
questions?

Chair, do the Commissioners have any

COMMISSIONER COCKRAM:
Q.
Ms Topp, you've mentioned
about capital infrastructure particularly for community
services. Can you just explain to the Commission how
community services are predominantly funded through the
block grant?
A.
Through the community contact hours. I don't know a
lot about the block grant, Alex. I know that we get a
block grant, but I think we get some amount of money to
support some infrastructure. So, they've given us some
money to rent an area in Frankston, but the issue is, is
that, we've had to rent not a purpose-built space for our
community teams. So, we've kind of got not a great
building that they're working out of, and it's certainly
not purpose-built for them to provide community services.
Q.
Just then to continue on with what you just mentioned,
is that, you have been supported by the Department for
covering the rental where Peninsula doesn't specifically
own the infrastructure that exists?
A.
That's right.
COMMISSIONER COCKRAM:

Thank you.

CHAIR:
Q.
I just have a few issues that I'd like to
raise. The first of them goes to, in your statement you
gave a very useful analysis of the fact that the Statement
of Priorities govern what's of interest and attention to
your Board and also to senior management, and you stated
that they are largely focused on physical health, access
and quality.
Can you just give us by way of comparison, what would
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go to the Board regularly for attention around physical
health and then I'd like to come back to the issue of
mental health?
A.
Some of the physical quality indicators that we would
report would be staph aureus blood infections, falls,
pressure areas, any serious incidents that happen within
the physical health services. I said "pressure areas",
yeah.
Q.
When you say "pressure areas", what does that mean?
A.
So, pressure areas are areas where a patient may have
had a graze or been in a bed for a long period of time and
they get a pressure sore.
Q.
So they're indications of concerns about quality of
care?
A.
Yeah, quality of care.
Q.
And you'd report those sort of things to your Board on
a regular basis in the dashboard reporting?
A.
That's right.
Q.
What gets reported, if anything, to your Board on a
regular basis about comparable events in mental health?
A.
None. So, not on a regular basis. If there was a
serious incident, through our ISR reporting, we would
report, but there are no similar quality measures at the
moment going up the Board regarding - in our Peninsula
Health service.
Q.
I think you've explained in part why that's the case
and the complexity and the lack of performance metrics that
you think are helpful to drive that level of
accountability.
But also in your witness statement you gave us a very
helpful description of the range of mental health services
that are provided by Peninsula Health, both in acute and
residential settings and also in community settings, and
it's quite an extensive list of services that are provided.
I guess it's about the visibility, you said, on
community mental health is also very limited to the Board
and senior management, notwithstanding the extensive nature
of those services that are provided?
A.
That's exactly right. So, you really have to go out
and ask the questions about the services that you provide,
.25/07/2019 (18)
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and I've certainly spent the last 12 months going out and
visiting all those services so I can understand the service
that they're providing and the environment that they're
providing that service in.
Q.
By way of comparison, you did say that the physical
health indicators and reporting framework's quite
sophisticated, been established over a long period of time,
and you engage in quite robust dialogue with the Department
about your performance. For how long has that sort of
robust process, in your view, been in place in physical
health?
A.
A long time.
Q.
Decades?
A.
Yes. Oh, 15 years, and they've certainly evolved.
particular, the quality measures have evolved.

In

Q.
I think that's illustrative, in your view, of the fact
that there's a long way to go in mental health until it has
comparable reporting?
A.
That's right.
CHAIR:

Thank you very much.

<THE WITNESS WITHDREW
MS COGHLAN:
Thank you, Chair. It is early, but is now a
convenient time to break for lunch, given that the next
witness will be attending at 1.30, and that's Jennifer
Williams?
CHAIR:

Thank you very much.

Yes, we'll adjourn.

LUNCHEON ADJOURNMENT
UPON RESUMING AFTER LUNCH
MS COGHLAN: The next witness to be called is Jennifer
Williams, and I call her now.
<JENNIFER JUNE WILLIAMS, affirmed and examined:
MS COGHLAN:
Q.
Thank you Ms Williams.
a statement to the Commission?
A.
I have.
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Q.
I tender that statement.
the Chair of Northern Health?
A.
I am.

Q.
Can you just outline for the Commissioners, firstly,
just what your qualifications are?
A.
I've got a Bachelor of Economics and a Master of
Science and I'm a Fellow of the Institute of Company
Directors.
Q.
You've had the role of Chair of Northern Health
since July 2015?
A.
Correct.
Q.
What about your current, other board appointments?
A.
I'm also the chair of Yooralla, and I'm on a number of
other boards: I'm on the Barwon Health Board, the
InfoXchange Board, the Independent Hospital Pricing
Authority, the Medical Research Advisory Board, I'm Chair
of the Alfred Full-Time Medical Staff Trust, and I am just
in the process of completing assistance to the South
Australian Government with the development of a mental
health plan as a panel member.
Q.
Prior to those board appointments that you've just
described, you've had over 20 years of experience in the
health sector?
A.
That's correct. I have, prior to my board
appointments which is just over three years ago, that I
have moved to just do boards, I was the Chief Executive at
the Red Cross Blood Service for seven years, the Chief
Executive at Alfred Health for five years, and the Chief
Executive of Austin Health for seven years prior to that,
and before that I was with the Department.
Q.
And in fact, for 13 years, you had experience working
in the State Government of Victoria?
A.
I did, yes, that's correct.
Q.
Just detail, just briefly, what those roles were?
A.
The final role I had was director, which is the deputy
secretary level within the Department, they were the titles
used at the time. I was the Director of Aged Community and
Mental Health and, prior to that, I was the Director of
Psychiatric Services, and before that I was not in the
health area, I was at the Department of Treasury and
Finance, and worked in the area of information systems, and
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prior to that I was with the Ministry of Housing again, in
the area of information systems.
Q.
Can I just ask you now to focus on providing some more
detail in relation to the professional roles that you've
had in the mental health system in Victoria. Can I ask you
to start with Barwon Health and your role as a board member
there, at paragraph 15 of your statement.
A.
Yes. I was initially appointed as a delegate to the
Board at Barwon Health, they were having some financial
issues at the time, and the office of ministerial delegate
is often used to assist the health service to get out of
issues which are problematic. So, I started as a
ministerial delegate there and then I was appointed to the
board of Barwon Health, so subsequent to that I have been a
board member at Barwon Health and have continued to be so.
Q.
Can I then also just ask you more specifically about
your time as Director of Psychiatric Services with the
Department of Health and Community Services that you've
mentioned, and just go into a bit more detail about your
responsibilities in that role?
A.
Yes. As Director of Psychiatric Services, I was
responsible for the mental health system for the state and
moving into that role initially the mental health services
were run by the state: so all the employees of mental
health reported to the Department, the accountability
structure, governance went back to the Department, not to
health services, and part of my role there as running
mental health services was to bring about the mainstreaming
of mental health and the de-institutionalisation and the
establishment of community-based services.
Q.
Can I take you to that topic now, paragraph 44. Just
drawing on the experience that you've had, can you address
the key factors that drove de-institutionalisation at the
time?
A.
Yes. There were a number of things that really caused
a significant concern about what was happening with mental
health services. Just prior to my arrival there had been
the disclosure of abuses of people with mental illness at
institutions, so Lakeside was an example of that. There
were also abuses of disabled people that were uncovered
during that time. So, there was an intent by the
government, the Minister and the Director-General of the
Department to change the model of care for mental health
and to adopt a de-institutionalisation model by moving the
.25/07/2019 (18)

1738

J J WILLIAMS (Ms Coghlan)

Transcript produced by Epiq

2251

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

services from being directly run by the Department to being
mainstreamed and run by the public hospitals, and to at the
same time as relocating beds from the institution, to
establish community-based services that were also run by
the mainstream hospitals where the services would be moved
to.
So, I was responsible for developing of policies and
the strategies to bring about those changes to seek the
funding to enable the funding of the services, which
included significant capital funds because new facilities
needed to be built in the acute hospitals, in the subacute
hospitals, in residential care and the establishment of
community clinics and the associated services like crisis
teams, Mobile Support and Treatment teams for them to
operate in the community, as well as the establishment of
services run by the NGOs for psychosocial rehab.
Q.
You talked about one of the driving forces was what
was being uncovered that was occurring within institutions,
but there were two other things going on at that time,
perhaps in the broader social setting, which was that there
was a real focus on homelessness, and there was also highly
publicised events where there'd been police shootings.
Could you address those two areas?
A.
Yes, that made the problem much more acute and was
very much in the public air. So, Brian Burdekin had done a
very significant review of homelessness and that was
getting a lot of coverage in the media and a lot of
interest and attention politically, and that was uncovering
that a very significant number of people that were homeless
had a mental illness, many of which had never received
treatment and that were unable to access treatment. So,
that was certainly an impetus to drive the reforms in
mental health.
And just a short time after the Burdekin reports were
released, there were a very unfortunate series, not just
one or two, but a series of police shootings where the
police were put in situations of danger and the only
measures that they felt they could respond by was by using
firearms, and there were both shootings that resulted in
death as well as other injuries to people with mental
illness, and of course, that received enormous attention
and concern in my area, in my Department and with the
Minister, about what we could do to try and educate and
train police in using other strategies to try and deal with
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people that were very agitated where police intervention
was obviously a safe thing to do, but to give them other
options as well as to train them in aspects of what mental
illness meant and developing strategies along with the
police force about how they would deal with those
situations.
Q.
You have then just gone on to describe the wave of
reform and the things that were implemented. That was
supported by the national mental health plan which had
similar goals?
A.
Yes. Sorry?
Q.
That was supported by the national mental health plan
which had similar goals?
A.
That is correct, so there are now five mental health
plans and this was the first of those. So, Victoria, as
with every other jurisdiction, needed to respond to that
national plan, how was Victoria going to respond that
national plan and how was it going to implement the goals
and the vision that were outlined in that plan.
So, that was the blueprint that really drove the
direction of the reform package in the area that I was
responsible for, we developed it, and we developed this
document called the framework for mental health services in
Victoria, that reflected those goals and identified how we
would achieve those and what we would implement to achieve
the goals of that first plan.
Q.
Can I just ask you about your observations in how the
government made the implementation of significant reforms
to mental health services a key priority at that time?
A.
Yes, I think the circumstances of the issues
identified in the institutions, the police shootings, the
Burdekin report, those things certainly made mental health
very visible and that it needed something done to it.
But we also had a secretary of the Department who was
very determined to improve the plight of people with mental
illness. He himself had a disability and he was very
adamant that things needed to be changed and we needed
quality services that protected the rights of people with a
mental illness in that they needed quality services. So a
Director-General who was very supportive, and a Minister
who was also very receptive and supported the mental health
reforms.
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I have put in my statement that one of the things
which I think was very significant about what the Minister
did, and it was Marie Tehan at the time, when she launched
our policy framework which was the policy, the blueprint
for reform, she took the speech we had prepared for her and
took it home and she actually wrote in that speech herself
that, as Health Minister, she was prepared to be judged on
what she did in the whole health portfolio on what she did
in mental health alone. The weight of that commitment
certainly sat on my shoulders and the people in the
Department that I was working with to know that we had a
Minister that was just so thoroughly committed to what we
were doing, that she would stand behind us and support what
we were doing.
And that was done in a very real way because she was
able to deliver funding that we needed to bring about the
improvement in services, the addition of services, a very
large capital program to address the construction of new
facilities, both in hospital and out of hospital.
So, that was obviously supported by the Premier and
Cabinet at the time, but I think the issues that we were
dealing with in the community and that leadership and that
commitment, that absolute dedication to making this work,
was very much paramount in the success of what we were able
to do.
Q.
One of the things you comment on in your statement is
that:
"Where there is a commitment at a senior
leadership level, proposals for mental
health reform and service improvement are
more likely to be presented to Cabinet and
the Expenditure Review Committee and are
more likely to be successful."
A.
Yes, to have a Minister advocate so strongly for this
area was vital to the success. The health portfolio is a
very complex portfolio with enormous demands across many
areas, and mental health had never been a high priority in
terms of budget allocation, and I think that's something
which hopefully this Royal Commission can contribute to
putting it back as a high priority on the political agenda
to get that sort of attention.
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Because, it's not just the focus and the support, you
need that real support by budget allocation, because the
enhancement of services cannot occur without additional
budget.
Q.
Do you think the vision and service system that was
put in place in the 1990s is still relevant to community
needs?
A.
Yes, well that question does make me go back and think
about that question, and I think fundamentally, yes: what
we put in place back there is still appropriate, and I
think those of us that work in mental health can see that
the system is still fundamentally there, but there have
been many improvements and enhancements and innovations and
new parts of the service system that have been added into
the system since then, and a lot better reporting on what's
going on within mental health.
But things like the area based service, the inpatient
across child and adolescent, adult, aged, the forensic
aspects, the special care needs of other specific groups
that have particular needs, those elements are still
relevant and are still very much in place today.
I think what has not happened though is that the
development of the system has not kept up with the demand,
and hence, the service system which was designed and
perhaps served Victoria well for five or so years, needed
to be continued to be built upon, expanded and evolved and
that has lagged the demand on the system, and hence,
Victoria has lapsed back in terms of its leadership in
mental health.
Q.
Can I just now change direction and take you to your
role as Chair of Northern Health, paragraph 9. Can I start
by asking you about the arrangements under which Melbourne
Health provides clinical mental health services to
Northern?
A.
Yes. So, Northern Health does not run mental health
services for the catchment that it serves, the broad
catchment that it serves. Some 20 years ago Melbourne
Health took responsibility for delivering the mental health
services for the catchment that Northern Health covers as
well as the catchment that Western Health covers as well as
Melbourne Health's own catchment, so it's responsible for
those three different services and the mental health
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services that they deliver.
And, it is Northern's view that this is a model that
worked well for many years, but for many years now it has
been a model that has needed to be changed and that
Northern Health should take responsibility for the mental
health services that serve its catchment, and that the
staff that are working in those services that are currently
employed by Melbourne Health should be moved to Northern
Health and that the management and the Board of Northern
Health would take direct accountability for the mental
health services for its own population.
I would draw an analogy with other outsourced services
to say that the mental health arrangements are quite
different from Northern Health simply purchasing mental
health services from Melbourne Health. It is not that
arrangement, so we purchase radiology services, we purchase
food, we purchase cleaning services, we have contracts, but
the Board is still accountable for the delivery of food and
radiology and cleaning services.
In mental health the Board is not accountable or
responsible for the mental health services that are
provided, it is the Melbourne Health Board that is
responsible for that. So, we would very much like to see
that transition from Melbourne Health to Northern Health.
There have been some discussions over some years for that
to occur, but there has been little progress in getting
about that transfer.
Q.
Could you just address some of the perhaps unintended
consequences of that arrangement?
A.
Yes. There is almost no visibility of how funds are
allocated, what the gaps might be, and what the issues are
in mental health services because this is not information
that comes either to the management or the Board of
Northern Health, so we are pretty well blind to that.
But it is very difficult to disentangle mental health
from the other services that you provide within a hospital
as large and complex as Northern Health and its various
sites. So, the best example would be talking about mental
health patients that present to an Emergency Department,
which is the responsibility of Northern Health, but when
those patients present, we do not have access to the mental
health records of that patient if they had been receiving
.25/07/2019 (18)
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previous treatment, so we are not able to get information
about previous treatment for those patients.
We're also reliant on Melbourne Health coming to
assess and determine if those patients that might need
admission to a mental health bed, that we are dependent on
Melbourne Health doing that. Northern Health can't do
that. The length of stay for mental health patients in the
Northern Health Emergency Department is very
unsatisfactory, there are extremely long waiting times for
patients in the Northern Health Emergency Departments.
Until only a couple of years ago we were getting no
information at all about the performance of mental health,
and we now do get a small number of indicators which only
relate to the performance within the Emergency Department
of the services, and that looks at the waiting time for
mental health patients, and so, there are three indicators
that the Board now gets routinely but it is only restricted
to the Emergency Department part of the mental health
services. We don't get any information about the
performance of mental health outside that.
Recently it came to the Board's attention that we were
concerned that patients were being restrained for excessive
periods of time in the Emergency Department. I was
obviously concerned about that and we asked if it was
possible to get information about numbers and duration and
how that might compare to other health services about
restraint in the Emergency Department, the implication
being that patients were being retrained because we didn't
have the appropriate facilities within the Emergency
Department for these patients. So, we now get some very
limited information on the restraint in the Emergency
Department but we don't have other information such as
seclusion rates or re-admission rates, the normal sort of
indicators that other boards and other management teams
would get about the mental health services that run within
their facilities.
Q.
Can I perhaps draw on some of your previous experience
then in asking the next phase of questions. This is on the
topic of prioritisation, paragraph 16. In thinking about
your past roles in particular, can you describe the extent
to which you've seen the prioritisation of mental health
within the overall work of hospitals and services?
A.
Yes. So, at Northern Health, we do not put in
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submissions for additional funding for mental health
because, as I've just explained, we're not responsible for
that. But at other health services where I have worked,
Barwon Health currently, The Alfred and the Austin where
I've been Chief Executive: so at those services you would
have regular dialogue with the Department about where you
saw there was a need for additional funding or for new
services to be funded, and then there's the annual budget
process where you can make specific submissions to get
additional funding for certain things.
So, certainly mental health would be considered by
management, and by the Board, about what submissions would
be made to government to attempt to get additional funding.
For larger projects, which might be either operational
funding or for larger capital projects, there would be
full-blown business cases developed, with fully costed and
benefits and risks identified for those sorts of proposals.
So, that is an annual budget cycle and the mental
health part of those budget bids occurs alongside all other
budget bids for all other parts of the health system.
Within the Department it does get dealt with by a different
bit of the Department, but the process if you are sitting
within a health service is the same when you're seeking
additional funding for surgery or medicine or for mental
health.
Q.
Can we just take that a bit further then and address
the process that involves DHHS, and specifically if I could
ask you about the process for a health service advocating
at that level for additional funds?
A.
Yes. Well, the advocacy to the Department is vital so
that the Department understands that the needs and the
pressures that you have - because all health services are
making submissions to the Department and there's obviously
prioritisation that has to occur to identify who is most in
need, because there are limits to the budget to be able to
address all of the demands that come to them.
To support discussions with the Department, there are
often discussions with the Minister and the Minister's
Office, and also you might involve local Members of
Parliament to assist in talking to other Members of
Parliament and/or the Minister to give additional support
to your budget needs.
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The mental health branch within the Department
one that would need to support your budget bids for
get even to the first level of consideration before
Department before those budget bids would even then
chance of being then presented to the Department of
Treasury for consideration in the overall budget.

is the
it to
the
get a

Q.
You've just raised there that there might be an
attempt to engage with local government in terms of trying
to attract support and advocacy for your cause?
A.
Local government less so. I mean, it could be local
government, but typically it would be local Members of
Parliament I was referring to.
Q.
Sorry.
A.
At Federal or State level, yes. Because local
governments provide some support to people with mental
illness, but they wouldn't typically support a budget bid
to the State Government for extra resources.
Q.
Just moving on then to your observations: what are the
sources of unanticipated or greater than budgeted
expenditure within a hospital or health service both within
clinical mental health services and generally?
A.
The sources of?
Q.
A.

The sources of unanticipated -Unanticipated costs?

Q.
Yes.
A.
In mental health, as with other areas, your budget is
indexed by increases in labour costs usually that would
come out of an EBA agreement, so salaries would be indexed
accordingly, and then there is an adjustment for non-salary
increases, the health CPI or CPI more generally, and your
budget would get adjusted according to that.
There are usually efficiency dividends that are
required each year, therefore savings that also would need
to be made. So, while you might have an increase in costs
resulting from those two areas, salary and non-salary that
I just mentioned, usually there is a gap that the health
service usually has to try and fund or fund via reducing
its costs to be able to operate within the parameters of
the budget that has been provided.
So there would nearly every year, in my experience,
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you are required to look for efficiency savings so that you
can deliver a balanced budget.
Q.
You mention in your statement that mental health has
historically been seen as the poor cousin?
A.
Yes, it's a term often used in mental health
unfortunately, and it's sad that that term does get used,
but people use it so commonly I think because they feel
mental health misses out, where other areas within health
are addressed. So, the so-called sexy areas get funding,
but mental health misses out, and that's why I've
emphasised in my statement the importance of having such
strong support at very high levels right throughout
government and the bureaucracy to try and redress, I think,
that disadvantage that mental health has had over many,
many years.
Q.
Can you then please describe your observations as to
the quality, timeliness and depth of the performance and
financial information available to the Board in relation to
clinical mental health service delivery? Is that something
you can comment on particularly in terms of your previous
experience?
A.
Yes. I would say it's equivalent to other clinical
areas within a health service. Again, at Northern we don't
have that information but at other health services they
would have financial information about the Mental Health
Program and they would have a series of other indicators to
identify trends within the existing health service and
comparisons with other health services across a range of
metrics.
There are quite a large robust number of mental health
indicators which are published for the State as well as
national indicators. So, while a lot of these are not
outcome indicators, they are more input measures: like, how
many hours of community contacts and things like that,
they're not really looking at what are the outcomes of the
patient. There are a lot of indicators where health
services can compare themselves, and that is done
routinely.
There is also organisations like the Health
Roundtable, that's a national organisation that gives
information that enables you to compare things across
health services, so you can look for where you need to
improve the care and give attention to the areas where
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there is under-performance compared with other areas.
Q.
A.

Does that apply to mental health in comparison?
And that applies to mental health as well.

Q.
A.

On those sort of broader KPIs that you've identified?
On those broader KPIs as well, yes.

Q.
And so in your view and experience you would say that
you don't think that mental health has suffered from
adverse internal prioritisation by boards?
A.
Not by boards, no, I don't think it does. I think in
my experience definitely the boards are focused on mental
health just as much as they are on other clinical areas and
from time to time boards are very focused on mental health
because there are very serious incidents that occur in
mental health, and the Board can get quite interested and
concerned about those issues.
I can think of one health service in particular where
there were external reviews that showed a series of poor
outcomes where the Board established a sub-committee to do
a deep dive and to monitor rectification of all of the
recommendations that were made from a series of reviews.
Sometimes those reviews are by the Chief Psychiatrist,
sometimes they're external reviews which might have been
commissioned by the health service itself.
So, no, I don't think boards de-prioritise the
importance of mental health, certainly not in my
experience.
Q.
Does it depend on the information the Board is
provided with?
A.
Certainly it does, but that goes for everything within
governance: if management is not providing the Board the
information, then it is not as easy for the Board to
identify what are the gaps, what are we not seeing, where
do we have an interest? And boards might pick that up
themselves, but yes, you are very dependent on management
to making sure that they do give that balance and make sure
that the mental health issues are presented to the Board as
frequently as necessary.
In things like the quality committees of the Board,
that you're not just looking at the acute health and
subacute sort of issues, that you're also looking at all of
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the mental health issues as well, whether it be sentinel
events or root cause analysis of incidents, as well as some
of the metrics that can identify how you're performing
against other health services.
Q.
Can I ask you now about geographic catchments and I am
going to ask you whether you consider them to be helpful or
unhelpful. You've got some particular experience in the
fact that they were developed in the first place?
A.
Yes, I do. In fact, we established the catchment
concept back in the early 90s when we developed the set of
reforms, and that was driven because there is a lot of
concern that, when mental health patients present to a
particular hospital or service, that they would not receive
treatment, that they would be seen as too difficult, or the
hospital would be too busy, or that they didn't have the
capacity to deal with the patient and the patient was left
having to go around the system trying to find someone that
would assist them.
And so, for that reason area based mental health were
established to ensure that a patient had to be treated by
the health service within which they had a responsibility
for that catchment area.
There has been criticism of it, that it removes
patient choice, why can't patients drive across town and
receive services from another health service, and patients
can do that. That doesn't stop patients doing that, but it
really was the safety net to ensure that there would always
be care for a mentally ill person that needed care and that
a hospital cannot reject that care.
There are certainly difficulties with the boundaries
and the defined catchment areas of mental health services,
and there are currently certainly problems in child and
adolescent and in other areas, I believe, in also in aged
psychiatry, that the boundaries don't line up to other
catchment areas, and I think a review of those catchment
areas to see if some changes could be made to better
line some of those catchments.
Whether you could now just through your contracts with
health services ensure that they would be obligated always
to treat the mentally ill and therefore do away with the
defined, you know, I wouldn't rule that out, but it has
been seen as really a safety net for patients rather than
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something that was put up as a barrier for patients.
Q.
You've talked about the proposal that Northern Health
take control of mental health in the future. If that was
to be the case, how would you then optimise the governance
and accountability for mental health within your health
service?
A.
Yes. Well, firstly we would need to be gazetted as a
hospital that could receive mental health patients because
we're not currently a gazetted hospital, since we don't do
that, so there is a requirement for government to give
assistance to that through regulation, I believe; it's not
a legislative change that would be needed, so that would be
the first step that would need to happen.
The staff would need to be transferred across: that
has happened in other service areas, quite routinely that
can be done. Northern Health would need an executive
structure to incorporate mental health as a significant
clinical program reporting either to the Chief Executive or
to the Chief Operating Officer, and there would need to be
a transition program developed and negotiated with
Melbourne Health to progressively bring the services across
to the accountability of Northern Health.
It obviously would be at least a 12-month period to
transition this across, and there would be some issues with
some of the services that would be more difficult to
transition quickly than others; some that are entirely
catchment based are very easy, but there are others like
child and adolescent and things like that which would be
more complex to transition.
So, the Board would give a lot of attention to the
transition of mental health from Melbourne Health to
Northern Health.
I have raised this with the Chair of the Board at
Melbourne Health and the Chief Executive at Northern has
had discussions with the Chief Executive at Melbourne and
it is supported that this transition occurs, but we've just
not yet been able to progress the transition.
Q.
In that sense, is it a bit premature to think about
how governance and accountability for mental health might
be optimised?
A.
We would certainly be giving a lot of attention to
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that, and the Mental Health Program would need to be
incorporated within our governance frameworks, our clinical
governance frameworks, our audit program and a number of
different aspects of the governance of Northern Health
where we currently do not have mental health at all.
Q.
Can I ask you this question, really in terms of your
observations of what's occurred since the 1990s, so sort of
going back to that historical perspective, at paragraph 53.
Since the 1990s have there been developments either in
the service system or in the community generally that
should be considered in future reform? And you might
address in that activity-based funding but future reform
ideas more generally.
A.
Yes. Mental health has been funded historically
mainly through block funding, and there have been attempts
to come up with activity based funding models for mental
health over many years. You are probably going back
15 years the work initially started on that.
That work has continued and there are now some data
collection occurring to move to a somewhat modified funding
system that the Independent Hospital Pricing Authority, on
which I am on the Board, has been working with the
jurisdictions to do it. So, I think Victoria is a willing
participant in that, and I think in time that will probably
occur with the support of other jurisdictions as well.
I think, since the 1990s, there have been - I
mentioned before, we're now up to the Fifth National Mental
Health Plan and there have been multiple State plans as
well. What has been missing though is the determination to
put these plans into action and for them to have successful
implementation.
So, the goals and the visions within those plans are
very worthy, but we have not been able to realise the
improvements that those plans have aimed to achieve, and I
go again to the fact that budget support for those changes
are necessary if mental health is to receive the attention
that it does and if we are to start to deliver the sort of
quality mental health services that I think that everybody
that works in the sector would like to see delivered.
This goes right across the whole mental health system,
and I think when you think about changes to the mental
.25/07/2019 (18)

2264

1751

J J WILLIAMS (Ms Coghlan)

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

2019 public hearings

health system, you can't talk about improvements in just
one component of it, because all parts of the mental health
system are so interrelated, so you could augment the
bed-based services, but the community-based services would
still be under stress; the NGOs would still be under stress
for supported accommodation, et cetera.
So, there is so much interdependency with the
different components of the mental health system that that
is why I think the need for a plan that has got very firm
commitment at State level, at all levels, followed by the
funding, is essential if we are to move mental health out
of being the lowest funded and one of the poorest
performing in the country, to be the pre-eminent State that
is leading in mental health service delivery where I think
we'd all like to see it.
MS COGHLAN:
Thank you, Ms Williams.
Commissioners have questions?

Chair, do the

CHAIR:
Q.
I have a number. Thank you very much for
your overview today, Ms Williams.
I guess, trying to understand the particular model
that's in place for Northern is unusual in terms of the way
it's constructed, so just to make sure I and the other
Commissioners understand it.
We had in the attachment and in the submission from
Northern Health that your Emergency Department is one of
the busiest, if not the busiest in the State?
A.
That's correct, Northern Health has more presentations
to its Emergency Department than any other hospital in the
State, and we have more ambulance arrivals than any other
hospital in the State, and we've been the busiest for over
a year now and we're growing at the rate of about
8 per cent per annum, so again, the highest growth rate per
annum and that's because of the population growth in that
northern corridor up the Hume Highway.
Q.
Of those, I understand a significant number, many
thousands present in any year with mental health issues and
a proportion of those patients might need inpatient
admission?
A.
That's correct, yes.
Q.

Can you make sure we understand what happens when your
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Emergency Department clinicians assess someone as needing a
mental health bed, for example?
A.
Okay. Well, the Northern Health clinicians can't
assess if someone needs a bed or not, we have to call on
Melbourne Health to do that. So, if a mental health
patient arrives at the Northern Emergency Department, the
clinical staff there will make sure the patient is
medically stabilised, if it's an overdose patient,
obviously they will treat that patient. But, if it's a
mental health assessment that's needed, that can only be
done by Melbourne Health, so we then call upon Melbourne
Health to attend the Emergency Department and to do a
mental health assessment of that patient, and then they are
the only ones who can make a decision on whether to admit
or not.
We have acute mental health beds on site at Northern
that they are responsible for running. Often those beds
are full, and Melbourne Health might have to admit a
patient from Northern Health to one of the other units
within Melbourne or within their own control, Melbourne
Health meaning Western Health or Melbourne Health. So,
Melbourne Health makes those decisions, not Northern
Health.
So unlike other patients, Northern Health emergency
physicians can make the decision to admit a patient to a
medical or surgical ward that will expedite the treatment
of those patients either to a short stay unit or up to one
of the wards to get treatment, but that does not occur with
mental health patients at Northern.
Q.
So, if there was, for example, an adverse event in the
inpatient unit, i.e. a staff member assaulted by a patient,
or vice versa, what visibility would your Board have of
that incident?
A.
We'd have no visibility of any incidents that occur in
the mental health units at Northern Health. We have
visibility of assaults and other incidents that occur in
the Emergency Department and they are often jointly managed
with Melbourne Health and Northern Health if there is
issues, incidents occurring within the Emergency
Department.
The Northern Health Emergency Department,
unfortunately, is also very poorly configured to deal with
mental health patients. We don't have a behavioural
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assessment unit which most hospitals now have, which is an
area that is specifically designed for mental health
patients within the Emergency Department, so we have to
care for our mental health patients in our resuscitation
bays where there could be severely unwell, frail old people
or young people dealing with, it could be a very
psychotically disturbed mental health patient in these
bays, so we have also been attempting to get funding for a
behavioural assessment unit so that we have better
facilities within the Emergency Department to deal with
these patients.
Q.
Can I just take it from that, that would also mean you
would not have visibility about how the triage arrangements
work, the activities of the CATT Team?
A.
Correct.
Q.
The subacute services and community-based services in
your catchment area?
A.
No, we don't have visibility on that, no.
Q.
On an unrelated matter but goes a little bit in terms
of your background. In terms of thinking of a contemporary
mental health system and in terms of technology, you did
say at the moment you don't have visibility about that
client medical record. But in terms of other opportunities
for technology and enhancements in mental health, do you
have any views about what needs to be done to modernise the
mental health system in relation to technology?
A.
Not specifically in relation to technology. Access to
the medical record is a very easy thing. There is a
statewide mental health IT system that's been in place for
many, many years. It's just that, because we're not a
provider, we don't have access to that system, so not in
terms of technology.
I think the enhancements to mental health, the service
delivery system, is more about trying to augment the sort
of core elements of the mental health system, such as the
inpatient beds and the community teams to have extended
services. So, things like the behavioural assessment unit
that I mentioned before in the Emergency Department, they
didn't exist even five or six years ago and that has been
something that's seen as a vast improvement of how we care
for people within the Emergency Department.
Things like urgent care centres, crisis centres which
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are in the community, certainly in South Australia that's
something that they are currently considering, it's been a
model that's been developed in the US where they have
clinical and non-clinical staff. There's a big peer
workforce that are used in these centres where police and
ambulance can take people to these centres so that they
don't present to an Emergency Department, and they are less
like a clinical setting, and these are taking people that
don't need to come to an Emergency Department and dealing
with them in these centres.
So, there are developments such as that which I think
augment the core service system which are very valuable
additions to what we have within our mental health system.
CHAIR:
Thank you, we may follow up and make sure we know
where to look to get further information in relation to
that. Thank you.
MS COGHLAN:
excused?

May this witness be

CHAIR:
Yes, thank you very much Ms Williams for your
statement and your evidence today.
<THE WITNESS WITHDREW
MS COGHLAN:
break?
CHAIR:

Is now a convenient time for a five minute

Yes, a five minute break.

SHORT ADJOURNMENT
MS NICHOLS: Commissioners, the next witness is Ms Kym
Peake, I call her now.
<KYM LEE-ANNE PEAKE, affirmed and examined:

[2.22pm]

MS NICHOLS:
Q.
Ms Peake, are you the Secretary of the
Department of Health and Human Services?
A.
I am.
Q.
A.

You've held that role since November 2015?
That's correct.

Q.

Prior to holding that role, you had a number of senior
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public service roles, including as Executive Director,
Productivity and Inclusion at the Department of Prime
Minister and Cabinet?
A.
Yes.
Q.
Deputy Secretary, Higher Education and Skills Group at
the Victorian Department of Education and Training?
A.
Yes.
Q.
Lead Deputy Secretary, Strategy and Planning at the
Department of Economic Development, Jobs, Transport and
Resources?
A.
That's right.
Q.
And Deputy Secretary, Governance, Policy and
Coordination at the Victorian Department of Premier and
Cabinet?
A.
That's right.
Q.
Are you currently the President of the Institute of
Public Administration Australia, Victorian branch?
A.
I am.
Q.
With the help of the VGSO, have you prepared a
statement?
A.
I have?
Q.
I tender the statement. [WIT.0003.0006.1000]
Ms Peake, I'd just like to ask you some questions, to start
off with, about the current state of the mental health
system in Victoria and confirm some things that are in your
statement.
You've said that:
"Substantial reform is required to improve
the experience and outcomes of consumers of
mental health services in Victoria. The
intended shift to person-centred,
rights-based and recovery-oriented service
models and practice has not yet been
realised."
A.

That's correct, isn't it?
That is correct, and I think, if that's okay --

Q.

Go ahead.
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A.
I think the Premier and the Minister for Mental
Health, in announcing the Royal Commission, have really
powerfully identified that we have a system that is not
meeting the needs of consumers and is not meeting the
aspirations of the dedicated staff who support those
consumers, and I think the evidence that has been led to
the Royal Commission by incredibly brave people telling
their stories really underscores how critical an
opportunity this Royal Commission is for us to do better in
the future.
Q.
Thank you, Ms Peake. Can I just have you elaborate on
that. I'll just put to you what's in your statement to
make it efficient. You say this at paragraph 67 and
following:
"Melbourne's rapid demographic changes have
placed particular pressure on services in
growth corridors.
"This pressure within public mental health
services is creating a vicious cycle. A
lack of community-based care is increasing
emergency presentations and driving a need
for more inpatient services - diverting
resources from the community where care
could have been provided sooner and more
cost-effectively. Pressure on inpatient
units is also driving shorter stays for
typical patients. Earlier discharge is in
turn putting more pressure on community
mental health services, resulting in a
'revolving door' of readmissions to
hospital.
"While average lengths of stay in acute
inpatient units are decreasing, there
remain a significant number of long-stay
patients in acute inpatient units who are
not discharged due to a lack of stable
housing or suitable sub-acute and non-acute
bed-based alternatives.
"For people whose offending is related to
an underlying mental illness, a gap in the
availability of treatment also risks people
entering and becoming entrenched in the
.25/07/2019 (18)
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justice system.
"There are also treatment gaps for children
and young people, which mirror the gaps
seen in the broader mental health system."
Does that encapsulate one of the core problems within
the mental health system?
A.
I think it does, yes.
Q.
Recently, the Chief Psychiatrist, who I note is here
today, gave evidence in these terms:
"In response to high demand, mental health
service providers focus on the most acute
and severely unwell consumers. Consumers
may receive less treatment and treatment
later in an episode of illness often
resulting in increased severity of
symptoms. This compromises the principles
of Section 11 [of the Mental Health] Act ."
A.
Q.

A.

Now, you don't disagree with that, do you?
I do not.
"This increases the likelihood of the need
for compulsory treatment. The numbers of
consumers being treated compulsorily
restricts the capacity of services to
accommodate individuals who seek treatment
voluntarily."
You don't disagree with that either, do you?
I do not.

Q.
Finally, the Chief Psychiatrist also gave evidence in
these terms:
"Access to intensive treatment and support
may only be available later in an episode
of illness and discharge is more likely to
occur before the therapeutic benefit of the
admission has been realised.
Community-based services are then required
to provide treatment to consumers in acute
stages of illness."
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A.

You agree with that?
I do.

Q.

Finally:
"Community-based services have insufficient
resources to provide the intensive
treatment and support required for
consumers who are very unwell. Their
resources do not allow them to provide
evidence-based psychological interventions
which assist with longer-term recovery.
These consumers are therefore more likely
to experience slower recovery or a relapse
of very acute symptoms."

A.

You don't disagree with that, do you?
I do not.

Q.
Thank you. In the submissions filed by the Victorian
Government, the government has pointed to five gaps in the
system which I just want to take you to very briefly. Can
we have the slide from the submissions, please?
[RES.0002.0005.0001]
Ms Peake, just take a moment to have a look at that.
That's a page from the Victorian Government's submissions.
Are you familiar with that page?
A.
I am, yes.
Q.
You will see there that the gaps are identified. The
first, second and third run across the top, they are the
early engagement gap, the missing middle treatment gap, and
the severe mental illness treatment gap. Down the bottom
is the child and young people treatment gap. You've said
quite a bit about those in your witness statement that I
don't think we need to elaborate on. That, if I may say
so, is consistent with the evidence we've heard in this
Commission: would you agree with that proposition?
A.
I would.
Q.
Would you also agree that the gaps in treatment run
right across the spectrum of people in Victoria who would
be seeking or would otherwise require treatment for mental
ill-health?
A.
I would.
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Q.
Can I ask you now about the box down the bottom which
goes to the gaps in the foundation of the mental health
system, and those are named as: "Governance, Funding
Mechanisms, Data and Systems, Workforce and
Infrastructure." The slide can be taken down now, thank
you.
In your statement and in the Victorian Government
submissions, those factors are described as critical
enablers for the system. Can you say why they're described
in those terms?
A.
Yes. I think in any complex system the ways by which
the policy funding and information settings are applied
really influence how care is delivered, the capacity of
services to be able to meet need, and the way in which a
system can continue to evolve and improve as evidence
develops, but also as population shifts and the environment
within which those services are delivered changes.
Q.
It is not possible to have a properly functioning
system without each of those mechanisms itself properly
functioning, is it?
A.
I think that's right, and there will always be, I
think, the case that each of those type of supporting
conditions for a service system will need to evolve; there
isn't a perfect moment in any service system I've been
involved with where you would say all of those enabling
conditions are at an optimum, but they are incredibly
important to continue to improve to deliver improved
outcomes.
Q.
Thank you. Can I just ask you to confirm the role of
the Department, acknowledging that, as you've said in your
statement, there are a number of other entities in the
system that also play a role, I just want to concentrate on
the role of the Department, if I may.
You say this in your statement, under the heading,
"The stewardship role of government", that:
"Making progress in improving the lives of
people facing complex social issues
requires government to assume a duty of
care and stewardship of the services
designed to support them. How government
exercises this role needs to be consistent
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with the values-based principles
established for the whole reform."
A.

That's correct.

Q.
And that really, in some senses, encapsulates the role
of government in which the Department plays a part. Is
that right?
A.
That's right, and I think that really what I tried to
capture in the expression of stewardship and a duty of
care, is that, we don't simply have a purchaser/provider
relationship with the entities that are co-producing
outcomes for people who have mental illness, for their
families, for carers and for the staff involved; that we
have a responsibility and a very significant role in
working with consumer groups and with the providers of
service to look at what are the best evidence and data to
improve the models of care, then to link that work on the
design of models of care to the funding models that support
those models of care to be delivered, through to
understanding what sort of measures will enable us to
understand the impact of those service models, but also
that those service models are being appropriately
delivered, right the way through then to the feedback loops
that enable us to build new evidence and the cycle
continues.
Q.
Can I just, perhaps try and encapsulate what you've
just said by reference to your statement. You say that:
"The Department fully accepts our
responsibilities to perform a number of
critical functions."
And to summarise them, they are the provisioning of
service and infrastructure planning which involves
assessing need, comparing current services to need, then
identifying gaps that might be priorities for investment?
A.
That's correct.
Q.
Service model design and development, which involves
drawing together leading evidence to design service models
that can meet the needs of identified consumers?
A.
In conjunction, as I mentioned, with the people who
have the expertise to inform that work.
Q.

Yes:

.25/07/2019 (18)

2274

1761

K L PEAKE (Ms Nichols)

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

2019 public hearings

"Resourcing involves the procurement or
funding of services, drawing on careful
design and specification of service models
that would meet need, and consideration of
how these would be provided. Funding
models, prices and incentives are all
considerations for resourcing."
A.
that
make
that
that
Q.

That's right, and I think there are those two parts
you've identified there: there is the case that we
to government for a level of funding, and then within
available appropriation, it's the funding mechanisms
optimise how that funding can be used.
"Performance monitoring is the means by
which a commissioner [meaning the service
commissioner of the Department] evaluates
whether funded services meet identified
need (including in specifications like
quality). In modern public sector
commissioning, performance monitoring is
usually connected to improvement so that
service systems do better over time."

I think I've covered those. Does that well
encapsulate the role of the Department?
A.
It does.
Q.
We heard some evidence, some time ago now, from
Assistant Commissioner, Glenn Weir, and he said this to
say:
"I think everyone's worked really hard and
nobly in our own particular areas to do the
best we can, but there's no high level
coordination or leadership about a lot of
these services being provided, and not only
how that service operates for the
particular silo, but how it works in
integrating with all the others.
"So, I think as an outcome, from a
health-driven perspective to provide clear
and concise direction around what is trying
to be achieved to help people experiencing
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mental health and to prevent people who
might be at the risk of falling into the
harm space to be done, that's really quite
clear: to provide high level, joined up,
coordinated and integrated approaches to
what we're all doing for a common purpose,
to reduce any barriers that might exist
between agencies, even between intra
agency, I think that is absolutely vital.
But if we keep doing the same thing and
expect a different outcome, I don't think
that's realistic."
Would you accept, Ms Peake, that a critical challenge
for the Department is to provide leadership at a systems
level?
A.
I would, but I would make two reflections.
Q.
Yes.
A.
I would say that in my mind there are two levels of
governance that are really important to delivering what
that witness was really pointing to. The first, as you
reflect, is really at the system level, and I call that
institutional level of governance, and it is about the role
that the Department plays in conjunction with the Ministry
in providing that clarity of purpose, sense of direction
and providing the mechanisms across government to really
join up effort.
Secondly, there is then a service level governance,
which is about how that then translates on the ground into
better connected services, particularly for people who have
multiple or complex needs, and that doesn't happen simply
by there being appropriate policy settings and strong
collaboration across the Ministries that are involved in
setting up the system settings. It is critical that that
cascades down into the institutions and agencies that are
involved directly in the delivery of services and are
really best placed to understand the differing needs of
differing communities across the state.
Q.
And it's the system leader's role, is it not, to
understand how those values and objectives are understood
and cascading down throughout the entire system?
A.
It is.
Q.

Can I turn now to a different topic, and I want to ask
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you about planning in order to meet demand. For the
purposes of these and a number of my questions I'm going to
ask you to put on a somewhat historical lens, acknowledging
that you did not occupy the office you now hold for the
whole period, but we want to understand why it is some of
the conditions we discussed before have arisen in
order that they don't arise in the future.
The evidence you acknowledged earlier points to a very
considerable and concerning gap between supply and demand
in the mental health system: do you agree with that?
A.
I would just say before we go through this series of
questions, that I will give answers as fully as I can,
recognising that there may be public interest immunity
matters that come into scope, but I absolutely will
endeavour to give you as much information as I can.
Q.
Yes, Ms Peake, as your counsel and I have discussed I
think the way we'll deal with this is, I'll ask you a
question and you endeavour to answer the question as far as
you can. If you have any public interest immunity claim,
just say so, and then we will take that off-line and we'll
go to the next question. Is that satisfactory?
A.
It is, and sorry, if you wouldn't mind repeating the
first question?
Q.
No problem. The evidence we discussed a moment ago
points to very considerable and concerning gaps between
supply and demand in the mental health system: do you agree
with that?
A.
I would, and as we go through I would say that the
questions of supply are obviously influenced by resourcing
decisions by government.
Q.
Of course.
A.
And so, there will be some limits on what I can
reflect on there. I would also say that the ability of the
system to respond to demand has, in Victoria, been
profoundly affected by the rapid population growth, and I
think we've heard from witnesses in the last day and a half
the particular impacts that that has had in growth
corridors of the state, and not only in sheer numbers, but
also in changing demographics in those areas as well.
Q.
With that said, I would like to focus on the
capabilities within the Department over time to engage with
that fact.
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As the Auditor-General observed in his Access Report,
of which you have had notice, the Department's 10-Year Plan
for 2009-2019, so the previous iteration of the plan,
forecasts the imminent gap in meeting demand. Are you
familiar with that report?
A.
With that plan, I am, yes.
Q.
I would just like to turn to it, if I may. Can the
document please be shown, it's entitled, "Because mental
health matters". You don't need to turn to it, Ms Peake,
but I think it's referenced in paragraph 50 of your
statement. The document will appear on the screen in just
a moment. [DHHS.0002.0003.1073]
Before we turn to that document, can I just put this
to you. The Auditor-General said at p.10 of his Access
Report:
"As system manager, DHHS has a
responsibility to ensure service access by
supporting the foundations of the system:
funding, capital infrastructure and service
distribution, and understanding demand and
system performance to guide proper
investment."
Do you accept that as an accurate description?
A.
I do, and as we work through this, how we build that
picture, again, I think engages both level of governance:
so, the system level governance and the sorts of
information systems that we have in part and need to
continue to develop, but alongside that the rich local
information that I think very positively has been a
commitment through the Fifth National Mental Health Plan
for stronger collaboration between Primary Health Networks
and our health services to really pull together local
information about need, which then will cascade up to give
us a richer - another source of rich information.
Q.
I'll certainly give you an opportunity, Ms Peake, to
talk a bit later on about the good work that's going on
now, but we might just go back in time a little bit, if we
may.
Commissioners, this document has hopefully appeared on
your screens. Can we go to internal page 7, please. Just
.25/07/2019 (18)
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to clarify, Ms Peake, you were not in the Department at the
time this document came out?
A.
I was not.
Q.
it?
A.

But it's one you're reasonably familiar with, I take
I am.

Q.
Just for context, about two-thirds of the way down the
page, you will see the words, "And yet". Can you see,
nearing the top of the page:
"And yet, as Part One of this document
argues, it is time for a shift in our
thinking on mental health. This means
looking at the mental health needs of the
whole of our population, at the social
determinants of mental health and mental
illness. It means considering mental
health and mental illness as everyone's
business."
Now, that's just a bit of context. But we are doing
the very same thing right now, aren't we?
A.
That's right. This is very consistent with the
philosophy behind the stepped care model that is described
as a positive direction forward in the whole-of-government
submission.
Q.
Can we have internal page 9, please.
under the heading:

You will see,

"Secondly, it [this is the plan] covers
programs and services that respond to
people experiencing the spectrum of mental
health conditions."
I won't read out the whole text, but you will see that
that plan is focused on covering the whole spectrum, and
that includes, does it not, the spectrum of people depicted
in the graph that we displayed at the outset in the
Victorian Government Solicitor's report?
A.
That's right, and I think the - sorry to leap ahead but the practical consideration in that is the different
role that the state will play in different parts of the
system where some - your earlier description of our system
manager and steward role is much more direct, and where
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we're talking about the work that is funded and regulated
by the Commonwealth Government, it is still incredibly
important that we are active partners and that that local
and regional planning is brought to bear, but the levers
that we have to influence that are more indirect.
Q.
But both this plan and current circumstances,
including the Victorian Government submission, recognise
that the mental health system has to engage with the entire
spectrum?
A.
That's right.
Q.
And we've still got very significant gaps right across
the entire spectrum?
A.
That is absolutely right.
Q.
Can we have internal page 13, please.
A.
I might just add, as we're moving to that, that for me
one of the opportunities of being the Chair of the
principal committee that brings together Commonwealth and
state senior officials responsible for mental health is
absolutely to make those connections, to look across the
whole system.
Q.
Thank you, Ms Peake. Just while we're here we might
go two-thirds of the way down the page. You will see the
text, the third dot point now from the bottom:
"Renew our Suicide Prevention Plan, Next
Steps: Victoria's suicide prevention action
plan, using the new national framework to
strengthen our ability to identify and
respond to risk factors and emerging trends
in suicidal behaviour and suicide
prevention."
I don't want to get into any great detail about
suicide, but are you familiar with whether the plan being
introduced at that stage at Victoria's level was
substantially different to the plan that's recently or more
relatively recently been rolled out?
A.
I'm not aware of the compatibility of those two, I'm
sorry.
Q.
Thank you. Can we have internal page 14, please. You
will see halfway down the page, under, "Reform area 3", the
first dot point:
.25/07/2019 (18)
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"Create more accessible information, advice
and referral services that can assist
people with a broad spectrum of mental
health problems, including a 24/7 call
line for the general public."
Now, I'm not assuming you know about this, but do you
happen to know anything about that?
A.
Look, only that I know that there was, subsequent to
this strategy, a change in government and a change in
direction on some of the detail of this plan, and I know
that - I'm sure that we'll get to - there continue to be
significant challenges around triage in this state.
Q.
Thank you, Ms Peake. Can we look at internal page 23,
please. You will see under the heading, "Population based
planning" the words:
"Planning services on the basis of the
needs of, and impacts on, the whole
community (and defined subgroups), and
across the spectrum of severity. This
approach will help ensure that the effort
is invested where the greatest benefits can
be realised, while maintaining a clear
focus on those with the most intense and
urgent needs for support ."
You would accept, wouldn't you, that that's the goal
that we have today, among others?
A.
That is correct.
Q.
Can I ask for internal page 24, please. Under the
heading, "The mental health outcomes framework" the
document reads:
"In line with national health performance
frameworks the proposed mental health
outcomes framework will provide the basis
for a set of agreed mental health
indicators ...
Population surveys and other data will be
used to assess achievement over time of
agreed population outcomes, such as
reductions in prevalence of mental health
.25/07/2019 (18)
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problems, level of disability associated
with mental health problems and associated
economic and social impacts."
Q.
This outcomes framework, is that really the kind of
outcomes framework that you are now looking to implement?
A.
It is, and I'm happy to speak now or if you prefer
till the end.
Q.
We'll go to it at the end. But in substance, it is
still reasonably aspirational at this point?
A.
That's right, aspirational, narrative description of
outcomes with key performance indicators, or performance
indicators that enable us to look at all parts of the
system that need to contribute to improvement.
Q.
We'll go to the substance of it a bit later, but my
point is rather this: that way back in 2009 the objective
to implement an outcomes framework was present. I accept
that you weren't there at that time, but we're still
endeavouring to do that; is that right?
A.
I would caveat that in saying that the outcomes
framework that was put in place with the 10-Year Plan that
was released a couple of years ago does have a range of
measures that are now populated. There are still some that
have not been, but they have a range of indicators that
have been populated and are publicly released on an annual
basis.
Q.
Can we go to internal page 29, please. Here you will
see the predictions that the Auditor-General referred to in
his Access Report. Under the heading, "Drivers for
change", it's said:
"An estimated 19 per cent of the population
is affected by a mental health problem in
any 12-month period ...", and so on.
Underneath the box:
"In reality, by 2019 these numbers are
likely going to be higher given a range of
factors including the ageing of the
population."
There's some further information, and it's then said:
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"Action is needed, not only to address the
current needs of the Victorian population
but to plan for the projected numbers of
people likely to be seeking help for mental
health problems in 10 years' time. Not
everyone with a mental illness seeks a
mental health service, however those people
who actively seek a service, too many do
not receive help due to factors including
complexity of needs, cost of accessing
private services, or the lack of public or
private services in their locality."
What I'd like to suggest, Ms Peake, is that, the need
to understand the demand pressures caused by population
growth was understood back in 2009?
A.
Yeah, I think that's absolutely right, and the
population projections that were informed, the planning of
every Department, so the whole-of-government population
projections were wildly exceeded by the rapid growth in the
state; that doesn't detract from your point at all.
Secondly, I think that right around the world - and
New Zealand is a great example of this - the other piece of
this puzzle is understanding the intersections between
other services, whether that's housing, justice services,
that also can either ameliorate or exacerbate those
pressures
Q.
We'll come to those a bit later. Only two more
references in this document. Can I have internal page 32,
please. Under the heading, "Key aspects of the reform
challenge", it's said that:
"Despite progressive growth and many
innovations in mental health-related
services over the past decade, some
significant gaps and imbalances have
emerged. As a result, we are missing
important opportunities to improve the
lives of many Victorians ...
While strengthening core services remains
important, the wide consensus is that just
investing in more of the same will not
yield the benefits we need to see."
There's reference to a paper which focuses on a need
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for emphasis on:
"The importance of delivering services that
are recovery-oriented and are informed by
consumers' and carers' perspectives and
recognising the need for culture change to
one that empowers those who use services."
Those values discussed there, they're now embodied in
the Mental Health Act and they're specifically reflected in
section 11; is that right?
A.
That's correct.
Q.
You are aware, are you not, that the Chief
Psychiatrist has given evidence to which I alluded briefly
earlier that essentially, because of very significant
demand pressures on the system, a number of those
principles are being compromised and they're not able to be
embodied in the mental health system?
A.
I think that's right, and I would also reinforce that,
in my conversations with the Mental Health Complaints
Commissioner, that the same feedback around the impact of
capacity, models of care, and access has been on being able
to realise those principles.
Q.
Finally, just on page 35, there is the observation
that:
"Demand pressures on specialist public
mental health services are considerable.
Services have continued to provide quality
care and made many adjustments to cope
effectively with demand. Yet measures such
as the rate of involuntary admissions, bed
occupancy levels, and emergency department
waits remain a cause for concern."
It's the case, isn't it, that it may have been a
concern at that point but it's now developed to a crisis
state?
A.
Yes, it really is at a much more serious level of both
occupancy, and the ability for continuity of care into the
community is much more acute now even than then.
Q.
Thank you, Ms Peake. I just want to put something to
you that the Auditor-General found, again acknowledging
that you haven't been occupying the office for the whole
.25/07/2019 (18)
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The Auditor-General concluded in his Access Report

"The Department has done too little to
address the imbalance between demand for
and supply of mental health services in
Victoria."
Now, the Department accepted that finding, did it not?
A.
It did, and again, I would reiterate that implicit in
that is both demand and supply, so we accept the finding in
the context of our capacity to work within the parameters
we operate within.
Q.
Of course. There are many other subjects to discuss,
but at a high level, what are your observations about the
systematic impediments to DHHS understanding, as a part
with others, addressing the gap between supply and demand?
I'm asking you for an historical view at this stage?
A.
Yes, so I would talk to three impediments. The first
is that the clear issue around the level of resourcing that
is available to the system, and I think there are two
reasons for the pressure or the challenge that has been
encountered in securing those resources, and I think these
are actually common challenges to a lot of social services.
The first is technical, and it really goes to the
points you've just made, the reflections of the
Auditor-General around the sophistication of the systems,
the analytic systems, to be able to model demand and
provide advice to government about social return on
investment.
The second though I think is more cultural. When I
reflect, and I just look back at my time as Secretary of
Department of Health and Human Services, there really have
been four areas that have experienced growth in funding,
and they are: funding to support elective surgery and
Emergency Department, funding to support mental health
actually, funding to support child protection and funding
to support family violence.
I think the common characteristic between those four
areas is that there's been strong political leadership,
that there's been community acceptability for significant
investment to be made in those areas, and there's been the
ability by the nature of the investment to show really
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reasonably quick outcomes or returns which build community
trust in a service they value.
I do think that, where there is significant stigma and
discrimination associated with a type of service, that that
has the practical effect of discounting the public value
that is placed on that service.
And so, that would be my first reflection, that I
think - I will be quick, I promise.
Q.
Yes, we'll return to that question later.
A.
The funding is a critical one. The second one, and
I'm sure we'll return to this so I'll just give a headline,
is around the funding mechanisms. We have had an expert
view that really elucidates the ways in which the existing
block funding model, as you've heard a lot of evidence
about, doesn't create the right incentives for the right
models of care and continuity of care, and we can talk more
about the history of that.
Then I think the third
link between the population
translating down or, sorry,
information, we haven't had

Q.
Thank you, Ms Peake, that's a very convenient summary.
Just on that point, without descending to too much
granularity, one of the foundation gaps you identify, or
the government identifies, and the Auditor-General
identified, is data limitations, and I think it's called an
undeveloped or unrefined approach to data forecasting in
the Victorian Government's submissions.
Can you say, without being too technical about it,
what are the principal limitations on data gathering?
A.
So, a couple: one is the information systems to enable
data that is captured routinely to be conveniently,
quickly, easily, aggregated up.
The second then is that, the methods that we have used
in government have tended to take more of a statistical
approach to the analysis of that data.
Q.
As opposed to?
A.
As opposed to really being able to use more
sophisticated machine learning techniques to be able to
.25/07/2019 (18)
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project forward and in different scenarios - it's called
micro-simulation, I won't get technical - but to really
understand what would be the practical effect of different
types of investment on costs and outcomes.
Q.
Is there presently the capability to do that?
A.
We are developing that capability. We have much
better systems to be able to do the machine learning; the
micro-simulation, we are in the process of - even though
we're in Australia, it's got this deep capability, but
we're in the process of building that capability right now.
Q.
Can I just interrogate that answer a little bit
because, implicit in it, it may not have been intentional,
is the suggestion, I think, that you don't have the data
capability because technically it's not available. What
I'm really after is, what were the impediments to gathering
and analysing the appropriate data?
A.
That was really the first piece. The gathering was
really that we haven't had the information systems on the
ground to make it easy to extract that data. I know the
Auditor-General talked at some length about the difference
between our model of governance of health services where
there are individual systems at each health service. There
are many benefits to that, and I'm sure we'll talk about
that. One of the practical implications is that, with a
few exceptions we don't have an easy way of looking in and
seeing data across the board, and then there's the
technical capability to analyse it.
Q.
But you would accept, wouldn't you, that it's
essential to have that capability to gather data from the
component parts of the system that has devolved governance?
A.
And, in order to do that, you either need to have, and
there have been efforts to do this, you either need to have
compatible systems, and that's really not realistic, or you
need to get - the IT market is getting much better at
providing solutions where you can have data kind of sucked
out and put into a portal - and I am not trying to make
excuses for the gaps in our capabilities, but I think there
is much more technical ability to, in a cost-effective way,
fulfil that requirement of our system management with the
developments in the cloud and IT systems going forward.
Q.
There is the suggestion, is there, that the reason
there hasn't been proper data gathering and analysis has
been simply because of a lack of existing technology?
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A.
No, but in the absence of that technology, there has
been a much bigger endeavour, and I have also indicated, I
think, it's not only about that sucking up the data, it has
been about the analytical capability to make use of that
data as well.
Q.
To finish off that point, your evidence is that the
Department is -A.
On the journey.
Q.
A.

-- gaining capability?
On the journey.

Q.
And, to put it -A.
Sorry, and I should say that I think one of the really
important developments in the last couple of years on the
back of the Duckett review into quality and safety in the
health system has been the creation of the Victorian Health
Information Agency which has provided a dedicated
capability in the Department for this type of work, working
with our performance people to make sure that we've got
both the custodianship of data clear, but then the analysis
of that data capabilities being lifted.
Q.
Alright, acknowledging that today's not the occasion
to focus at great length on data, but you do accept, don't
you, that in light of what the Auditor-General has found,
and in light of the various statements in your evidence in
the Victorian Government's submissions, that having the
capacity to gather and properly analyse data is absolutely
essential for the system leader?
A.
It is a critical priority and it is one that is not
fully there in the system, absolutely.
Q.
And what you said in your submissions is that the
absence of data capacity, if I can just summarise it in
that way, has inhibited long-term statewide infrastructure
planning: that's correct, isn't it?
A.
It has, as well as service planning, yes.
Q.
And it's also inhibited outcomes monitoring?
A.
It has, although I would add, in addition to those
core data sources, I think that we have been - between 2010
and now, evolving our technical capability about defining
the indicators as well.
Q.

Alright, but I think your evidence --
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But it is a critical part of it, yes.

Q.
And your evidence and the Victorian Government's
submissions are to the effect that the data problems have
inhibited outcomes monitoring?
A.
Yes.
Q.
And also have inhibited demand predictions for the
purposes of managing supply?
A.
Correct.
Q.
You accept, don't you, I think on behalf of your
predecessors, that back in 2009 it must have been
understood that this sort of capability would be necessary
to have?
A.
And would be a priority to develop, yes.
Q.
And it now is a priority, I take it?
A.
And it has - there has been improvements; there's a
way to go.
Q.
Alright, we'll leave that topic for now. With that
background, can you say, why is it that, at least on the
evidence we've heard in this Commission, that Victoria's
growth corridors have experienced the highest rates of
population growth, are said to have some of the highest
rates of mental distress, but also received some of the
lowest rates of funding per capita? What factors have led
to that outcome?
A.
So, I think there's really two factors: one is the
lead times for the development of infrastructure and
creation of bed capacity and adding staff. There have been
recent investments in the last couple of years, they will
take a while to come online. So, in the meantime where
there is extra funding that is provided to us, the way in
which we allocate that money takes account of where there
is capacity to deliver.
Q.
A.

So, are you saying that -It's a bit of a vicious cycle.

Q.
-- it's hard to catch up: if population growth gets
away from you, it's quite hard to catch up, is that the
gist of it?
A.
That's right, and to make sure that we make best use
of the money right now, that it is dispersed differently
between the catchments.
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Q.
Does the Department accept that it is a priority among
many others, but a priority nonetheless to ensure that the
growth corridors are better funded?
A.
Better funded, and that there is an opportunity to
look at what that funding is used for, so the models of
care.
Q.
Can I ask you about the framework for strategic
planning. Now, the 10-Year Mental Health Plan is the most
important strategic document, is it not?
A.
Unlike the 2009 document, we were very conscious this was right at the time I started - but we were very
conscious of not looking to start/stop strategic direction.
In the 10-Year Plan there is a cross-reference back to
building on the strategy from 2009. I think there was a
very strong view that, to take another three years, which
was about the time that strategic plan took to develop,
would miss the urgency of getting on with ensuring that
there was more capacity put into the system.
Q.
A.

But it is the document that sets out the strategic -If I could just finish.

Q.
Oh, sorry.
A.
So, therefore, it was a clear decision that it would
be an important document, but not the only document, that
would guide strategic direction and investment in that term
of government, and that it would be complemented with some
other sub-plans or parallel work on a service and
infrastructure plan for the whole of health, including
mental health, for example, a Suicide Prevention Plan which
was released about a year later; the work that was
happening at the time on the Fifth National Mental Health
Plan, putting effort into that and the regional planning
that came out of - that was reflected as a commitment, all
Ministers signed on to from that.
So, I think it is important to say it was an important
document, but it was designed in a slightly more narrow way
to enable us as a Department and the government more
broadly to get on with the important work of the system.
Q.
So, acknowledging that there are companion pieces,
this nevertheless is the place where one looks to find the
strategic plan for mental health in Victoria?
A.
Certainly, it is the place to look for the outcomes.
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Again, I would say that there are a suite of documents that
give you the strategic plan.
Q.
In your statement you've said the plan was a good
start to defining outcomes, but that further work is
needed. I'll take you very shortly to it, so you can tell
us what that work is. But, I think in light of some
findings of the Auditor-General, in your statement you've
acknowledged that the plan did not outline the optimal
level and mix of public mental health services or describe
actions required to deliver a comprehensive stepped care
model for Victoria?
A.
That's right, because it was part of a suite of
documents that covered different elements of that.
Q.
I see. Do you accept the Auditor-General's finding
that, while the 10-Year Plan clearly identified significant
service demand and access issues, little within it directly
addresses the access issues?
A.
And again, I think the intent was that that work would
be progressed outside of the domain of the plan through the
development of a service and infrastructure plan, and
through then subsequently some commissioned work that did a
much deeper dive on looking at what were the drivers and
solutions which is informing continued thinking in the
Department.
Q.
We'll go to more present time in a moment, but do you
accept the Auditor-General's criticism really of the plan,
that it really didn't deal itself with the most pressing
issue, which was the access to services issue?
A.
I would absolutely accept the finding about the scope
of the plan. I guess what I am trying to indicate, is
that, my perspective coming into the Department at that
point was that that wasn't the intent of the plan. The
intent of the plan was to provide what over that term of
government in particular could be the initial work, the
first two waves of reform, to enable there to be a deeper
dive into those issues around access and forward solutions,
and the third wave of the plan foreshadowed that further
work being done, it didn't try and wait for it to be done
for the plan to be released.
Q.
Do you accept that, as a system leader going forward,
that the strategic vision and documents that reflect that
should deal with pressing issues such as access?
A.
Absolutely, and that the link then to the 10-Year Plan
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needs to be made very clear, where you have a separate
document that provides that sort of guidance to the sector.
And, with the advent of the Royal Commission I would
be extremely optimistic that the findings and
recommendations of the Royal Commission will provide us
with a lot of that roadmap which may lead to there needing
to be some or some significant changes to the overarching
plan, but obviously will provide more detailed guidance on
those specific issues around access as well.
Q.
Of course, and just one more question on this topic:
back in 2015, when that plan was introduced - is that the
right date?
A.
Yes, it was the end of - it was November 2015.
Q.
So at that point a detailed dive on access hadn't
occurred. When was the first time that that occurred?
A.
Yes, so there was a significant piece of work that was
undertaken in, I think it was the second half of 2016 into
2017.
Q.
Thank you. Can I just ask you some questions about
targets. You've given some evidence in your statement that
you think there are some difficulties with targets in
complex service systems, and that's at paragraph 165 of
your statement.
I think, to be fair, I think you distinguished between
targets and aspirational or qualitative expressions of
outcome measures.
A.
That's right.
Q.
The Auditor-General gave some evidence this morning
that, reflecting on his analysis of the 10-Year Plan, there
ought to be targets in such documents however they exist.
His evidence was to this effect: that you have, as system
leader, the capacity to mitigate the risks of problems with
targets by properly defining them. What do you say about
that?
A.
Yeah, thank you. Because it is a really important
question and it's one of very few points of slightly
different perspective that, as a system manager, I think
that I bring. There is absolutely much in the
Auditor-General's report that I welcome and agree with but
this is a point of fine difference.
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From my perspective, I think that it is really
important that an outcomes framework provides the means of
measuring across the range of parts of the system, so the
parts of the stepped care system, the range of
interventions that are going to be necessary to achieve
improvements.
The great risk with leaping to numeric targets when we
don't have the underlying data foundations, is that
actually perversely we might further entrench stigma and
discrimination - or discrimination; that we might
inadvertently lead to there being incentive created to only
serve the service, the clients with less complex needs, and
that there can perversely be situations that I've
absolutely seen in other service systems, where there is
over-emphasis on one part of the system at the expense of
advancing reform in other parts of the system.
That's really I think been evident in the UK where an
over-emphasis on, in fact some access targets, has really
resulted in quality and safety issues in the system. I
could use the example of how important it is, when we think
about sentinel events, that we don't inadvertently create,
through a target, a perverse distortion of behaviour not to
speak up and report adverse events.
So, there are times when numeric targets are entirely
appropriate, but I think numeric targets tend to be more
appropriate where the data is robust and well-established,
where there is clear attribution between an action and a
result, and generally where there is a more straightforward
set of actions that need to be taken that involve fewer
parties than when we're talking about all of the actors
involved in a stepped care model being put in place.
Q.
Do you accept the Auditor-General's point though, that
there needs to be a means, in an outcomes framework, of
measuring the difference between where you are now -A.
Yes.
Q.
Sorry, where you were: where you are now and where
you're intending to get to?
A.
Well, certainly the first two, and I think you might
have had some evidence a few days ago from the Road Safety
Authority as well around the benefits of having an
aspirational target like Towards Zero, and the real
criticality of measuring as you go on progress and having a
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suite of measures that enable you to do that. So, I think
that is incredibly important, and the Mental Health Annual
Report, is our intent, to be able to make that information
not only internally obvious but publicly reported.
And so, having an aspirational target of where you
want to get to I'm entirely comfortable with. Where I get
uncomfortable is, if it is reduced by this amount to that
amount for only a few of the important outcomes that are
going to drive a systemic complex reform.
Q.
But that would speak to having to design your targets
property, wouldn't it?
A.
No, because I think that would mean either you have so
many targets that cover all facets of the reform that you
blunt their impact, because actually targets are generally
most powerful when there are few of them that really do
direct effort, and that for me feels to be in conflict with
saying, across a stepped care system there are multiple your earlier point about there being multiple parts of the
system involving a broad array of actors that need to be
involved in delivering better service and better outcomes.
Q.
Alright, but you're not suggesting, are you, that the
measures in the appendix to the Mental Health Annual Report
can't be improved?
A.
Not at all, and I think that's clear and I've made
that point in my witness statement, that one of the - and
in the whole-of-government submission - that based on the
evidence and the analysis, that the Royal Commission does
really welcome that view, that insight on how those
measures can be improved.
We're doing a lot of work right now with education
about how the educational measures can be enhanced and
populated, and so, absolutely it's a work-in-progress.
Q.
Just back on the question of access, the
Auditor-General has suggested that measures for wait times
for services and the number of consumers declined or
delayed services due to capacity constraints, and consumer
reported experience of service accessibility would all be
useful measures in relation to access: do you accept that?
A.
Yeah, so again, two points very quickly that I would
make: one is that, at the moment I think that we have data
and indicators around access that are spread between too
many different data collections and reporting tools. So,
.25/07/2019 (18)
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we have quarterly reporting, we have Statement of Priority
reporting, we have the reporting associated with the
10-Year Mental Health Plan which is more outcome-oriented,
and we have other sort of episodic reporting that is used.
In turning to 2018/19 we received some funding to
complement the outcomes framework with a performance
management framework which really goes more to system
performance and access issues.
Having said all of that, I do agree that, as we
develop that performance management framework, which I
think is the right place for these type of access measures,
I think the Auditor-General's reflections, particularly in
relation to where people have contacted a triage service
and then not received a service and then subsequently
presented to an Emergency Department and/or been admitted,
are really critical information for us to have a better
handle on.
Q.
Thank you. Just finally on the 10-Year Plan, the
Auditor-General said that there was a lack of routine
senior level oversight of and reporting against the plan:
you accept that finding?
A.
One of the things I would reflect, and you may come to
this a bit later, about the capabilities that are needed to
be developed, but a system process and capability or skill
level has been developing that sort of project management
capability.
We do have governance structures within the
Department. The 10-Year Plan is reported up through to a
sub-committee of the Executive Board that I Chair, but
certainly I think the reflections of the Auditor-General
and the Implementation Monitor for Family Violence have
given us pause in the last 12 months to think about both
how those governance arrangements are working and also the
systems and tools that are necessary, and we are developing
an IT platform called Our Impact which will make that
reporting more standard and enable there to be more
scrutiny.
Q.
To the extent you can say, is there any capability the
Department needs to develop in relation to personnel in
that respect or is it more of an IT issue?
A.
I think there is a project management discipline, or
capability that is in short supply through the public
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service, and there are targeted - you know, there's
targeted work we're doing as a Department but I think there
is more that we need to do to build the skills in how you
break down complex reform into actionable deliverables, as
well as then have the systems to monitor progress.
Q.
I just note for completeness, Ms Peake, we won't go to
it in the interests of time, but there are in your witness
statement set out a number of the activities and very
significant resources that have been devoted to undertaking
the activities in the 10-Year Plan; I've been directing my
questions more to the management and implementation and
monitoring of it.
Can I ask you now about a different question, and that
is the issue of trials and what I mean by that is programs
being rolled out on a trial or pilot basis. There has been
a significant amount of evidence in this Commission from a
range of people to the effect that, when good programs are
rolled out as a trial and then their funding becomes
uncertain and their continuity becomes uncertain, a whole
range of problems occur, including that staff who have been
secured and are working well may not be able to be secured;
consumers lose continuity and lose relationships.
Do you accept that one consequence of having too many
pilots is instability in the system.
A.
So, what I would say is that I think historically the
pilots have been used not only to trial innovation, but
also to enable there to be partial implementation within
budget capacity. I think that conflation of using trials
for an innovation purpose, versus partial implementation
has created the effect that you describe.
I think as a whole-of-government there has been a lot
of work done in the last couple of years to be really clear
about innovation methodology, what sort of analytics and
performance measurement and evaluation is important, and
what sort of decision-making processes are necessary to
enable there to be a genuine trial of innovation,
evaluation of impact and then approach to scaling. So, I
think again it's something where a historical view versus a
forward-looking approach is a bit different.
Q.
And your forward-looking approach is to try and
engender longevity in funding and program continuity; is
that right?
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Where it is evidence-based and --

Q.
Of course.
A.
-- and where there is evidence of working. I would
never want to be saying that there is no space for genuine
innovation and trialling, and also that it is important, if
we are going to have more innovation in the system, that
it's okay for some things to not work and therefore -Q.
Of course.
A.
-- absolutely to call quits on something that hasn't
achieved its intended aim.
Q.
On the question of catchments, the Victorian
Government's submissions state that:
"Misaligned catchment boundaries are
preventing people from accessing services."
We've certainly heard evidence to that effect in the
Commission, and I'll take you in a moment to your views
about catchments briefly, but can I ask you this first: the
Auditor-General said in his Access Report in relation to
the Department:
"Despite understanding these issues for
many years [that's issues about catchments
and access] and commissioning work to
examine them and make recommendations, the
Department did not take action to address
them."
Did you accept that finding?
A.
And it will come to the later discussion about what we
mean by catchments. So, we accepted the finding and I
think there are many layers to the geographic boundary
versus the operational management within a catchment, and I
know the previous witness talked to some of the operational
governance issues that are relevant to catchments as well,
but there is no question that there is a significant need
and opportunity, both through the Royal Commission and
potentially in parallel with the Royal Commission, to deal
with some of those challenges around catchments without
abandoning the concept altogether.
Q.
The purpose of my question was really to elicit
whether there is any structural or systematic impediment to
not being able to implement reform catchment, acknowledging
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like most things in mental health it's complex. Just
responding to the Auditor-General's finding about the fact
that the issue was understood for a long time and not acted
on?
A.
I think the two things I would say with impediments
was, firstly, that there wasn't an effective way for joint
work with PHNs or with the primary care system to really
bring together the thinking about catchments. And
secondly, that the timing of decision-making often got out
of synch with the rhythm of an election cycle, for want of
better words, and so, opportunities have been missed.
Q.
Just picking up on that observation as a general
point, the timing of reform measures and their coinciding
or not with election cycles: is that a problem that
bedevils someone trying to enact reform in a system?
A.
So, I wouldn't cast it in the language of "it's a
problem". I would say it's a really important factor to
take into account in thinking about the sequencing and pace
of both advice to government and implementation.
Q.
We'll come to those at the end, we'll be asking your
views about those things. Can I ask you a bit more about
capital infrastructure. You've acknowledged the role of
the Department in commissioning system-wide service and
infrastructure and planning, and we've dealt with the issue
of the data limitations.
There's a relationship drawn in the submissions of the
Victorian Government about the limitations on data and
being able to engage in commissioning infrastructure for
mental health: what's the relationship between the two?
A.
Well, it's really the comment that I made earlier,
that in the absence of sufficient physical capacity it
becomes a challenge to actually then allocate money for
services in places that they are needed because there isn't
the staff or the physical space.
Q.
I see, alright. Separately, the Commission has heard
evidence that Victoria has a serious shortage of acute
inpatient beds, and one of the lowest bed bases nationally,
and also, that many inpatient facilities don't provide
appropriate, safe or therapeutic environments. I know it's
a very broad question, but what in your view are the key
factors that have led to that outcome?
A.
So, I think it is important to say that the
comparisons nationally are not altogether helpful because
.25/07/2019 (18)
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Victoria, right from the start of - or the model that was
implemented post de-institutionalisation has really put
significant emphasis on the community model which is again
recommended through the government, or proposed through the
government submission for further investigation.
That was really because there was a strong view that
therapeutic settings are more amenable to a community
environment, and that is not to discount the importance of
having acute inpatient capacity for people who are severely
unwell, but their ongoing treatment and recovery and then
rehabilitation, I think there is significant evidence that
we need to think about those two things differently and
that's part of the stepped care model.
So, having said that as a bit of a caveat, I think
that it goes back in part to my earlier comment about the
way in which funding deliberations are influenced by those
three factors of: political leadership, community
acceptability and the ability to implement quickly to build
confidence in a service the community values.
We have seen in the most recent couple of budgets more
investment put in to inpatient beds, and we have a long way
to go.
Q.
So, is the gist of your answer, that it hasn't,
politically speaking, been able to be prioritised in the
past?
A.
I think that is definitely a part of it, the competing
need for there to be also investment in the community
sector which is seen as a really critical part of the
system, and then comes back again to the lead time in terms
of infrastructure constraints.
Q.
I see, thank you. Does the Department have a detailed
infrastructure plan for mental health services?
A.
And this is going to be into a space where I can give
you a partial answer.
Q.
Go as far as you can.
A.
So, we have been doing a lot of work in the last
few years with the creation of the Health and Human
Services Building Authority to build the analytical base so
that we can provide effective advice into the annual budget
cycle. That's probably as far as I can go.
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Q.
A.

So, you can't tell us any more because?
So, certainly that --

Q.
Just to be clear about why you can't answer any more
about that topic?
A.
It really does move into a matter of public interest
immunity about the extent of the planning.
Q.
Alright, we won't pursue that any longer for the time
being, but we will note that that question has been asked
and you've answered it as far as you can for the moment.
You've mentioned the Victorian Health and Human
Services Building Authority in your statement, and you've
said that:
"There is an increasing focus on
incorporating and prioritising mental
health service provision."
What's new about that?
A.
Yeah, so one of the things that we have been really
doing more of since 2016 is re-integrating mental health
responsibilities into the broader health stewardship
responsibilities of the Department.
The rationale for that is both that, I do think that
mental health should be considered a specialty like any
other in the health system, I think that's important, to
improve the parity between physical and mental health and
to overcome some of the stigma that has impacted on
delivery and prioritisation.
And, as part of that, the Building Authority's
expertise in infrastructure planning, design, project
delivery, is now being leveraged for the putting forward of
business cases and the management of delivery of mental
health projects, rather than a stand-alone mental health
branch having those infrastructure functions themselves.
Q.
So you see that as a very positive development?
A.
I do. I think we have seen that we've got better
capability to build better cases and to then manage
projects. The second thing I would say is that it is also
leading to more thought being given to new hospital
developments to take account of factoring mental health
capacity in.
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Q.
Can I ask you about a different topic now, and that is
to return to the subject of overall system level planning,
just briefly. In the Victorian Government's submission, it
said at 3.5.1, that:
"Responsibility and accountability for
quality and safety oversight of the
specialist mental health system is
distributed across multiple bodies which
can create a level of confusion around
accountability and may inhibit continuous
improvement efforts."
Can you say what that confusion is about and why it is
said that it may inhibit continuous improvement efforts?
A.
Certainly. So, at the moment there are many avenues
for people to - for consumers or family members - to raise
a complaint. There's lots of work that is happening to
create protocols, information sharing, between the various
bodies but it does make for a confused space for people to
know where to go to get an issue resolved, so that's the
first thing.
The second thing is, I think that, in terms of the
point around quality improvement, that there has been
multiple bodies that have had a piece of the work around
service model development through to practice support. The
work that we've been doing in the last 12 months, and
really aided by the Chief Psychiatrist and Safer Care
Victoria, is to get more clarity around the strengths and
contributions of the different parts of the system and
leverage the expertise of the Chief Psychiatrist in terms
of really deep, deep, clinical knowledge of the system and
Safer Care Victoria's methods of working with clinical and
consumer communities to develop service models and to build
the kind of agreement that they should then be the basis of
what is more consistently delivered in the system.
So, I think we are working our way through that, but I
would well accept that, for the service providers, that
there still seems to be lots of bodies, how do they all fit
together.
Q.
On the question of models of care, in your statement
you have said:
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"Following the identification of
population-level need, as a commissioner
the Department is responsible for providing
clarity as to appropriate models of care,
with a focus on what funded services are
expected to deliver."
There's no ambiguity about that role?
A.
Yeah, so, the only thing I would say, and I think we
go on to say this later in the statement, is that, in
developing those service models it is critically important
that there is that clinical and consumer input.
Q.
Of course.
A.
And secondly, that it is really important that the
level of definition leaves sufficient flexibility so that a
service model can be tailored to the needs of a local
community. So, for example, how a service model is applied
to an Aboriginal community, or to a refugee community, will
have different elements to it, and so I wouldn't want it to
be sort of read as an absolute that it's one size fits all
and a level of prescription that is counterproductive.
Q.
Certainly. Models of care are rolled out, are they
not, in other areas of health?
A.
Correct, that's right.
Q.
It's correct, isn't it, that in mental health we're
lagging behind somewhat in doing this?
A.
That's right. So, the mental health clinical network
really follows the experience from acute health about the
way to do this work, and again I see it as a great benefit
of having integrated mental health much more deeply into
the health stewardship functions of the Department, that
we're able to leverage that capability.
Q.
Thank you. On a slightly different topic, the
submissions have acknowledged that there's no overarching
framework for service planning to address mental health
promotion, illness prevention and early intervention in
Victoria. I just have one question: do you accept that
there should be one?
A.
Yes, and again, that it needs to interface with
Primary Health Networks who will also have a critical role
in that.
Q.

Finally, on strategic frameworks, the Auditor-General
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found that there was no strategic framework to guide and
coordinate the Department or health services that are
responsible for children and young persons' mental health
services: do you accept that finding?
A.
Yes, and I do think it's important to distinguish
between children and young people, and I think going
forward, and in a lot of these areas the value of the Royal
Commission in providing insights about where to go next. I
think there are quite different views, particularly in the
children's space, about what that framework should entail.
Q.
I'm not asking you right now what it should be,
because we'd probably be here more than all day, but why
was there no strategic framework? Is it the issue you've
just alluded to or something different?
A.
I think it is a combination of there being deep
engagement and different views around what the best
framework should be, and I think for young people there has
been a kind of bringing together - and I think this is
happening - of the sort of psychosocial perspectives and
the clinical perspectives. So, it's not so much - in the
children's space I think it's a much more contest in the
clinical space about what the right model is; in the youth
space I think it's more that there's been a maturation
about how the different elements could be brought together
of a multidisciplinary response.
Q.
A.

But there's no disagreement -And it should be there.

Q.
-- that despite clinical complexity and differences of
views, there should always be a strategic framework?
A.
Absolutely. I think it's a really critical priority
going forward.
Q.
On the question of governance and leadership, you've
mentioned in your statement that two events have catalysed
a significant shift in the focus and resourcing of the
Department's system leadership responsibility since 2015:
the first was the events that led to the targeting zero
review, or the Duckett report, about hospital safety and
quality in October 2016, and the second was the
unprecedented surge in asthma and respiratory disease after
the thunder storm of November 2016.
With that background, noting that neither of those is
in mental health, but you raise them in your statement
.25/07/2019 (18)
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anyway because they relate to the Department's leadership
capabilities, you've said:
"Both have led to a strengthening of the
Department's stewardship responsibilities,
with work continuing to strengthen
engagement with health CEOs ...", and so
on.
The Duckett review found, did it not, that the Department,
at least in that context, had inadequate overarching
governance and oversight of safety and quality in
hospitals, and that one issue giving rise to that was
inadequate data?
A.
I think it was more than -Q.
A.

Perhaps one?
One of the factors was inadequate data yes.

Q.
I take it, you've raised that issue in your statement
because you reflect on that experience as saying something
about the issues with leadership in the Department and
you're making the point that, since that time, steps have
been taken to improve the Department's stewardship?
A.
Yeah, I wouldn't frame it so much as leadership, I
would frame it as emphasis and resourcing.
Q.
I see, can you say what you mean by that?
A.
Absolutely. So, I think that what came out of the
Duckett review was the importance of us being more deeply
connected with health services about strategic development
of the sector.
That within a devolved model - and this is the second
point where the Auditor-General and I have a nuanced
difference of view - but in a devolved system of
governance, that there is a critical stewardship role for
the Department to help bring people together to look at
system level issues that can't simply be solved by an
individual health service. That in part goes to the data
and access to information, but it also goes to model of
care development, it goes to facilitating joint solutions,
it goes to having the mechanisms for collaboration earlier
in policy processes to joint problem solve.
Q.
So your evidence is that, on each of those, the
Department has come on a journey since that review -.25/07/2019 (18)

2304

1791

K L PEAKE (Ms Nichols)

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

A.

2019 public hearings

And still has a way to --

Q.
-- and are still on that continuum?
A.
And I think we've heard evidence today about the
opportunity for us to go even further in mainstreaming to
embed the work on Statements of Priorities and performance
discussions in the existing stewardship mechanisms that the
health system have and have been maturing - sorry, the
health stewardship function has, and mental health is
partially in those, but I think has predominantly been in
the focus of Emergency Department management rather than
those broader aspects of service model development and
collaboration.
Q.
There's a number of things you mention in your
statement that we don't have time to address in that
respect. Can I ask you, I think you mentioned Statements
of Priorities just a moment ago. How are mental
health-specific KPIs included within health services
Statement of Priorities?
A.
So, there are now seven KPIs that are specifically
about mental health that are embedded in the Statement of
Priorities. In addition, there are general KPIs that
relate in particular to Emergency Department access that
also include mental health, and there is a specific
objective in this year's Statement of Priorities around
working collectively as a system to look at the very issues
we've been talking about, about meeting the needs of mental
health patients that is more explicit in this year's
Statement of Priorities.
Q.
Leaving to one side this year, and I think the
preceding two years where there have been changes, for how
long had the mental health KPIs remained the same?
A.
The mental health KPIs, which is a slightly different
question to what's in the Statement of Priorities -Q.
Sorry, in the Statement of Priorities I mean.
A.
Sorry, my understanding, and this does precede me, my
understanding is that they've been evolving since 2014/15.
Q.
So, before that time they were static?
A.
They were managed separately and, as I understand it and I can take this on notice and confirm for you the
precise trajectory - but my understanding is that there has
been an increase of KPIs sort of year-on-year from 2014/15
to now.
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Q.
And as of 2019, a strategic priority of supporting
mental health systems will be included in all Statements of
Priority?
A.
Yes, and that's both for - just to make that crystal
clear, I know there was evidence that was discussed in the
previous hearing - that is both relevant to health services
that are responsible within their catchment, as well as
other health services who still need to manage referral
pathways, for example.
Q.
How will that be monitored? How does one, as system
leader, know whether a service who has that in their
Statement of Priorities is supporting the mental health
system?
A.
So we have performance discussions on a quarterly
basis with the health services, and that will form part of
those discussions.
Q.
If you don't know, just say, but do you know how it
will be determined whether or not the service is doing
whatever that might mean?
A.
Yeah, and what - I can't give you the specifics on
this one, but what generally happens with anything in a
Statement of Priorities is, there is a discussion and
evidence that is furnished about how Boards are meeting
their expectations under the Statement of Priorities.
Q.
Would it be fair to say that there's probably a way to
go in developing an understanding of what is required in
order to meet that KPI?
A.
And also, I think that the link between that and the
performance management framework which is being finalised
at the moment.
Q.
Thank you, I was just going to ask you about that. My
question is, how far away is that from being ready to be
implemented?
A.
Yes. So, the performance management framework was
funded in the 2018/19 budget, it's well underway, it's
expected to be completed by the end of this year for then
formal roll out in the 2020/21 year, and it will be more
embedded in the Statement of Priorities from next year.
Part of the reason for that timing is to line up with
the national performance framework which is expected to be
completed by early next year.
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Q.
Will that include measures of the ability of services
to meet demand?
A.
So, it will have access indicators within it.
Q.
Different from the existing KPIs?
A.
We are looking at - the conversation earlier about
some of the feedback that's come from the Auditor-General,
as well as other advice that we had commissioned, is being
built into that performance management framework.
Q.
Thank you, Ms Peake. Just some questions about
Emergency Department wait times. The Royal Commission's
heard evidence that, according to the National Emergency
Access Target, the wait time for Emergency Department
presentations for the general population is four hours and
for mental health population it's eight hours. Can you
clarify whether that is correct?
A.
So, it is not quite correct. So, the four-hour target
applies to anyone who presents at an Emergency Department
including a mental health patient. Similarly, the 24-hour
target applies to everyone in an Emergency Department.
The eight-hour target is an extra safeguard, if you
like, because we know from the data that there are an
over-representation of people, with mental health patients
who are spending longer, unacceptably long periods of time
in Emergency Departments, and so, rather than waiting from
four hours to 24, there's another trigger point. It was a
pre-existing measure but we've kept it to provide that
extra sort of view on the system about what's happening in
Emergency Departments.
Q.
So, accepting that you should have as many views as
you can on what's happening in Emergency Departments, the
rationale for the eight-hour period is an understanding
that mental health patients will wait longer in Emergency
Department generally?
A.
No, the data is showing us that they are waiting
longer, and so, that we want to have another trigger in the
system.
Q.
The evidence is also to this effect: that mental
health patients are by far and away the most represented
when wait times for movement between Emergency and an
inpatient bed exceed 24-hours: do you accept that?
A.
That is correct.
.25/07/2019 (18)

1794

K L PEAKE (Ms Nichols)

Transcript produced by Epiq

2307

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

Q.
The evidence was also that in at least some hospitals,
a 24-hour breach in relation to a mental health patient,
whilst it's understood is a breach and not acceptable, it
would not be subject to the same kind of examination as it
would in the case of a general health patient for the
reason that there are very few, if any, options available
to Emergency Departments to deal with mental health
patients?
A.
That's right. So, it's not a matter of there being
less priority or less care, it's that the examination is,
sadly, often able to be completed more quickly because the
reason is capacity in the system.
Q.
It's really not an acceptable situation, is it?
A.
It's not, that's right, which comes back to the
conversation we had right at the start of this hearing,
about the pressures the system is under.
Q.
Just to finish that off, if there is a 24-hour breach
for a mental health patient, is that required to be
reported to the Department?
A.
It is immediately to be reported to the Department,
and obviously that forms a really important part of the
evidence base that flows through into budget considerations
as well.
Q.
Is there a different process or policy for
investigating 24-hour breaches for mental health and
general patients?
A.
No. The policy is the same, the practical - as we've
just indicated, the practical way in which it plays out
because of the shortness of the examination that's usually
required, means that it looks a bit different in the level
of examination that's required, but the policy is the same.
Q.
Yes, so there are really very few, if any, options to
ameliorate that situation in the current system?
A.
And I think that is exactly why - the scope of the
mental health Royal Commission - to be looking across the
whole stepped care model is so critical, that simply
looking at the flow of patients into inpatient is not going
to solve the problem of how many people are waiting for
unacceptable periods of time in an Emergency Department.
Q.
On the question of funding, in your evidence and in
the Victorian Government Solicitor's, it's accepted I think
.25/07/2019 (18)
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that current funding mechanisms specifically referring to
block funding is unresponsive to changes in population and
inflexible to needs, funding's been allocated on a
historical basis, and it's not adjusted for the wider and
disparate needs in the complexity of clients.
There have been numerous other parts of the evidence
dealing with the complexities and problems with the funding
model. Why is it that inappropriate funding models have
been allowed to persist for such a long period of time?
A.
And it is equally a very complex, expert, technical
exercise to get the alternative right. I think there was
some evidence led in Ms Williams' hearing, that the first
go at this actually was in the 1990s, where the
Commonwealth attempted to design an activity-based funding
model. Between 2012 and 2015 the Department did design a
model, it got to the point of being shadowed in health
services, but the classifications within it were not
sufficiently robust, and what we saw was enormous
volatility.
So, shadowing means that it's not actually used to
allocate money but you measure for the year what would have
happened if it had been in place. And so, when mental
health was reintegrated into the broader health branch or
division in 2016, one of the opportunities that arose was
for the people who are actually responsible for health
funding to take much more of a leadership role in relation
to looking at activity-based funding, particularly in a way
that would enable there to be packages of care along the
spectrum, and have been working really closely with the
Independent Health Pricing Authority to look at both, how
do you classify those phases of care and complexity of
patient need within those phases of care, and then what the
costing models would be.
There is enormous work that is going on with consumer
and clinical experts to look at how you do define those
phases, so that there is stability and predictability in
the model with a view to then having a shadow process, and
we've been really actively involved in that.
Again, I would reiterate, the expertise that we have
in the health funding team, actually people who design case
mix in the first place for the whole country, reside in
that unit, so there's deep expertise that wasn't available
between 2012 and 2015 when mental health was trying to do
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it on its own.
Q.
Acknowledging that it is complex and acknowledging
that mental health is not the same as general health,
nevertheless in general health you've had activity-based
funding for a very long period of time, accepting the
complexity, are there systemic reasons why the funding
models have been allowed to continue for so long?
A.
I think it is important to say that parts of physical
health don't have activity-based funding that have more
similar characteristics to mental health. So, more of the
outpatient and community-based delivery, more of the notion
of what is the approach to thinking about a pathway of
care. Similarly we are at pretty early stages in physical
health of designing those sort of funding models that are
fit for purpose for that as well.
I think two things: I think the activity-based funding
was originally very much designed for a model of care that
was about infectious disease and trauma, and that was the
priority and so there was a relative priority that was
given. As the burden of disease has increasingly shifted
to chronic disease, that the very complex technical work
has started, including for mental health, about what a
variation of an activity-based funding model might look
like.
Q.
And -A.
I should say, we'll be the first place anywhere in the
world, if and when - when - we get this right.
Q.
That sounds good, Ms Peake. So, there's a process of
reform in which, just to summarise, a lot of work is
happening and the Department and Treasury and others and
various experts are considering funding alternatives to
block funding, and without going to the detail, am I right
in thinking that's not just limited to activity-based
funding, but you're considering a range of other options as
well?
A.
Yeah, and for different parts of the key journey,
that's correct.
Q.
On funding further, in 2019 to 2022, for that period,
there was a very significant increase in the mental health
budget compared to 2014/15, it was a 42 per cent increase.
Without disclosing information subject to public interest
immunity claim, what were the big factors that led to that
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increase being able to be granted being successful?
A.
I think it really does go back to our earlier
conversation about what are the factors that are important.
I think there has been, you know, really strong political
leadership, there has been a recognition within the
community about the pressure the mental health system is
under, and the sorts of investments that have been made
have been pretty targeted to be able to provide early
results in relation to alleviating some - a little bit - of
that pressure.
It is probably worth saying that, when you look at the
rate of growth between 2010/2011 and 2018/19, the rate of
growth is pretty comparable between acute health and mental
health; the base that we were coming from in mental health
has really been the problem about that funding resource.
So much more work is needed to get to anywhere near a level
of capacity in the system that is needed.
Q.
I just have a few more questions for you, Ms Peake.
Commissioners, I won't be too much longer. On this
question of prioritisation, you've used the interesting
expression in your statement about "lack of parity of
esteem of mental health as compared to physical health",
and you've said that lack of parity of esteem is:
"... evident in the social determinants of
mental health ... in the treatment gaps
evident across our mental health system,
and in the fabric of mental health
infrastructure, which falls behind general
health care environments in terms of
contemporary expectations."
Can I just explore that a little. Do you have a view
about where the lack of parity resides, in whose
perception?
A.
Yeah, I think that, certainly coming back to the
point around evidence, stigma and discrimination still
existing particularly I think for severe mental illness and
particularly in relation to psychotic illnesses and
personality disorder conditions - which is not to discount
stigma in relation to depressive and anxiety disorders
either - I think that is absolutely at the heart of this.
I also think that, by virtue to some extent, even as
mainstreaming has occurred, there's still been some
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separation, not thinking and talking about mental health as
a really critical specialty like any other - like cancer,
like cardiac - that we haven't helped in building that
esteem. And again, I just can't underscore enough how
important I think this Royal Commission is to counter some
of that.
Q.
Can I just ask you about that stigma. Do you mean to
convey that there is a perception amongst those who make
decisions about prioritising about what the community
thinks, or something different?
A.
Yeah, so I think, in terms of the community
expectation and the community acceptability, if you like,
of where priority should be placed.
Q.
Thank you. In relation to a question of how you make
reform stick and how you implement it properly, there are a
number of things in your statement that we are interested
in. One thing you've talked about is having an adaptive
approach, and I think you've already covered having the
right tempo for reform, the right pace and staging, and the
need for careful up-front planning and so on.
Noting we don't have a lot of time, is there something
you want to say to the Commissioners about the question of
pace and timing?
A.
Yeah, look, only that there is this very fine balance
between having early progress that maintains momentum for
reform and builds that community acceptability and
confidence, with seeking to have too many different parts
all being implemented at once so that the
inter-dependencies can't be well managed, and that the
opportunities that may arise as elements of reform unfold
that you couldn't have even predicted when you started, the
opportunities might be missed.
And so, my reflection would be, the more that we can
frame a reform agenda that has practical, actionable
components that can be implemented and then built on, I
think that builds the sustainability of the reform.
Q.
You've mentioned strong institutional governance
arrangements are necessary, including at ministerial level,
Cabinet Committees and Task Forces. Is there anything more
specific you want to say about that aspect of it?
A.
No, I think that's - yeah.
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Q.
I thought you would say that. You've also said in
your statement that robust system level governance is
necessary. I think you've probably said quite a few things
about that in your evidence. You mention the desirability
of establishing an independent monitoring body to help
provide assurance to both government and the community
about sector capability and performance.
A.
Yeah, just before I go on to that, just the bit that
you just mentioned about the service level governance: I
think the other point that I made in there that I would
reinforce, is that I do think that there is value in having
a strong, stable public institution that is a fulcrum of
that service level governance that has an enduring, both
connection to the values of the reform ambition, but also
has the sort of stability and endurance to be able to keep
that momentum happening at the service delivery level, as
well as the sort of things that would be put in place at
the system level. So ministerial committees and
cross-government senior officials structures will get you
some way; it's the people, that strong leadership on the
ground that really matters.
I think where I have seen, and I've given some
examples in my statement, something new being created, it's
quite difficult to form and provide that leadership for
significant ongoing reform at the same time.
Q.
So, in order to address that, what kind of structure
would you have in mind, can you say?
A.
And, I think that's something that we need to keep
kind of talking about in the next few months.
Q.
Of course.
A.
But in principle I think that at least the principle
of having something in place, that there is an existing
institution that has the capability to hit the ground
running and will endure is a pretty important ingredient
for success.
Q.
Finally, Ms Peake, do you have a view about this
issue, and that is, that as we saw at the outset of your
evidence by looking at the 2009 report, this is an
environment where much is understood, although there is a
lot of complexity, and there's been a wealth of reports and
recommendations often saying very much the same thing, and
we at the same time see a persistence of the very same
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problems over long periods of time. If you have to
identify the key reasons why it is so hard to actually get
to where we aspire to in mental health, what are they?
A.
So, I think absolutely part of it is having that
resourcing for change, not only for capacity but actually
for change. It is having the authority and accountability
for leading the change embedded at that service level. It
is having the mechanisms, not only for operational
governance, but for that collaborative governance with all
parts of the system; I don't think we've had that very
effectively in the past. There is some prospect with
Primary Health Networks for there to be a mechanism, a
stronger mechanism, for that work.
I think the other thing we haven't done well in the
past is, we haven't really engaged the private
practitioners in that system level or that service
deliverable governance. And I've included an example,
which actually was referred to in the 2009 work as well,
about the integrated cancer services as a bit of a model,
that mightn't be quite right, but there are some learnings
from it that I think we could take.
I think it's the resourcing, it's the political sort
of authority that having a Royal Commission gives, and then
it's having those right institutional and, in particular,
service level governance structures to drive it forward.
MS NICHOLS:
Thank you, Ms Peake. Chair, do the
Commissioners have any questions for Ms Peake?
CHAIR:
Q.
Thank you, Ms Peake, I have one. We've heard
very clearly throughout your evidence today and the
evidence of other people who have come before this
Commission and in our community consultations and other
things, about the daily experience of the demand pressures
on the mental health system.
We've heard about so many of the strains on the
community-based services as well as the hospital-based
services, and we've also heard about the disparity and
availability of services across the state, so a lot of
pilots that haven't gone to scale which means that you get
a different level of service in one area compared to
another.
And so, when we think about the task ahead, I guess
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I'm interested: you mentioned lead times, the lead times
that are involved in developing a plan, securing the
funding, establishing the infrastructure and then getting
the workforce to actually be able to staff that, for
example.
Traditionally in mental health, or in health more
broadly, what are the lead times that you think we as a
Commission need to be conscious of?
A.
So, and again, I think that having things happening at
the same time as the bigger change, having more of a lead
time is important to build that belief. So, I think there
probably needs to be sort of a year for development and a
realistic sort of three to five-year timeframe for phased
implementation, but even in that first year trying to take
some of the demand pressure out is, I think, really
critical for people feeling that they can lift themselves
out of the burden of that acute pressure that everybody
feels at the moment to engage with what could be different
service models and what could make a longer term
difference.
Q.
A final thing was also, just to take up the point that
you said, and it was specifically in relation to funding
models: you talked about the fact that now you are seeking
to use the capability, not just in the mental health
branch, but in the data analytic and other capability
you've got in the health part of the broader portfolio. Is
that your intention to do that more, in terms of other
aspects of the functioning and designing of mental health
and the response to mental health issues?
A.
It is. I think I mentioned Safer Care Victoria and
the work that they do on service model development: there's
fantastic work that they've done, for example, in stroke
care which has led to clot retrieval services being more
standard for the state.
So they, with the clinical networks, now have a very
strong methodology for this work, and they are auspicing a
new six-month-old mental health clinical network, so they
are a really important capability.
The other piece that I really haven't mentioned is our
system Analytics Unit that is doing a lot of work on
linking data from health and human services to really
understand what the contribution of all of our services can
be to improving wellbeing as well as health and safety
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outcomes. That unit was given status as a linking
authority, national status, about a year ago which means
that they are able to also link in Commonwealth data. So,
we're at a point with that group where they've linked all
of the DHHS data, they've now got education data and
justice data, including corrections and police data that
they have linked in, with of course appropriate protections
around privacy central to that.
We've done some specific projects with the
Commonwealth, particularly in cardiac care to look at
variation in care, so that authority or that capability
will be, I think, really critical for us in thinking about,
not only what we've been focused on today about the mental
health system but its interface with other critical
services.
Equally, our strategic policy area is leading the work
on engagement with the Commonwealth about interface issues
with the NDIS and aged care, and that is an important
function and capability that we are using for the mental
health interfaces as well.
And finally, the research and evaluation capability
within the Department, which again, I think has got a
really important role if we go back to how do we avoid
having trials that don't have a proper path to scale.
Q.
Thank you. I think the other issue we just take on
notice is that issue of the Commonwealth-state relationship
in mental health that appears to be pretty fundamental to
the future design -A.
Yes, absolutely.
Q.
-- and better leveraging of shared interests, I think.
A.
If I give a one minute burst. I think the next, so
the Sixth National Mental Health Plan, is due to be
starting next year and is a significant opportunity for us
to think about some of those issues around funding models,
data and performance, consistent datasets. So, not only
initiatives, but actual fundamentals of a stepped care
system.
There's also work that's going on in suicide
prevention, both a health driven plan, but also with the
new Suicide Prevention Advisor thinking about the role that
all of the other community and service opportunities can
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bring to bear on suicide prevention, so I think there are
some real opportunities to leverage off, and obviously the
final one is the work of the Productivity Commission.
MS NICHOLS:

May Ms Peake be excused?

CHAIR:
Yes. Thank you very much for your witness
statement and your evidence today, Ms Peake.
<THE WITNESS WITHDREW
MS NICHOLS:

There are no more witnesses today, Chair.

AT 4.15PM THE COMMISSION WAS ADJOURNED TO
FRIDAY, 26 JULY 2019 AT 10.00AM
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MS NICHOLS:
Good morning, Commissioners. The first
witness today is David Martine, I call him now.
<DAVID JOHN MARTINE, affirmed and examined:

[10.03am]

MS NICHOLS:
Q.
Mr Martine, are you the Secretary of the
Department of Treasury and Finance in Victoria?
A.
Yes, that is correct.
Q.
A.

Have you had that role since 2014?
Yes.

Q.
Prior to that, did you have a number of senior roles
in the Commonwealth public sector, including Deputy
Secretary of the Commonwealth Department of Finance and
Deregulation?
A.
That is correct.
Q.
And General Manager of Budget and Policy in the
Commonwealth Treasury?
A.
Yes.
Q.
Have you prepared a statement on the subject of
funding, including funding for mental health in the state
of Victoria?
A.
Yes, I have.
Q.
I tender the statement. [WIT.0003.0005.0001]
Mr Martine, can I ask you about the devolved governance
model for budgeting and reporting that we have in Victoria.
We have a devolved governance system in which departments
manage global budgets that are designed around the delivery
of agreed outputs aligned to Department objectives. Can
you tell the Commissioners briefly, within that system
governed by the various pieces of legislation and so on,
what are the mechanisms for ensuring accountability in
relation to the Victorian people receiving good value for
money invested and appropriate investment?
A.
Okay. We have what we call a resource management
framework which, as you've described, is essentially a
devolved system of output budgeting. But in a devolved
system there are certain mechanisms to ensure
transparency -Q.
I might just ask you to speak closer to the microphone
if you would, thank you.
A.
So we have a system that is a devolved system, but
.26/07/2019 (19)
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does have elements to ensure accountability and
transparency. The way the resource management framework
essentially works is, it's centred around providing funding
at the output level, and those outputs are specified by
portfolio Ministers and then approved by the Assistant
Treasurer based on some advice that my Department then
provides, and they sit within an overall framework that
essentially has Department setting objectives, objective
indicators, outputs and then each output has a series of
performance measures.
And so, there's a process of both allocating funding
in that framework determined by Government, but along with
that there's a process of reports and scrutiny, both public
and within Government, in terms of the delivery of outputs.
Q.
Can I ask you a fairly high level question about
accountability. What are the fundamental objectives of the
accountability regime as you describe it, from a policy
perspective?
A.
I guess, the accountability framework, in a sense,
probably serves a couple of purposes. There's certainly an
important purpose within Government in terms of providing
the necessary information for the key decision-makers
within Government to ensure that outputs are being
delivered effectively and efficiently, and there's also the
important public role in that accountability as well which
involve certain reports to Parliament which might involve
the actual budget papers each year, along with departmental
annual reports is the other main mechanism that departments
report on their output performance.
Q.
Who is the decision-maker in relation to the amount of
funding that gets given for the purposes of mental health
each year?
A.
Essentially, the key decision-maker, or the mechanism
for making those decisions, is essentially the Expenditure
Review Committee of the Cabinet. Now, those mechanisms
vary according to governments, but the current Government
has an Expenditure Review Committee of Cabinet and that's
essentially the key decision-maker on all funding
decisions, including on mental health.
Q.
We'll get to outputs in a minute, but they're supposed
to be aligned to departmental objectives, are they not?
A.
That's correct.
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Q.
Who determines departmental objectives?
A.
So, departmental objectives are put together by
departments, they're approved by the relevant portfolio
Minister, and they then have to be agreed by the Assistant
Treasurer, and my Department in that process then provides
advice to the Assistant Treasurer.
Q.
What's the process for assessing the appropriateness
of departmental objectives beyond the level of the
Department?
A.
So, the process: they would come forward from the
portfolio Minister to my Department, and I have an area
within my Department that is essentially mirroring the rest
of Government, it sort of shadows, so I have a health team
for example, and they would go through and assess the
objectives, objective indicators and performance measures,
and then they'd be providing advice to the Assistant
Treasurer for his approval.
Q.
So, within the context of the current framework a
Department has a global budget: is there a mechanism for
overseeing or scrutinising the Department's decisions to
allocate funds within that global budget?
A.
There is, and there's probably a couple of important
points I would like to make. So, we do have a devolved
system, however within the framework, as necessary, there
can be certain restrictions or requirements imposed by
Government.
So, in terms of the scrutiny of decisions the
Department might make, you can have situations where a
Government might decide that a particular service, or a
particular initiative, needs to be delivered a certain way.
So, from time to time a Government will get into quite a
bit of detail about delivery: not in all occasions but
there are certain examples of that.
Along with those sort of situations there is a
requirement of Departments reporting to my Department in
terms of changes in the mix of funding within outputs, and
then we ensure that there's scrutiny and there's some
formal reports twice a year that go through to the
Assistant Treasurer and through to Government as well.
Q.
Can I ask you to perhaps apply that in the case of
some specific examples. This Commission's heard fairly
extensive evidence that the costs of Area Mental Health
.26/07/2019 (19)
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Services are significantly above the amount of funding that
they receive. There's a lot of detail behind that, but if
you take that as a premise, what would be the mechanisms
within Government to look at that as a problem and work out
how to solve it? Is it just a matter of budgets coming up
to Treasury, or business cases coming up to Treasury
each year, or is there a higher level at which that sort of
question is examined from Government's perspective?
A.
Generally, most funding decisions are considered in
the budget process, and the reason why that occurs is, it
enables the Government of the day to assess relative
priority, so that's generally the time that funding
decisions are made - not in all situations - and in that
context a portfolio Minister would be bringing forward a
proposal. In a situation that you described, where there
are demand pressures or unfunded pressures, that would be a
key element of their business case that would be brought
forward for consideration by the Expenditure Review
Committee, and my Department, along with the Department of
Premier and Cabinet, would be assessing those proposals and
providing advice to the Committee.
Q.
Is the baseline on which that is done the business
case that's put up by the Department?
A.
The business case is certainly an important part of
consideration of the proposal, but it's not the only bit of
information that's taken into account. So, we would, in
assessing a particular proposal, be drawing on other
reviews or reports that might exist, or just experience
that policy advisors may have built up over time, so it's a
matter of bringing all the information together to provide
the right sort of advice to the Committee.
Q.
In this model, the Department sets prices, is that
right, that services are paid?
A.
Generally, yes, but it depends a bit on the nature of
the output and the nature of the delivery and, as I
mentioned earlier, there are situations where Government
naturally wants to have a proper detailed discussion about
delivery, so they might actually have quite explicit
decisions coming out of the Expenditure Review Committee
about price, delivery, they might even relate to situations
such as location of delivery services. Sometimes you may
have an example where a decision is made to provide funding
but the relevant Minister might be asked to come back in
six months' time with a detailed implementation plan which
might include pricing and other elements for the Committee
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to actually endorse.
Q.
There is now a Chief Financial Officer in each
Department that reports directly to you, is that right?
A.
That's correct. All departments have always had a
Chief Financial Officer, but one of the election
commitments that the Government had back in November was to
have all Chief Financial Officers now report to myself.
Q.
In the Department of Health and Human Services,
specifically in relation to mental health, what do you
expect of the role of that person?
A.
So, the Department of Health and Human Services has a
single Chief Financial Officer which covers the whole
breadth of the Department.
The rationale behind the election commitment from the
Government is to improve essentially the transparency part
of the model I described earlier. So, we've got devolution
balanced against accountability and transparency, and the
background to this particular election commitment is to
enhance the transparency component of the model with
information coming back to the centre so that there's more
information and advice going to the Expenditure Review
Committee.
Q.
So that's transparency within Government going
upwards?
A.
That's correct.
Q.
To use a specific example, the Commission's heard
quite some evidence about disparity in resourcing between
catchments, particularly in relation to growth corridors,
who seem under-resourced compared with their population
growth and by reference to the burden of mental ill-health.
A question like that which is systematic, who in that
matrix of people would look at that outside in response to
a particular business case?
A.
So, it could be a combination of either the Department
through their Minister raises that as a particular issue
that Government needs to address, or it could come from
either my Department or the Department of Premier and
Cabinet in assessing a proposal, giving advice to the
Committee that might give different options or ways forward
to actually spend a particular amount of money.
So, certainly, a lot of the advice we focus on is all
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about efficiency and effectiveness, and the point that has
been raised is often about that effectiveness question.
Q.
Can you say what you mean by that in that context, the
effectiveness question?
A.
It's all about, what's the most effective way to deal
with the particular problem that has been brought forward
to the Committee to consider.
Q.
What about the question of the transparency of how
Area Mental Health Services are funded? This Commission's
heard evidence that, from their perspective, they don't get
transparency about funding decisions and why certain
services are funded, apparently, at a different level than
others. Is that a question simply for the Department or
does it involve your Department as well?
A.
Certainly we as a Department and within Government
would get access to some transparency. In terms of the
relationship that the Department of Health and Human
Services might have with some of the service providers is
probably a bit difficult for me to comment on.
Q.
Yes, that's a matter for the Department of Health and
Human Services, would you say?
A.
Generally, yes, but as I mentioned earlier, there are
situations where, depending on the nature of the service
delivery, governments may actually get quite involved in
the detail of how it's actually going to be delivered, and
in that context there could be quite a bit of detail and
transparency about where funding would be provided and to
which providers.
Q.
Could you provide an example of the kind of situation
you're alluding to now?
A.
Perhaps a good example, and this is going back a
couple of budgets, is family violence. So, the Government
had made family violence a major funding priority three
budgets ago, and I think from memory in that budget there
was an allocation of I think about $1.9 billion over
four years, so it was a very big package. In the context
of the development of that package, there were quite
detailed discussions about both the scale of the
investment, but also delivery, and there was also
discussions about mechanisms to ensure that those
initiatives are then delivered over a period of time.
So, that's I guess the other important point about the
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funding model: yes, it is devolved, but that doesn't stop
governments as necessary imposing or putting in place extra
transparency and accountability requirements.
Q.
So, is the essential point that, provided an issue is
a sufficient priority at the Government level, there is a
considerable amount of latitude for ensuring that the
correct objectives are met and met properly and
efficiently?
A.
Certainly the resource management framework,
I believe, is flexible enough to accommodate a range of
requirements and, if Government makes a particular area a
priority, they can, under the existing framework, put in
place a whole series of delivery requirements and
accountability requirements, and none of those are
inconsistent with the framework; they do work side-by-side
and there's been numerous examples of those.
Q.
Thank you. This Commission's heard considerable
evidence that the Department has very limited capacity, or
still has rather, a limited capacity to do detailed
population-based planning and has significant
data-gathering and assessing inadequacies, and that's in
the context of there being a very significant gap between
supply and demand. Are those sorts of systematic issues
capable of being adequately addressed through the existing
devolved governance funding model?
A.
I think they are. Forecasting demand is quite
complex, and it all comes down to ensuring you've got the
right sort of data, but I don't see any of that
inconsistent with the current funding model at all.
Q.
What are the mechanisms within the current model for
addressing underlying and chronic problems of a gap between
supply and demand that are putting extraordinary pressures
on the mental health system?
A.
So, most demand pressures from a funding point of view
are considered by Government through the budget process.
So, where a particular area of Government spending - and
generally they fall into two portfolios: Health and
Education, they're the two areas that are generally driven
by demand pressures.
The proposals that come forward for consideration by
the Expenditure Review Committee do deal with the demand
pressures and the Committee has those discussions and then,
on the basis of the information that is provided in terms
.26/07/2019 (19)
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of demand pressures and forecasts, makes then a decision
for the additional funding that's then allocated. So, it's
essentially done on an annual basis generally through the
budget process.
Q.
Can I return to the question of output funding: can
you give an example of an output in mental health?
A.
Essentially, there's the large mental health output
which I think from memory is about $1.6 billion. In total
there's $1.7 billion spent.
Q.
So, from Treasury's perspective, an output is an
outlay of money, but in relation to what the Department
delivers in return for that funding, what are the measures
of what it delivers? What's an example of an output in
that context?
A.
Well, the funding is provided at the output level, and
each output would then have a series of performance
measures against that output, which generally fall into the
categories of quantity, quality and timeliness.
Q.
Who determines the output measures?
A.
So, they're brought forward by the relevant portfolio
Minister for approval by the Assistant Treasurer, and my
Department in that process would assess the performance
measures in discussions with the relevant departments, and
provide them feedback and then give advice to the Assistant
Treasurer, but they do need to be agreed jointly by the
portfolio Minister and the Assistant Treasurer.
Q.
Within that process, what measures exist to ensure
that the output measures are capable of identifying and
meeting questions of demand and gaps between supply and
demand in the mental health system?
A.
So, often in terms of demand pressures, you would
probably see those issues manifest themselves probably in
two ways in the performance measures. Firstly, in some of
the quantity performance measures depending on how they're
structured, and then secondly demand pressures could very
well flow through to what you see in actuals against
targets for, for example, timeliness measures.
So, you could have a situation where demand pressures
put enough stress on a system that timeliness doesn't meet
the target, and often then the explanation as to why the
target hasn't been met is because of demand pressures.
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Q.
Can I take you to a particular example of that.
your statement at paragraph 72 you say:

In

"Performance measures for clinical care
output include quantity measures such as
the annual number of clinical inpatient
separations, and occupied residential
subacute bed days, as well as quality and
timeliness measures such as the number of
designated mental health services achieving
or maintaining accreditation ...", and so
on.
A.

Do you have that paragraph there, Mr Martine
I do.

Q.

You go on to say that:
"Performance against targets in the
clinical care output were met in 2017/18,
with the exception of the proportion of
emergency patients admitted to a mental
health bed within eight hours (which was
57.5 per cent relative to a target of
80 per cent)."

To take that as an example, we've heard evidence in
this Commission that, in relation to mental health
patients, there are regular exceedances of even the 24-hour
measure, and the substance of Ms Peake's evidence yesterday
was that she accepted that there is very little that
Emergency Departments can do for mental health patients
waiting over 24 hours.
In the context of that sort of measure, what happens
in the performance management framework when that measure's
not met, to use that as an example?
A.
Well, that's probably a good example to draw on. When
a Minister is bringing forward a proposal, particularly in
the budget process, for additional funding, one of the key
bits of evidence that would support that business case is
to actually draw on what's actually happening, and that's
where the performance measures can be quite useful, in that
they can be presented in a way through the funding
decision-making process, that a particular program is not
delivering on the Government's expectations, it's not
delivering on its objectives, that can be seen in the
.26/07/2019 (19)
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performance measures against the targets, and that forms an
important element of the case put forward for additional
funding.
Q.
Are you able to say what has happened in the case of
this particular non-conformance with the performance
measure?
A.
I'd probably have to -Q.
I appreciate that is a question without notice.
A.
Yeah, I'd probably have to take that on notice to
provide any further details. It is acknowledged in Budget
Paper No.3, p.208, there's a brief explanation of why the
target wasn't achieved. The question of what was then done
about trying to address that is something I'd have to take
on notice, because it's something that I'd need to check.
Q.
Alright, we might take that off-line, noting that as a
question on notice. But would you expect, as a matter of
process, where there is a non-conformance like that one
which is in the context of there being not a great deal of
performance output measures, that that would be followed up
in terms of why it hasn't been met and what steps are going
to be taken for it to be met in the next cycle?
A.
I do, and a part of the performance management
framework is we provide an assessment to the Assistant
Treasurer twice a year and he takes that forward to
Government for consideration.
So, where performance measures aren't being met, they
get drawn out in that report, and then that gives
Government the opportunity to have a discussion about the
reasons behind why they haven't been met and whether
there's some remedial action that at that point the
Government may want to take.
Q.
I see. Would you accept that the capacity of the
Government at the level of Treasury and the Expenditure
Review Committee to determine whether the mental health
system is actually meeting demand and meeting the mental
health needs of Victorians very much depends upon the
adequacy of the performance output measures?
A.
They're certainly very important to be able to assess
delivery, there's no question about that.
Q.
Thank you. The evidence in this Commission has been
that there's been a significant level of underfunding of
.26/07/2019 (19)
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the mental health system over a very long period of time.
My question is: what has led to that, in your assessment?
A.
This is a very difficult question to answer in terms
of why there's been underinvestment. Certainly in the
Government's submission to this Commission, the Government
notes that funding hasn't kept pace with demand, and that
is despite quite a significant increase in the mental
health output since 2010. So, funding's actually risen by
71 per cent, from 1 billion to 1.7 in 2019/20, but despite
that increase it hasn't kept pace with demand.
I'll perhaps make a couple of observations on that.
Certainly at the macro level, probably since 2013, we have
in the Treasury underestimated population growth here in
Victoria. It's always been on the upside; to the point
where over the last few years the population in Victoria
has been growing quite significantly above the national
average: we're sort of at about 2.2 per cent versus the
rest of the nation at about 1.6. That places a lot of
pressure on both Government services and its
infrastructure.
So we have gone through a period, particularly since
about 2013, where quite a lot of investment by governments
has been required in the areas of Education, Health and
infrastructure in particular to deal with that population
growth, so that's put some pressures on the system.
In terms of then trying to forecast demand pressures
for mental health services is, I think, incredibly complex,
and that comes back to the point of trying to get much
better information and data to make those forecasts.
There's no question that the complexity of society over the
last decade has made it a bit more difficult to try and get
a good understanding of the demand. There's identified
demand, but then there's also unidentified demand for
services, so it's hard to get a good sense of what that
really is.
I think that's one reason why I suspect it has been
difficult for governments to keep pace with the demand on
services. The second point I'd probably make in terms of
the "why" question: based on my experience, I've always
found it gets quite complex in areas of policy delivery
where you have different levels of Government all in the
same area, and mental health's an example where you do have
the Commonwealth particularly responsible for primary care
.26/07/2019 (19)
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and the state responsible at the acute care end, and the
Government submission does talk about that sort of missing
middle bit.
Often you will see, where you have different levels of
Government providing services, it does add an extra layer
of complexity. But at the end of the day, these are all
decisions that governments need to make in a, what I'd
describe as a sort of constrained resource environment, and
that's where it gets difficult for governments because
they're all competing demands in terms of, particularly
through the budget process.
To perhaps give you a sense of scale, if you look at
the last few budgets, the Government has spent probably
close to about $10 billion over four years on new
initiatives. To get to that point you're probably sifting
through maybe three times that amount in terms of proposals
that then need to be condensed down into something around
the 10 mark. So, it's not an easy task then to make those
relative priorities, so I think it's a combination of all
of those factors to try and address that question of, why
is it that we have underinvested over a period of time in
mental health services.
Q.
Can I tease out some of those things. On the question
of demand being difficult to grapple with and to the
difficulty of understanding population pressures: we heard
evidence yesterday that the likelihood that there would be
even more significant population pressures in 2019 than
there were 10 years earlier was well understood, at least
at the Department level, and during that time there has
remained an inability to gather and analyse adequate
information to understand the demand pressures and the
corresponding needs.
Do you accept that that's been a longstanding problem
and, if so, what do you think can be done about it?
A.
Well, there's probably two parts I think to your
question: one is, population in general for Victoria which,
as I accept, we have underestimated that growth. And, it
is hard to forecast population. We are forecasting a bit
of a drop off in population based on the evidence we have,
but whether that will eventuate is hard to tell.
But I think the more relevant part of your question
is, within the Victorian population forecasting the demand
.26/07/2019 (19)
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for mental health services, and there's no question that we
need to get much better at doing that and I think the key
is to get much better information and data. But it is a
complex area because you are dealing with both an expressed
demand or an identified demand and an unidentified demand.
There's no question that, as a result of that, the system
is not working and it is underfunded.
Q.
In relation to your observations about the missing
middle, which in large part although not entirely
corresponds to the area that the Commonwealth funds, the
evidence given yesterday and also in the Victorian
Government's submission was that, right across the spectrum
of mental health and mental illness, there are very
substantial gaps: so, at the front-end as well as at the
more acute end and the middle.
Can I ask you to return to my question with that
background about why it is that there's been a chronic
underinvestment in mental health: is it a question of
Government prioritisation, do you think?
A.
That's always part of it. As I answered in one of
your questions, at the end of the day all funding flows
from Government decisions in a constrained fiscal
environment. There's all a constraint on what can be
spent, and so, governments need to then assess relative
priorities.
Most proposals that come forward have merit and it's a
difficult task for both advisors and governments to then
assess a relative priority across the full spectrum of all
portfolios to work out how to allocate a constrained set of
resources.
Q.
In circumstances where, because of the state of the
mental health system, investment may be required that is of
an order of magnitude greater than that already existing in
order to fix the system, how will the current model of
funding manage that, do you think?
A.
Well, that issue will obviously need to be then
considered by the Government through the normal budget
process, but generally there's only three ways that
governments can pay for things: you either cut spending in
another area to fund more spending in a particular area;
you either raise taxes to fund something, or you increase
borrowing, so it's essentially one of those three, but
those matters would need to be considered by the Government
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through a budget process.
Q.
In the context of the most recent budget, for 2019,
the allocation for mental health was 42 per cent above that
allowed in 2014/15. What were the factors in your
assessment, without revealing privileged information, that
allowed for a very substantial increase in funding to
mental health?
A.
Well, probably the last three budgets there's been
reasonably significant additional allocations to mental
health, particularly last year's budget: it was
$587 million over four. This year's budget certainly less,
but in a way not particularly surprising given the Mental
Health Royal Commission is underway and it's not an unusual
thing for governments to wait for outcomes before
allocating some additional funding.
I think the real reason really comes down to a point I
made earlier, which is, a priority set by Government, and
that's really often the key in all of this, and we saw that
with family violence three budgets ago. When something
becomes a priority for the Government of the day, then that
really drives the decision-making process.
So, on mental health, without disclosing detailed
discussion, it clearly became a priority for the current
Government and a recognition that the current system is not
working and needs some additional funding, so that sort of
led to both some additional funding and other things such
as the establishment of this Royal Commission.
Q.
Thank you. Can I ask you a little bit more about
outcomes-based funding and the moves away from it
potentially. You have discussed in your statement the
challenges, I suppose, that outcomes-based funding pose.
What are the issues related to the measurements of outcomes
that Treasury needs to grapple with in mental health?
A.
I'll assume that the question largely relates, not so
much to outputs but outcomes?
Q.
Outcomes, yes.
A.
So, in our current framework, essentially the
objectives and objective indicators are essentially the
outcomes that Government is looking to achieve, and so the
outputs sit below that. A lot of the objective indicators
generally tend to be a little bit more medium term
measurement. So, the output performance measures are
.26/07/2019 (19)
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essentially annual measurement, and it's not unusual to
then see the objective indicators to be providing a bit
more of a medium to longer term set of measures where a
Government ultimately wants to end up in a particular area.
Q.
So, is there a need to link the outputs year-on-year
with the longer term outcome measures?
A.
Yes. So, the whole purpose of the framework is, it
builds up from the bottom, so the outputs need to feed
through to the objectives. There's no point having an
output that's not delivering on a Government objective.
Q.
In terms of the potential for changing funding models
in relation to mental health, the question of
activity-based funding has been on the agenda for a long
period of time, but mental health has been largely stuck
with block funding. In your assessment, what's been the
reason for the long period of time that it's taken to
reassess?
A.
I think it comes down to the complexity of
activity-based funding in an area such as mental health.
And I preface my answer with the fact that I'm not an
expert clinician, but in a whole range of areas in health,
particularly in the sort of physical injury, the definition
of an activity I think is a little bit more certain.
Because for activity-based funding to work, you've got to
identify the activity and then price it.
I think there's a little bit more consensus around
diagnosis and treatment in a range of physical injuries
more so than in the area of mental health, and that I think
adds some complexity about, what is the activity that is
identified to then be appropriately priced?
So, it is a difficult change to make, it's not an easy
one and, once again, a lot of that comes down to getting
the right sort of data and information to help support
that.
Q.
We'll turn to alternative funding models shortly, but
it is now accepted, isn't it, that there are a significant
number of difficulties with block funding and that there's
a desire to move away from it?
A.
Generally, that is correct, and we as the Department
do support that. There are situations where block funding
is relevant. So, for example, in the current system for
very small hospitals in Regional Victoria we use block
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funding, because that provides a bit more stability and
certainty. So, as a general proposition I agree, but there
are some situations where block funding would actually be
more appropriate.
Q.
You've said in your statement that DTF plays an
important role in supporting Government to explore
innovative ways in funding, including in the context of
outcomes-based funding and you have mentioned Partnerships
Addressing Disadvantage: can you say what those are?
A.
So, there's been a couple of initiatives that have
been led by my Department in terms of looking at different
ways of delivering Government services. The Partnerships
Addressing Disadvantage which we're currently developing is
really an extension of two social impact bonds that we were
responsible for establishing, and they've been announced
and they're now just underway.
One relates to chronic homelessness, and the other one
relates to children leaving out-of-home care. The whole
purpose of these models is to take some Government funding
and connect it with some private sector funding and have
delivery through - it might be a not-for-profit or a
service provider, where there's some clear outcomes
established and some clear targets for them to deliver on
and, if they're actually delivered, then in a sense the
private sector investors who have provided that funding for
the service in a sense get their capital and a return back.
So, it's an interesting model. A number of
jurisdictions have explored those concepts of social impact
bonds, and
is a very similar -Q.
The same thing.
A.
A very similar sort of thing. The other point I'd
make about more innovative ways of delivering Government
services, and it's something that we as a Department would
be providing relevant briefing on, is designing services
more around the delivery for an individual rather than
generic programs.
There's quite a bit of evidence out there that program
effectiveness can be quiet enhanced through tailoring
services more around the needs of an individual, rather
than just a set of generic requirements. So, that's
something that we would examine potentially through a
budget process to be providing advice on, there might be a
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better way of delivering services.
Q.
Can I get you to say a little bit more about that.
So, in that context, how would the funding work? Does the
funding follow the individual?
A.
Generally it can, and NDIS is perhaps a good example
where the model is around building up a package for an
individual. So, there'd be a bucket of money provided for
a suite of services, but then there's more discretion
around how that funding is actually spent, and it's more
targeted for what the individual actually needs, and that's
where you get the enhanced effectiveness from that
particular model.
Q.
To what extent has that potential model been
considered at Treasury level?
A.
So, we would consider that as part of our assessment
of proposals that come forward, and proposals do from time
to time come forward; they're a little bit more centred
around individuals. And, perhaps I should just add, it's
not just about individuals; sometimes you may focus on
locations, for example. So, you might, rather than have
generic programs, you might target it a bit more to a
particular location, or it might sit in between which might
be a particular cohort. There are different sort of
models, but the general point there is, having programs a
little bit more targeted can improve effectiveness of
what's actually provided.
Q.
Has this been considered for a whole-of-system roll
out, or is it just an idea that is being contemplated or
piloted in relation to a smaller aspect of the mental
health system?
A.
Well, I think the Government submission talks a bit
about moving more in that direction on mental health, so I
think there's a movement: it's not, you know, big scale,
but there's movement at the moment down that path.
Q.
The extent to which Partnerships Addressing
Disadvantage, what is the extent to which that could be
rolled out in different areas across the mental health
system? Do you think it's limited, for example, to the
provision of psychosocial supports or something broader
than that?
A.
You'd have to look at the circumstances, but there's
no reason why a number of those particular delivery models
couldn't at least be examined as part of whether that's a
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better way of delivering services.
Q.
So, is it fair to say that Treasury has an open mind
about the future for funding models in mental health in
Victoria?
A.
Yes.
Q.
Can I ask you about the NDIS and your evidence about
the eligibility criteria and the work that Treasury is
doing in relation to the restrictive criteria that apply
currently under the scheme?
A.
So, most of our work and responsibility for the NDIS
essentially relates to the interaction with the
Commonwealth particularly around what it means for funding.
Q.
But you make some observations in relation to the
difficulties for people who are presently not eligible
under the scheme. I'll direct you to paragraph 130 of your
statement, where you say:
"Ensuring that the NDIS responds to the
needs of people with mental illness and
psychosocial disability is a further area
of discussion with the Commonwealth. This
could include reviewing how eligibility
criteria recognise the unique needs of
people with a mental illness given the
episodic nature of mental illness ...", and
so on.
Is that an area you're identifying as having potential
for discussion between Victoria and the Commonwealth?
A.
Correct, and that's really relevant to one of my
earlier points about where you've got two levels of
Government, and really the point there is, for those people
who fall just below the eligibility criteria, there's an
important discussion that both jurisdictions need to have
about how they are actually treated so that they just don't
slip through the cracks.
Q.
Can I ask you about the support, the continuation of
support that's being provided for people in the transition
phase to the NDIS?
A.
Yes. So, there is some support that's provided for
transition.
Q.

How does that work on a practical level?
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A.
That's probably more of a question for DHHS in terms
of how that is actually working in practice.
Q.
Alright.
A.
I probably don't have that knowledge or visibility on
that particular point.
Q.
Let me take you back to the things you've said in your
statement. Perhaps we'll go back to basics: there's a
heads of agreement between the Commonwealth and Victoria
and the transition to NDIS has been phased.
A.
Correct.
Q.
There's a number of existing clients who are on
defined programs who are expected to transition to NDIS and
a number who have already. You said in your statement that
there is a transfer of funding between the state and the
Commonwealth. Can I get you to explain the transfer of
funds, we might start there, how has that arrangement
worked?
A.
Essentially the NDIS is a Commonwealth initiative, and
the whole objective of it was to then essentially replace a
range of services provided by the states. So, as part of
the transition, funding is then provided to the
Commonwealth on those services and then the states then
step back from the provision of those services.
So, that's essentially what is happening in this
particular case, and the point that we discussed a couple
of minutes ago was, then dealing with those examples where
people may not be eligible for the NDIS but may have been
receiving state services and we've just got to sort through
and ensure that people aren't then slipping through the
cracks.
Q.
That's what I'm asking you about.
statement that:

You've said in your

"The Victorian Government is providing
funding continuity of support for clients
in defined programs who are not eligible
for the NDIS due to age or residency."
So, what's happening in that respect?
A.
I probably need to take that on notice in terms of the
detail.
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Q.
Alright.
A.
I'm more than happy to provide exactly what is
happening in terms of those arrangements, but that's part
of the Government's commitment, just to ensure that there
aren't people that slip through. But I'm happy to provide
the Commission with that additional information.
Q.

Can I just give you this prompt: you've said:
"The Victorian Government has provided an
additional $70 million across 2018/19 and
2019/20 to support Victoria's community
mental health sector during NDIS roll out.
This is separate from the $77 million of
in-scope service delivery funding being
redirected to NDIS's clients transition.
It is to enable community mental health
organisations to retain workers and their
expertise during the transition, while
ensuring that clients assessed as eligible
for the NDIS receive the support they need
while awaiting transition to the NDIS."

A.

Yes.

Q.
So, those are the arrangements. We've heard evidence
in this Commission that, from the consumers' perspective,
they perceive themselves to be falling between the gaps;
and from the perspective of some services, it's reported
that they're not retaining workers and that their ability
to deliver services is being affected. So, those are the
gaps I think that the programs you're giving evidence about
are attempting to address.
A.
Yeah.
Q.
And I'm really asking you about how in practice
they're working?
A.
So, it's hard for me to comment whether people are
slipping through the cracks, that's certainly not the
intent. As I note in the witness statement, the 77 relates
to the transfer and then in addition there's the
$70 million the Government is providing, but I'm more than
happy to provide the Commission with whatever other
information my Department might have just to give a bit
more context in terms of the particular transfer.
Q.

Alright, we might regard that as a question on notice
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and we'll discuss that with the VGSO. Can I ask you about
the Commonwealth-State relationship to which you've alluded
a number of times: can you just say for context, what
aspects of the delivery of services by Victoria are funded
by the Commonwealth Government?
A.
In terms of total quantity?
Q.
Yes.
A.
So, probably the best way to answer that is, the share
of revenue, total budget revenue that comes from the
Commonwealth, that's probably the best way to frame it. In
general terms, about half of the revenue in the state
budget arises from the Commonwealth, of which roughly half
of that is the GST and the other half comes from grants
from the Commonwealth. That's the rough - it varies a
little bit year-by-year but that's the rough order of
magnitude.
Q.
If half is funded by the state and half is funded by
the Commonwealth, are there any constraints imposed by that
arrangement on the extent to which, when the Victorian
Government is looking to fund mental health services, are
there constraints on the capacity of the Victorian
Government to increase its funding by significant amounts
because the Commonwealth has to effectively match what
Victoria's going to do?
A.
A couple of points I'd make. So, firstly, there's no
constraints on the GST that's provided to the states, the
states can spend that revenue as it sees fit. There are
generally constraints provided on grants for particular
purposes: so it might be on school funding, on health, on
an infrastructure project. There's not only constraints on
the purpose, but there could be constraints on how it's
actually spent. Essentially there's nothing embedded in
the system which would stop a state government deciding to
spend more of its own funding in a particular area.
Now, it's not surprising that state governments ask
for contributions from the Commonwealth, that occurs all
the time, but when that request is rejected, that doesn't
mean a state government can't proceed with spending more in
a particular area, so there's no real constraint there.
Q.
In terms of further investments in mental health, what
do you see as the promise in developing bilateral
arrangements with the Commonwealth?
A.
Sorry, the promise?
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Q.
Yes, you mention in your statement that there are a
number of both national partnerships and bilateral
agreements, for example the bilateral agreement on national
psychosocial support measures. So, if Victoria is to
develop new initiatives, for example arising out of the
Royal Commission, does Victoria see itself as being able to
lead bilateral initiatives with the Commonwealth?
A.
That would be the intent. Not surprisingly, a state
government would want to partner the Commonwealth in a
range of services, and if there can be not just funding but
also other commitments, then that would be the ideal. So,
those discussions, depending on where Royal Commission
recommendations might get to, there would be no doubt
extensive discussions between both governments on taking
recommendations forward.
Q.
Can you say something more about the NPA on supporting
national mental health reform? You said that it:
"... sought to improve State and Territory
mental health services, particularly in the
priority areas of accommodation support and
presentation, admission and discharge
planning in emergency departments."
That's at paragraph 54 of your statement.
A.
Along with general funding for the health system,
there's a series of national partnership agreements which
generally tend to be time-limited. So, there would be an
agreement between the Commonwealth and the state - on the
states - on funding for particular initiative that might
end after three years. So, this particular national
partnership agreement falls into that sort of category, and
then those issues come up for then renegotiation and
discussion between the two governments.
Q.
Thank you. Can I ask you about the New Zealand
Wellbeing Budget. Can you tell the Commissioners what you
know about how that works and what its objectives are?
A.
So, the Wellbeing Budget that they released in May of
this year, it's quite an interesting document to read.
Essentially, it does try and bring together what a number
of governments tend to do in perhaps a not as explicit way.
I guess the fundamental part of a Wellbeing Budget is
recognition that the wellbeing of your citizens is much
broader than just some key economic aggregates such as
.26/07/2019 (19)
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economic growth: you know, it's the type of growth, what it
means for equity, the health of the citizens, those sorts
of things.
You don't necessarily need a Wellbeing Budget for
governments to make those statements, and governments often
do that, but in a sense the Wellbeing Budget starts off
with that principle, and then what they've done in
New Zealand is, essentially what they've described, setting
up domains, they've got I think 12 of them. Then the
important point is they as a Government have articulated
what they see as their priorities for the upcoming budget.
In the budget they released in May, they articulate
five, of which mental health is actually one of them. And,
without being part of their decision-making process but
what they've described publicly is, those priorities very
much determined how proposals that were brought forward for
consideration were assessed.
I read somewhere, in looking at the Wellbeing Budget,
that I think about half of the new initiatives in their
budget are directly tied to those five key priorities, and
the rest of it was really just about funding that is
necessary just to keep the business of government
proceeding.
So, that's really a key point about a Wellbeing Budget
in terms of recognition that, it's more than just growth,
and it's also about then articulating what your priorities
are and then assessing your proposals against that.
Now, governments generally do that in different ways.
It's not unusual for a Government at the start of a budget
process to say, well, our priority for this budget is these
particular areas, and we saw that under this Government
three years ago particularly around family violence.
The other important point I'd just make about the
Wellbeing Budget is, there's also quite a bit of emphasis
on then trying to connect services across Government, and
that's really I think a key part of their wellbeing
framework, and it comes back to my earlier comments about
more tailored service delivery around individuals. So,
they're placing quite a bit of emphasis on that.
And it's quite interesting, when you do look at their
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budget papers, the other thing that sort of struck me is,
they do spend quite a bit of time in sort of explaining in
quite detail what the issues are they're trying to address
as part of those priorities, so there's quite a bit of
analysis included in their budget papers about each of the
priorities, dealing with that question of, why is it that
the Government wants to invest in those sort of areas. And
then their investments are not just about the immediate,
but it looks like a number of their investments are about,
how do you deal with the wellbeing of your citizens in the
long-term as well, so it's a bit of a combination.
So, it's an interesting document. We're - not unusual
for most Treasuries - quite interested in what happens in
other jurisdictions, so we keep a close eye on
developments, so we've actually had a bit of a look at what
they've done and whether there's anything we can learn from
that.
Q.
Without wanting to commit you to it, knowing you can't
speak for the whole of government yourself, does Treasury
consider that there are some things that Victoria can learn
from the New Zealand Wellbeing Budget?
A.
Well, certainly interesting aspects about, how you go
about assessing wellbeing and how you go about articulating
priorities. As I mentioned, governments often do those
sorts of elements anyway, but in perhaps a less explicit
way.
It's not unusual for governments to set priorities for
an upcoming budget and it's not unusual for governments to
recognise that it's not just about strong economic growth,
you need to deal with problems in your society. It really
just looks at trying to bring all those things together, so
we're certainly having a close look at it to see whether
there's any useful things that we can advise and brief
Government on in terms of how we can improve our budget and
our budget process.
Q.
Is one of the most powerful things about that approach
to the budget the strong statement of priorities?
A.
I think that is an important part of the whole funding
framework, because at the end of the day funding is
determined by the Government, they're the ones who make the
decisions, and the articulation of priorities really then
drives where the investment goes. We saw that, as I have
mentioned a couple of times, with this Government on family
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violence: it was clearly a key priority for the Government
in that budget and it really then led quite a bit of the
decision making to end up with that quite significant
package of investment three budgets ago.
MS NICHOLS:
Thank you, Mr Martine.
Commissioners have any questions?
CHAIR:

Chair, do the

Professor Fels.

COMMISSIONER FELS:
Q.
Thank you for this excellently
set out account of your financing. Having given us the
ballpark on the Commonwealth 50 per cent or so of your
revenue, could you give us ballpark on the other sources of
revenue, stamp duty, et cetera, please?
A.
I am talking now off the top of my head here. Stamp
duty is actually not as significant as what a lot of
commentators think. A couple of years ago it was at about
10 per cent of total revenue; I think it slipped a bit, so
it might be around 8 per cent, would be my rough guide.
Certainly in our budget papers there's quite detailed
charts that sort of split that out, but I think from memory
it's probably sitting at about roughly 8 per cent.
Q.
And the others, carry on?
A.
So, stamp duty; the next biggest tax line is payroll
tax. Then you go to annual land tax, which only applies to
investors and commercial properties, then you start
dropping away with other revenue lines such as gambling,
fees, fines, those sorts of things.
COMMISSIONER FELS:

Thank you.

THE CHAIR:
Q.
Thank you, Mr Martine. Can I ask just
one other question, it goes back to the issue about the
complexity of forecasting demand and need in mental health.
I guess this is one of the things this Royal Commission is
trying to grapple with, because mental health as part of a
health system doesn't seem to have had the same challenge
in identifying chronic health needs, other form of health
need.
And so, just coming back to that a little further, can
I just push you a bit more: is it more than just the issue
of unidentified and identified need that leads to that
complexity? Because, we're repeatedly told it's
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particularly complex, and I must say, coming to terms with
why is still challenging.
A.
And I think that's potentially the key point, is to
try and actually understand why, because clearly where we
are today indicates that it has been difficult to identify
what that demand need actually is; despite, as I mentioned
earlier, a very significant growth in funding over the last
roughly nine years, and even despite that 71 per cent
increase in funding, we're still not meeting demand.
So I think it's a very complex difficult area to
really get a good handle on, and there's no question that
one of the key priorities moving forward is to try and work
out the best way to forecast that demand; because, if we
can't do that, then a lot of the other issues that we're
looking at won't really matter, we've got to get a good
handle on that demand forecasting.
Q.
If I just explore that a little bit further: at this
Royal Commission we've heard often and people have
described it as "the soft bigotry of low expectations", so
what happens when over a long period of time consumers stop
asking for help or stop going and demanding service because
they feel defeated by the lack of responsiveness.
When you think about how to quantify that is part of
the challenge, with a long period of time with inadequate
funding?
A.
And that is very difficult, and I suspect that is a
real problem that's there, and that's really that
unidentified demand that I referred to earlier. So, it's
not just - there are measures that we probably have now
which identifies the existing demand that people appear,
but it's that unidentified bit that is going to be hard to
determine, which as additional funding is provided and
there's different ways of services being provided, you
would expect that some of that unidentified demand would
then start emerging. But trying to get a handle on what
that actually is won't be easy.
But as I indicated in one of my answers, the way the
demand funding generally works is that sort of annual
assessment in the budget where, particularly in the areas
of Health and Education, the demand needs are then
identified by the relevant Ministers for their
consideration.

.26/07/2019 (19)

2378

1831

D J MARTINE

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

2019 public hearings

So, it might be that, you know, it takes a period of
time just to try and get that better forecasting and
information in place; that might actually take a number
of years to get right.
Q.
Can I also then take up one final issue which is the
issue of substitution. So, what we've heard is that many
times the inadequate response from the formal mental health
system places a particular burden on carers and families to
become the default service provider. Measuring something
like the contribution of carers in meeting or supporting
demand, how do you think we could go about doing that? And
are you aware of any examples where that's actually been
done successfully to convince governments about another
area of under-expense?
A.
I can't think of any examples off the top of my head,
but it is a real issue about the interaction between
different areas of spending, and it's the sort of thing
that you do want to ensure gets identified as part of the
decision-making process: that, if a particular service is
not funded, the consequence of that might be funding
pressures elsewhere in the system, which might actually
relate to a completely different area of Government or a
particularly different output as well. So, I can't think
of any examples off the top of my head, but it is a real
issue.
Q.
On that similar vein, some have suggested in the
course of this Royal Commission and our consultations, that
the limitations of the mental health system might mean that
you have an increasing number of people presenting in the
criminal justice system and ending up in prison, for
example, or the homeless population; so that's another area
of potential substitution; that if you had a more adequate
response, some of those people would be being managed in
the mental health system.
A.
I agree, and that's all very important analysis as
part of essentially what I'd describe as a business case
going forward for particular funding, and quite a few of
those linkages are already recognised. How you go about
measuring is quite difficult and how you go about
accounting for those is quite difficult as well.
Q.
So we may have to have further discussions with
Treasury in the course of this Royal Commission about how
some of that might be done?
A.
Yes.
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CHAIR:

Thank you.

MS NICHOLS:

CHAIR:
Yes, thank you very much for your witness
statement and evidence today, Mr Martine.
<THE WITNESS WITHDREW
MS BATTEN: Thank you, Chair. I understand that there is a
restricted publication order in relation to the next
witness.
CHAIR:
Pursuant to the Inquiries Act 2014, the Royal
Commission has made an order that prohibits the publication
of any information that might enable the identity of the
next witness who will be referred to as the pseudonym,
"Nina Edwards".
A copy of this order has been placed next to the door
of the hearing room. The hearing of Nina Edwards' evidence
will be limited to those people attending today's hearings.
For those watching on the live stream, this portion of
today's hearing will not be broadcasted. I ask that the
live stream now be cut.
(Live stream cut.)
MS BATTEN:

Thank you.

I call Ms Nina Edwards.

<NINA EDWARDS, sworn and examined:

[11.13am]

MS BATTEN: Thank you. Have you made a witness statement
to the Royal Commission in the name of "Nina Edwards"?
A.
Yes, I have.
Q.
I tender that statement. [WIT.0001.0066.0001] Can you
please start by telling the Commission why you are here to
give evidence today?
A.
Sure. So, the Royal Commission is a highly regarded
process and, as a person who's had lived experience, I feel
it important to share that. I also feel equipped to
discuss my experience with a lens of longevity.
I started as being acutely unwell. I was a part of
the missing middle for a couple of decades, and I have now
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embarked upon recovery, so I have a full spectrum of
understanding of the system.
Q.
Can we start from when you were 16, when you were
living in New South Wales, and can you tell the Commission
about your experience with the New South Wales mental
health system?
A.
Sure. So, when I was 16, I started having panic
attacks: they were there more than they weren't there. I
wasn't sure where to go in terms of service provision,
pharmacotherapy or psychosocial support, so I went to a GP
as one does and I requested support around the symptoms
which I considered were a slow death; I didn't understand
what was happening.
The GP asked me if I wanted pharmacotherapy in the
form of antidepressants. I declined this and I went to see
a counsellor. This counsellor was not funded by Medicare.
So, I was living on $218 a fortnight at the time, so I went
and saw the counsellor. I didn't find it very helpful
because they didn't have the depth and breadth of
understanding in terms of my illness. They gave me a book
to read called, "Learned Helplessness" and then asked me to
make an appointment if I so wished.
Q.
Can you please try and describe what it was like for
you being trapped in a mental illness?
A.
Yeah, sure. So, it was an extremely vivid and
heightened experience. I had anxiety and panic attacks
more days than I didn't, they were extremely debilitating
and I found it very difficult to attend school and to get
to school.
A lot of the time I would be too unwell to go to
school, so I had a lot of disciplinary interactions at
school because of my lack of attendance. Everything was
very difficult for me. I remember lying in bed at night
thinking that I was about to hit the ceiling literally
because my understanding of reality was very, very confused
and chaotic and it felt like I had left my body.
Q.
You said that you felt ashamed and paranoid about
people learning about your altered reality: could you tell
us about that, please?
A.
Sure. So, in high school a part of my peer group were
very high performing academic students; they came from very
comfortable middle-class backgrounds who did not appear to
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have any problems, so in terms of my peers at the time, I
felt very isolated and there weren't avenues at school to
talk about it.
I also felt ashamed because I thought that panic
attacks only happened to homelessness people, and I was
always very ashamed when I faced people that they would see
me blushing and they would see me trying not to fall over
and induce a lack of respect on their part because of my
disintegrating mental state and inability to coherently
have conversations.
Q.
You referred to going to see a GP and a counsellor; is
that how you managed your illness?
A.
I think they were a very small part of the things that
I tried to do to be okay, so I would not describe that as a
big part of my experience.
Q.
Can we move to when you were a university student; can
you please describe your mental health at that time?
A.
Sure. So, I got into Uni on the basis of special
recommendation because I didn't pass Year 12 and, when I
got there, I felt like I was already two steps behind
because I didn't feel I had the academic integrity.
It was very difficult for me to concentrate on the
themes that I was studying, and I found it very difficult
to go to class. It was a really humiliating experience and
I did not feel like I belonged because of my mental
illness.
Q.
What kind of supports did you have at this time?
A.
So, I was living in various share homes with varieties
of support. The main support I had at the time was my best
friend who acted as an informal ad hoc support person. I
wasn't really engaged in family relationships at the time.
My lecturers were very supportive in that they consistently
argued for my show cause - that's when you're kicked out of
university because of fails - so, they were very
supportive.
Q.
When you were about 22, you said that you were
couch-surfing and you were suicidal at that point, and you
took yourself to the ED in Sydney and you were hospitalised
for a week. Can you please tell the Commission about being
hospitalised?
A.
Sure. So, I was suicidal from about the age of 17
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onwards, I was periodically self-harming, and it reached a
head when I was 22. I was couch-surfing at the time and I
couldn't handle the intensity of the panic attacks or the
depression that had started to accompany my anxiety a
couple of years earlier. I knew that I had reached a
point at which I would either take my own life or I had to
engage in some sort of social infrastructure such as a
hospital.
Q.
You've said in your statement that you were dependent
on the ED for 10 years.
A.
Yep.
Q.
Can you tell the Commission about your visits to the
ED?
A.
Sure. So, not having any formal psychosocial
supports, or many informal supports due to my
self-isolating, I found the ED to be a place where I could
go because the chaos of the room there matched my inner
psychology, so it was really the only place where I felt
safe and the noise in my head was muffled.
I also found that the staff at the ED were as
accommodating as they could be given that they
self-identified - in my experience those people
self-identified as working in a
, so they
weren't particularly happy, but they were pleasant enough.
An emergency clinical nurse practitioner engaged me
and this was the first time that I had spoken to a
practitioner or a psychosocial support worker to support
me. It was very much ad hoc, I would turn up whenever I
needed to, with variable success in terms of personal
support.
They would give me antipsychotics to reduce my slight
hallucinations and my anxiety and my depression, and the
emergency mental health nurse practitioner provided
psychosocial support, as well as a normalising influence as
to how I self-identified and experienced my mental illness.
Q.
You also came down to Melbourne for a couple of months
at a time over a number of years; can you tell us about
your experience with the Melbourne mental health system in
those times?
A.
Yeah, sure. So, my experience in Melbourne was seeing
GPs ad hoc in large medical centres that bulk billed; this
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mirrored my previous experience interstate. When I told
them things like, "There are ants in my head, I'm seeing
nooses everywhere, I can't cope any more, I can't earn any
money, I can't do this", they wouldn't really engage. They
engaged in a clinical manner and they refilled my script
for antidepressants, which thus far were not very
appropriate for my mental illness, but they prescribed me
the inappropriate antidepressants, yeah.
Q.
Then you moved to Victoria permanently in 2015, and
you have attributed a Melbourne GP with starting your
recovery: can you talk about what that GP did to start your
recovery?
A.
Yes, sure. So, this was an ad hoc visit to a GP
medical centre. I engaged the GP with my, I guess,
unsophisticated understanding of what was happening. I was
still not aware of why my symptoms were so severe and I had
no formal diagnosis.
I started telling the GP that I was going to end my
life if the noises in my head and the drilling in my head
wouldn't stop. They took it very seriously and they told
me to speak as much as I like because they can extend my
visit into a triple visit, so that took the pressure off
the usual, I think, 7.25 minutes of seeing a GP.
He asked me about my symptoms and he engaged in a
thorough process of diagnostics and did particular tests
which give a tangible scale of one's symptoms, and he asked
me a lot of questions about what was happening in my head.
It was very difficult for me to explain because I was
in a self-perceived crisis where it was very hard to talk
because I felt like I was under water, on a rollercoaster,
with drilling going on in my head. I mention this so that
people can understand the depth of incapacity that myself
and other lived experience people have.
I felt like he engaged two-thirds of the way and I
engaged one-third of the way. He wasn't paternalistic, he
simply let me speak, and after about an hour he told me
that he understood that this was a crisis and he made sure
that he understood it was a crisis on my terms because, if
somebody's always in a crisis, it's not necessarily a
point at which they're in danger. But he understood that I
was in danger and he told me that he thinks I might have
bipolar or depression.
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He then urged me to engage a clinical psychologist and
a psychiatrist as soon as possible, and he made sure that I
would let the reception staff know that I made an
appointment with a separate external service provider.
Q.
You've made the point that he recognised the need to
engage with allied health services outside his own skill
sets and clinical discourse.
A.
Yep.
Q.
And that was important to your recovery?
A.
That was very important because up to that point I had
engaged a couple of psychologists, but I - I had the
impression, and I still do, that clinicians and some
community workers don't refer on; so they very much work
within the paradigm of their own profession, and they use
the tools which they are equipped with. I don't think that
the psychologists I saw were able to identify the danger I
was in of ending my life because I presented articulately
and I presented possibly in a way that was indicative of
somebody who had social mobility, not the crawling ants in
one's head wreck that I actually was.
Q.
Can I move to the topic of your work. You work in the
mental health system, and you've given in your statement
some examples of what you've seen people with mental or
psychosocial health issues doing to survive. Can you give
us some of those examples, please?
A.
Sure. So, obviously I'm not here on behalf of an
organisation, I'm speaking from my perspective. I
currently work as a consumer in the mental health sector, I
work for a non-Government organisation, and my role is to
engage with people who are thinking of or they're actually
applying to participate in the NDIS.
A lot of the people that I speak to are actually
referred from the programs that are funded to support
people who are transitioning from, say, allied health or
psychosocial organisations, so they have too many people on
the waiting list, or some of these people don't feel
equipped to support their transition.
I just want to point out that, in my work, the
psychosocial services have got some very skilled workers;
however they are restricted for a number of reasons, which
is why they end up being referred to myself. Their funding
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is now in six-month intervals while the state government
works out the needs of the transition.
So they come and see me, and a lot of these people
don't have very much knowledge about the NDIS. Some have
engaged a lot of services, some haven't engaged any. I
probably speak to about 15-20 people a week. Some of them
I'll spend up to eight hours with over a period of weeks;
other people it might be a 10 minute phone call.
Almost every day I get suicidal phone calls from
people who are really distressed about not having social
supports in place, or the fear of not having social
supports in place because the funding of these services are
finishing.
A lot of these suicidal calls are from people who
don't have the resources to pay for some of the evidence
that is required to enter into the new system and its
assessment process. Other people don't have the social
supports to support them through the process. Some people
might have very limited literacy or psychological coping
skills in order to deal with the process.
A lot of people that I speak to have - not dual
diagnosis, sorry - have multiple disabilities, so they
often engage in the process by using their sensory or
physical or cognitive disability as their primary reason
for accessing the new system, and they will almost always
try to put their psychosocial disability as a secondary
disability or not on there at all because there is so much
confusion about how to actually access the NDIS, in my
experience from what I've seen.
Q.
Finally, can I turn to the topic of problems. Based
on your experience and your work, what do you see as some
of the problems with the Victorian mental health system?
A.
Sure. So, one of the fundamental problems that I see
is the siloing of services. So, for example, in allied
health there might be different types of clinicians who can
support people in different ways. There might be different
psychosocial programs that can support people in different
ways.
When somebody goes out to engage these services,
there's no central point to which one can turn to
understand the spectrum of services there. This is
.26/07/2019 (19)
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particularly critical when people lack either the mental
health to go about finding services, or they don't have any
informal social infrastructure in their lives.
Another problem is the affordability of the Victorian
mental health system. By the time I moved to Melbourne I
was able to have limited financial support from my family,
but on the whole I paid for my services myself. The
psychiatry appointments were $220 out-of-pocket. The
psychology appointments limited to the 10 visits were about
$140 out-of-pocket.
So, if you can imagine that somebody who has ants in
their head, who can't walk down the street because they're
so disoriented, who are feeling very, very suicidal, that
person might have to spend $220 a week to see the
psychiatrist in order to sustain life. Life can be very,
very unsustainable if you don't have the support.
My particular experience has been engaging clinicians;
that's not to say that psychosocial supports aren't
incredibly important as well. I can only speak for myself,
so I don't speak about the paradigms of mental healthcare
per se.
MS BATTEN: Thank you very much. Chair, are there any
further questions for Ms Edwards?
CHAIR:
Q.
I guess you have touched very much upon the
issue of access to affordable stable housing too.
A.
Yep.
Q.
So, you describe in your long journey before you got
the help you needed, you were couch-surfing, you didn't
have somewhere easy to live. Can you just talk about that
and also from what you hear from your NDIS applicants about
the impact of lack of stable housing on your mental health?
A.
Yep, sure. So, in terms of my own unstable housing up
until I was about 35, I would say that there is a two-way
interaction in terms of the situation I was in. My mental
health had deteriorated and was destabilised, so I could
not engage in enough work or work that paid enough to
actually do things like save up for rental bonds.
I remember once I had to move, so I actually waited
for a bond refund, put all my items in the front yard, and
then ran to the real estate to give this released bond to
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another real estate so I could move.
The other thing is that, the lack of affordable and
safe and decent housing is really, really inadequate. So,
without that home base, one's mental health can easily
deteriorate.
In terms of my interactions with people who I work
with who are either trying to access the NDIS or are on the
NDIS, housing is a massive problem. A lot of people who
are still accessing either continuity of care or people who
are on the NDIS, are on public housing lists that are over
10 years and this adds to their suicidality.
I probably have this conversation with people once a
week at work. So, it's a two-way street: the economic
factors of our society and housing as a commodity means
that people can't find housing because of the lack of
rentals and the lack of affordability, and the issue of
mental health impacts people's ability to engage in
affordable housing.
CHAIR:

Thank you very much.

MS BATTEN:

May Ms Edwards please be excused?

CHAIR:
Yes. Thank you very much for your witness
statement and coming and sharing with us today.
<THE WITNESS WITHDREW
MS BATTEN:
break?
CHAIR:

Chair, is now a convenient time for a morning

Yes, thank you.

SHORT ADJOURNMENT
MS BATTEN:
Commissioners, the next witness is Ms Julie
Dempsey. I call Julie.
<JULIE ANN DEMPSEY, affirmed and examined:

[11.59am]

MS BATTEN:
Q.
Thank you, Julie. Have you, with the
assistance of the Royal Commission's lawyers, made a
witness statement for this Royal Commission?
A.
Yes, I have.
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Q.
I tender that statement. [WIT.0001.0067.0001] Julie,
can we start by you telling the Commission why you have
chosen to come and give evidence here today?
A.
Yes, I've just written a brief bit. I'll read out
from this:
"I would like to be here today as a symbol
of hope for myself and others.
"On the weekend, whilst working on my
evidence which has been quite traumatising,
I treated myself to seeing the Apollo 11
documentary at IMAX. I was eight years old
when the moon landing happened. I watched
on the wooden school floor with a sense of
awe and hope for the future.
"Space flight and science fiction become an
interest for me and is to this day.
Unfortunately my life after that was to be
one of extreme distress, horror and
alienation from society, friends and
family.
"Watching the Saturn 5 rocket take off on
Saturday night brought back to me that
sense of awe and achievement.
"I do not take the luxury of these feelings
for granted. I would not say I have come
full circle. Illness is only ever a few
serious stresses and sleepless nights away.
You never get back to where you came from
but I have defiantly and gratefully moved
forward in my life to a new positive
place."
Q.
Thank you, Julie. We might go back to where it
started, and can I take you back to when you were in fifth
form at high school when you had your first psychotic
breakdown. Can you please tell the Commission what was
going on for you at that time?
A.
I was under a lot of stress. My parents were going
through a really difficult divorce. I had an identical
twin sister who was starting to date boys and get more
independent and move away from the close relationship we'd
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always had with each other. I was going in a slightly
different direction to her as well. Yeah, they were the
main stressors in my life, and just the usual teenage
finding yourself problems we all grow up with.
Q.
You've said that you spoke to a high school
counsellor, but you didn't really divulge a lot to them:
why didn't you divulge more to the counsellor?
A.
Ever since my childhood, I had nightmares and fears of
being taken away and locked up, taken away from my friends
and family and locked away. I to this day don't know why I
always had those nightmares and it's ironic that I have
actually now been locked up and taken away literally, yeah.
Q.
You've pulled yourself together in high school and
finished your Higher School Certificate and you were one
the top students in the state in English and you received
commendations in every subject. Then you started your
Bachelor of Arts at university and in your first year you
were the top of 400 students; is that right?
A.
Yes, that's correct.
Q.
And you achieved a number of high distinctions in your
first year?
A.
Yes, every subject I had a high distinction in.
Q.
Then in your second year you started Honours, but
halfway through that year, the second year, things did not
go well: can you tell us what happened at that point?
A.
Right, I had my second major psychotic breakdown, this
one was more serious than the one I recovered from on my
own in high school. This one led to a hospital stay. I
went from being an involved student at Uni, taking in
everything I could intellectually and socially, taking
advantage of the environment, to going in and out of
hospitals and feeling like an outsider, not part of the
student community any more, and a bit of an intruder when
I'd go back and, really, it got to the stage where my main
connection with university was the student counselling
service and not much else.
Q.
You said that at this point all these doors were
shutting around you and then your normal supports went away
and they were replaced by psychiatric system supports: what
were the psychiatric system supports like?
A.
They could be quite cold and alienating. They weren't
like the warmth you'd get from a family member or a friend
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supporting you through a crisis. They were much more
clinical and directed. A main type of support they used,
or their main type really I think is medication, and I've
had serious consequences with side-effects from medication,
and that started to transform how I looked physically, how
I saw my body image; I'd put on dramatic amounts of weight
and I couldn't get clothes to fit me properly any more, so
I looked more slovenly, if you like, and as people see a
typical psychiatric patient, there are reasons why people
present certain ways, it's not just because they couldn't
be bothered, and I actually took pride in the way I
dressed, even though I'd go and see a psychiatrist and
they'd say, "Can't you dress better?" And I thought, "I
am, I'm clean."
That's another thing, I don't want to be too critical
of psychiatrists, they've helped keep me alive, they have
to make some tough decisions to keep people here and
living, but they can make quite unilateral decisions at
times, and without much consultation with the rest of the
treating team, and I think that's something we need to be
wary of, and hopefully the new Mental Health Act has got
more protections around that, that ultimately I think
psychiatrists have the burden but also the privilege and
power of making ultimate decisions around people's lives.
Q.
In this first hospitalisation after your psychosis in
second year Uni, you said that the unit was supposed to be
progressive but some things they did were quite cruel: can
you give us an example of something they did that was
cruel?
A.
A couple of things come to mind straight away, one was
the relaxation class. It was taken by a psychologist and
everything was done in group programs back in those days,
so you had to live with your peers, your peer fellow
patients, and also expose your vulnerabilities, I guess.
We were asked to lie on the floor with our legs on a chair
to do relaxation and shut our eyes, and because of previous
abuse history I felt vulnerable doing that, so I crossed my
legs on the chair. He then proceeded to make an example
out of me and humiliate me for doing that. I thought
someone in that position should have more sensitivity and
guessed why I was crossing my legs instead of making fun of
me.
The other thing that comes to mind was - can you just
prompt me again on that one?
.26/07/2019 (19)

1844

J A DEMPSEY (Ms Batten)

Transcript produced by Epiq

2391

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

Q.
Yes. This was when the unit was cruel to you, and
another example you gave was about the diagnosis, they
wouldn't tell you about your diagnosis?
A.
Yes. Back in those days they didn't always tell you
your diagnosis straight up, and so, for two years I didn't
know my diagnosis; I was led to believe I was extremely
neurotic, and I was told I did not get psychotic and I
needed to manage my mind better. How you do that, I don't
know, I was totally out of control and going to them for
help, and so I became very depressed as well as psychotic
and living in a state of horror and fear, even though I was
in a hospital, I wasn't getting support for what my
symptoms were that mattered to me, because they were saying
you're neurotic and need behaviour therapy, and that wasn't
helping what was actually going on for me.
It wasn't until two years later when I was in a larger
institution that one of the social workers, at great
personal cost to her, broke ranks from the
multidisciplinary team and said, "Julie, you actually get
psychotic", and that just took so much guilt and shame off
my shoulders. You never think someone would be glad to be
told they're psychotic, but for me it lifted and explained
a whole lot of things for me, and it was something I could
start to work with and come to grips with instead of some
airy-fairy, not controlling yourself idea.
Q.
When you were in the inpatient unit, you were in there
for nine months and then you were an outpatient for
another year, and you've said for eight years you went back
and forth between the hospital and university. Can you
tell the Commission about the difficulties in doing that?
A.
Yes, so I went backwards and forwards between multiple
hospitals depending where I lived because it's zoned to
area. Some of them were worse than others, they're not all
exactly the same depending where you go.
I'd go back to university, do another subject, end up
back in hospital, have to defer for the rest of the year,
so this went on for eight years until I used up my eight
years. I got within half a unit of actually finishing
my degree. I don't know what kept me going because I was
just so doped up and distracted by voices, it was really
hard to concentrate in class, and I'd have to sleep on the
benches in between the tutorial rooms, in between tutes to
just try and be there and get to a class, so it became a
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real struggle.
Writing essays used to be a joyful challenge, it
turned into this cognitive nightmare for me. I somehow got
the essays written and got to nearly get my degree, so it
was very frustrating to get so close and miss out in the
opportunity.
Q.
A.

Then you've said, ultimately you did get your degree?
Yes.

Q.
And you were one unit short, but ultimately you did
get it: how did you get it?
A.
That was thanks to another social worker I knew at a
rehab service, and I was talking to her one day about how
hard it was to see my friends and family around me all
getting degrees and getting into work, and I felt like a
nothing and a failure. And I'd had the world before me
when I was at first year Uni: I was planning on going into
lecturing, academia or law or social work. You know, it
wasn't just one path, I could have done multiple things and
all that shut down, and so - sorry, what was the question
again?
Q.
About how you ultimately got your degree?
A.
Yeah, so the social worker thought it was outrageous
that I didn't get my degree and knew how much it meant to
me, so she arranged a meeting with the dean and we went and
saw him and he said I was a brilliant student when he
looked up my notes. And then, rather bizarrely, they
agreed to give me my degree posthumously, and the Julie I
had known in the first year was well and truly gone, but it
was, in some ways it was sort of fitting. But anyway, I
went to the ceremony and I got my degree and it just
changed my life so much. It was a turning point for me in
that maybe I can make something of my life, maybe I do
matter, all of those years of struggle weren't just a waste
of time. So, yeah, it was really important for me to get
that recognition.
Q.
You've said over the years you've had extensive ECT,
and that ECT was primarily against your will?
A.
Yes.
Q.
How did you have it if it was against your will?
A.
I was certified, so I was put in a locked ward, I was
escorted to the ECT suite. I didn't actually physically
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struggle; I just thought, well, there's no way out of this
and submitted. I'd come out of ECT with a splitting
headache, confusion, not sure where I was, I'd be wheeled
out in a wheelchair and you can have short-term memory loss
where you're not even sure whether you've had ECT, and the
whole thing is very confusing.
And, after you go through this process a number of
times your mind becomes quite battered, or mine did anyway,
and you start to submit anyway because you've just lost
your fight and you're so confused. 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 almost for me; it's quite
devastating for me.
Q.
You gave the example of you being a practising
Buddhist?
A.
Yes.
Q.
And then after your ECT, you no longer had that
memory. Can you tell the Commission about that?
A.
Yeah, so last time I had extensive ECT I was a
practising Buddhist before I had it. I'd requested not to
have it, I said I was worried how it would affect me
cognitively. From history I knew it would take me two
years probably to get back to - I'd never get back to where
I was, but to get back to some sort of cognitive level.
And, I was meditating twice a day, I was in advanced
Karma classes, I had read extensively on the subject. I
had the ECT, I lost all memory about Buddhism, all the
teachings. I lost my sense of spirituality; that was
ripped from me. I have never been able to regain that
sense of spirituality.
I went back to Buddhism. The only reason I even
remembered I'd been Buddhist was because I went through
some books at home and thought, "What are these?" And saw
notes in the column and thought, "Oh, I've read these."
So, it was pretty shocking and demoralising. And, I've
tried to regain my spirituality, but it's just not there
any more, it's just theory to me now.
Q.
You mentioned the side-effects of medication. You
were Olanzapine for 20 years with some disastrous physical
side-effects: can you tell the Commission about some of
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those side-effects?
A.
Well, I've actually got a long list here, and these
are typical for a lot of people, so a lot of people have to
put up with this. This is not just Olanzapine but a
variety of medications I've been on.
Eyesight disturbance, sedation, weight gaining,
increased appetite, high cholesterol, confusion, akathisia,
dry mouth, dental issues, constipation, diabetes, low blood
pressure, low motivation resulting in lack of exercise,
incontinence, asthma complications, clashing with other
medications, urinary retention, sex drive impairment,
severe untreated stomach reflux leading to precancerous
Barrett's mucosa, cognitive impairment, Parkinsonian-type
tremors, nausea, and a stomach ulcer to name a few.
Q.
You repeatedly request a medication change which was
denied?
A.
Yes.
Q.
So, you on occasions tried to go off the medication by
yourself, and that resulted in traumatic hospital stays.
Can you please tell the Commission about the hospital
stays?
A.
So, I'd become seriously unwell coming off the
medication and be certified and put in hospital, and I
would have willingly done it gradually in a measured way
and gone on to - I wasn't saying I wanted to come off all
medication, I would have gone on to a substitute, but they
said, "No, this is what suits you best, just put up with
it." It's almost like you've got to put up with these
sorts of side effects because this is your lot as a psych
patient and everyone does so you can too, and they forget
about the individual person and how it's affecting you as a
person.
I know mental illness needs to be controlled, if you
like, especially if you get violent or agitated, but there
has to be more to controlling it than the cost we are
paying in physical health. I don't expect to live to a
long age, I think it's 25 years younger that psych patients
can expect to die than the rest of the population. With my
health complications, I'm not expecting to live to an old
age so I'm just making the most of what I have now. Sorry,
what was the rest of your question?
Q.

No, that's a response, Julie.
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issue of police interaction. You've referred to two
negative experiences with the police: the first was when
your partner, Kerrie, died in your home after taking an
overdose, and you've stated that you were treated brutally
by the police when they arrived. Can you please tell the
Commission about that experience?
A.
Yeah, sure. So, I found Kerrie dead on the kitchen
floor, she'd killed herself while I was asleep. I knew she
was suicidal. She wasn't a psych patient as such, she was
actually working for the Government and was in a bit of
stress, and so, I was looking out for her and thought I
won't leave her alone and it just didn't occur to me she'd
do it while I was asleep; a mistake I regret to this day.
But anyway, the ambulance and fire brigade were there,
then they waited until the police came and then the
police - I was sitting on the floor holding Kerrie's hand,
and this police sergeant came in with a constable and said,
"Oh you, we want you to go to the bedroom." I said, "Why
do I have to go to the bedroom?" They said, "Because we
need to search for a suicide note." That didn't actually
exist, they never found one. I've looked to this day and
never found one.
.
Q.
We maybe won't encourage people to do that but remind
them of the supports that are available.
A.
Yeah. But they sent me to my bedroom and they
searched the house while I was sitting alone in the
bedroom, no other supports or family had arrived as yet, it
had only been dead Kerrie, the police, fire brigade and the
ambulance, and they wouldn't even negotiate it, they said,
"We're not going to have any arguments about this, you just
go sit down there."
So, I'm in there with the door shut wondering what
they're finding, and feeling guilty and ashamed that I'm
somehow responsible for Kerrie's death and that they're
looking for some sort of evidence, and that I could be in
trouble myself.
Q.
In contrast, how were you treated by the ambulance
officers?
A.
The ambulance were lovely, they were very supportive.
As each of them left they touched my arm and said, "Sorry
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for your loss", and that human connection at that time I
remember to this - this was 2002 - I remember clearly to
this day it meant so much to me, especially after what was
going to happen with the police, to have that sympathy and
just acknowledgment of the enormity of what had just
happened.
Q.
You referred to two incidents involving the police:
the second one was when you were in the back of a divi van
which you've said was one of the lowest points of your
life. Can you please tell the Commissioners about that
experience?
A.
Yes, I was in a hospital Emergency Department needing
transport to hospital, a psychiatric hospital. There were
no ambulances available so they decided to use a divi van.
I wasn't agitated or aggressive, why they couldn't take
me - you see these mass murderers and things being escorted
with dignity in between two police officers in the back of
a police car; I've never committed a crime in my life and
I'm thrown in the back of this divi van in front of a
waiting room full of people at the Emergency Department; it
was so degrading.
And, as you drive away, you see everything being
removed from you because everything's going backwards
because you're sitting backwards in the back of a divi van,
and that had to be one of the lowest points of my life, and
I think that was at the point that I really lost my
citizenship.
Q.
Can I turn to the issue of rebuilding a meaningful
life. You've given a speech on rebuilding a meaningful
life and we've got a copy of that attached to your witness
statement. What have been the key things for you in
rebuilding a meaningful life?
A.
So, there have been a number of things: a big one has
been hope as I spoke of at the beginning of my statement,
and other people held the hope for me when I couldn't any
more. For many years I felt so degraded by the system and
the illness, and I felt quite sub-human. I no longer even
acknowledge myself as a fit human being amongst my fellow
human beings; I was just subordinate as far as I was
concerned, and it was friends and family who said, "We can
still see Julie in there", even amongst all this despair
degradation I'd gone through. They held that hope, and
somehow the fact that they held hope for me somehow in all
that despair connected enough to keep me alive.
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Then when I was ready to re-emerge, if you like, and
batter my way back up to the surface, I had that to pull on
and to cling to, and never underestimate how much a
friendly word or a bit of compassion can mean to someone
when they're desperate.
Q.
You're now a senior consumer consultant at
Forensicare, and you've been at Forensicare since 2009?
A.
M'mm.
Q.
So what does your role as a senior consumer consultant
involve?
A.
So, it's quite extensive, I cover the whole of
Forensicare services: community, prisons and Thomas Embling
Hospital. I guess the key thing I see in my role, it's
similar to social work roles, and we have an allyship model
there where we work together, is promoting and preserving
justice and human rights for patients.
And so, within the psychiatric system I think the
Mental Health Act trumps all other Acts. I know it
certainly overrides the Victorian Charter of Human Rights
and the UN Charter of Human Rights, and that's pretty
powerful legislation, and so, I try to look out and empower
patients and consumers to know what their rights are, to be
able to stand up for themselves, to hold the service
accountable and to get the best service delivery for the
patients, but also to work with clinicians and management
so they understand consumer perspective, and they can make
the best the service can be as well.
Q.
You've also referred to mentoring various patients and
colleagues including senior clinical staff. Why do you
mentor people?
A.
I think I mentor people for that justice reason: I
don't want anyone else to have to go through what I've been
through over the years. If I can change anything for
anyone out of what I've been through, then that's worth
doing and I figure, without being self-pompous or anything,
I think if I can do it - because I was down there with
horrible psychosis and negative symptoms for decades; I was
a lost cause. Many people - I think the system even gave
up on me, it was just individual people who kept me going
and kept supporting me: so, if I can do it, I hope anyone
can do it.

.26/07/2019 (19)

2398

1851

J A DEMPSEY (Ms Batten)

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

2019 public hearings

Q.
You've held various executive roles at Women's Mental
Health Network Victoria, including being the Chairperson,
and you've also received three awards for your work in
mental health. I'm going to read what those three awards
are and then I'll ask you a question at the end.
The first one was in 2014, you received Minister for
Health's Victorian Public Healthcare Award for outstanding
achievement by an individual or team in mental
Healthcare. In October 2018, the Thomas Embling Consumer
Advisory Group won the Consumer Advisory Group Award at the
Victorian Mental Illness Awareness Council. In May
this year you were awarded the 2019 Meritorious Service
Award by the Victorian branch of the Royal Australian and
New Zealand College of Psychiatry.
My question is, what has receiving these awards meant
for you?
A.
It's made me feel proud of myself. So, I've gone from
a level of sub-human up to, I don't wanna get a big head,
you know, and I hopefully still fit through doors. Yeah,
no, it's made me proud of myself and it's not a hollow
proudness. Those awards are hard fought and won, and
there's something my colleagues can recognise in that
beyond - so many times you get seen as a psychiatric
patient first and a person second, and hopefully with those
awards - my fellow consumers always congratulate me and
said, "Well done", but hopefully colleagues can see that
there's something to recognise there beyond someone dealing
with symptoms.
Q.
I'm going to ask if we could have a slide that shows
some of your artwork. [WIT.0001.0067.0016] Can you please
tell the Commissioners about how you use art for coping
when you're seriously unwell?
A.
So, I use art as a method of communication around what
is happening for me. When you're in psychosis and extreme
distress, it can be really hard to translate that in words
across to someone who hasn't been through it or to a
practitioner, and the artwork also is a therapeutic tool
for me to exorcise my demons, if you like, get them out on
paper out of my head. And then when I'm well, also I can
look back and see where I was and think about how did I get
out of that and what can I do in future.
So this example is, I went on an art outing with a
rehab service, and this was after my last ECT lots, and I
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was quite depressed and thought there's no hope for me, I
couldn't even be bothered going on the outing, I just got
pressured into it. And while we were there, the art
teacher helped me to see art and drawing in a more artistic
way, so it was a different way of looking at the world: to
look at the outline of the tree I wanted to draw and the
light and dark, instead of just looking at this tree and
trying to draw it, and that was a revelation for me.
As you see, "Julie sees bigger picture". I went from
this naked, exposed, desperate person who was just about
ready to give up the ghost, to this clothed, more secure
happy person, child-like on a swing with the future in
front of them.
Q.
Can I turn to the issue of the mental health system
and reform. I want to ask you about a number of different
topics. The first is the Mental Health Act. So, you've
said in your statement that:
"The implementation of the Mental Health
Act 2014 held much promise, however the
underpinning recovery principles and
general consumer participatory nature of
the Act have been limited in uptake. The
culture of the mental health system
essentially hasn't changed."
Can you expand on that and tell the Commissioners what
you mean by that?
A.
I think the ideas behind the Mental Health Act around
capacity and supported decision-making instead of
substituted decision-making, and recognising person-centred
care, I think they're all great ideals to have in it.
However, from my observations of - I haven't actually been
in hospital myself recently, but I work in the field and I
have friends who go into hospital, and from what I've
spoken to them about, it's not clear that this is being
taken up as well as it should be by the services. It's
really hard to change this ingrained negative culture we
have in the psychiatric system.
I'm not blanketing everyone with that, we have stand
out individuals and nurses, psychiatrists, psychiatric
service officers, people throughout the system who mentor
and are a great example and relationship builder with
patients and can make a tremendous difference to your life.
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But we also have a negative, desensitised, overworked,
stressed out workforce that can't see the light for the
trees sometimes and I think that comes across in their
practice.
A key example of that is, going back to when I was in
Larundel years ago, the nurses would stay on the floor all
day with you, they'd engage with you, they'd keep your mind
active, they didn't just leave you to your own misery in a
corner somewhere and not engage and try and help you
practically through what was going on for you.
Today the nurses have a lot of paperwork to do, they
tend to stay in the nurses station a lot and not out on the
floor, and then there's this thing about, it's not safe;
you hear the reports in the news, it's not safe in the
psychiatric system for staff and the unions all get
involved. Well, how can it be safe if it's so "us and
them". You're leaving the consumers to struggle in an
acute state where they could be delusional and have
paranoia and fearful and that can build up.
If you're on the floor engaging with them and building
some sort of therapeutic relationship, you could actually
defuse a lot of that, defuse the need for seclusion. I've
been put in seclusion so many times and I wasn't even
agitated to start with, they just wanted to give me an
injection that I was refusing. I'd get surrounded by
people in blue gloves and a kidney dish with a needle in
it. Next thing you know you're being dragged off and
forcibly injected and held down with a knee in your back,
and you've got some security guard watching you who you see
down the local shops watching you be stripped naked and put
in pyjamas. How can you preserve any sort of dignity in
that situation and how can you build up relationships? You
can't.
Q.
Another area that you are passionate about is gender
issues, and you've given a talk at North East Victoria
Innovative Learning on your experience of inpatient
psychiatric wards and the gender-specific problems in the
mental health arena. Can you identify some of those
problems?
A.
The problem with mixed sex wards is extensive, it's
long running from back into the 1960s when they introduced
mixed sex wards. From my personal experience, when I'd go
and give talks at forums, at conferences about
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gender-sensitive issues and what we can do to help
alleviate them and to training for staff, and I could go on
all day about the issues, but just a few examples of what I
experienced in a hospital stay is: male patients walking
naked from the shower out into the day room, not being
reprimanded by nurses for doing it, just saying, "Go get a
towel."
If a female patient was to do that - well, they
wouldn't do that - but if they were a bit promiscuous,
they'd get put in HDU for their protection. I've been
sitting on a lounge and have a male patient next to me
expose himself, I've had another male patient start playing
with himself. Sorry, these are a bit abrupt but this is
the reality you are facing when you're an inpatient.
I've had friends who have been raped and have since
committed suicide because there wasn't proper follow up
support. We don't even have a dedicated system with CASA
for alleged sexual assaults where they are automatically
called in. These are basic things that services have been
told to do for years by concerned clinicians, consumers,
carers, and it's just not happening; they're just - I don't
know if they're not listening, if they're not capable of everything's siloed. I don't know if they're not capable
of communicating and connecting with other services, but
the system itself is imploding and other possible supports
out in the community aren't accessed.
Q.
Can I turn to the issue of lived experience workforce.
You've said that:
"We need peer-run respite and drop in
services, similar in model to VMIAC, that
is, run for consumers by consumers."
Can you tell the Commission how you think the lived
experience workforce needs to be reformed?
A.
I think we need extensively more peer workers in the
system itself. They've proven, with the post-discharge
program that's rolled out over the last few years, it's
proven so beneficial where they're introduced into services
by DHHS, that those services have now used their own
funding to create more positions, so I think we need to
extend that.
I think we need to extend other positions in services,
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like psychiatric service officers who are on the ground
engaging with patients, they give practical supports, they
can be great mentors. We need more social workers in the
system. It's too medically top-heavy. There are so many
other workers we could employ to be more holistic in our
care to consumers than just sticking so rigidly to a
medical model that has proven alienating, cold and
ineffective.
Q.
The final idea for reform that you had was a dedicated
media unit?
A.
Yeah.
Q.
Can you tell us about that idea?
A.
So, I think we need - there is so much negative press
and stigma about mental illness and psychiatric patients,
that I think we need a dedicated unit a bit like in
Australia's StigmaWatch but going a step further, and that
is, if there's negative reports in the media, then
following them up and not letting the media get away with
it and saying, this isn't accurate, you've portrayed this
person in a negative light. I'm not saying the state
should direct everything, but encourage them to do a more
positive follow-up story. To get out there - we need
advertising and campaigns to get out there positive stories
of consumer experiences.
And not just recovery stories, but negative ones, so
people are aware of what consumers are facing. It's not
just when you go into hospital that you need attention; to
get into hospital you have to be homicidal and suicidal
combined I reckon, you have to be so acute to get service:
what about all the time in between when we could be
preventing these crises and giving some maintenance and
helping people learn about their symptoms and how to deal
with them? There's no maintenance out there, there's no
support in between actual super-crisis, and for some
people, like for decades I was chronic, I was actively
psychotic all the time, what support is there?
I had my partner, Kerrie, she unfortunately passed
away, and that again was a burden on her as a carer; after
that it was just repeated hospital stay after stay for me.
Q.
Thank you, Julie. Is there anything else that you
would like to stay to the Commission at this point?
A.
Yeah, I've just got something I'd like to finish with:
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"We are all someone else's someone else.
Mental illness does not discriminate and
neither should we. We need to share the
struggle together, not push consumers to
the fringe of common social existence. The
system needs radical change, not more
band-aid solutions:
"To make this happen serious funding needs
to be allocated. If we can do it for
railway crossings that are dangerous and
inconvenient, we can do it for distressed,
vulnerable and to some extent forgotten
people.
"With the right systems and supports in
place we can make hope for meaningful life
achievable and real. Please return some
humanity to this crisis-driven system to
allow for meaningful rehabilitation and
prevention, not just abrupt medication
adjustments and fleeting contact with
support staff.
"Staff also need to see the fruits of their
practice instead of only seeing people at
their worst and in crisis. We are all
patients and staff struggling and drowning
in this broken system. Please construct
something new that encompasses the best of
humanity, not the dregs of despair."
Thank you very much.
MS BATTEN: Thank you, Julie.
questions for Julie?

CHAIR:
I don't think so, Julie, I don't think we could
ask anything more. So, thank you very much for coming and
sharing your reflections with us today and for your witness
statement.
MS BATTEN:
CHAIR:

Thank you.

May Julie please be excused?

Yes.
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<THE WITNESS WITHDREW
MS BATTEN: Chair, that concludes the evidence for today
and this hearing.
CHAIR:
Today marks the final day of the Royal
Commission's four weeks of public hearings. It has been a
powerful month, moving and inspiring. We have heard from a
range of witnesses at the Melbourne Town Hall, in
Maryborough and at the Aborigines Advancement League in
Thornbury. This has included 29 people living with
challenges to their mental health, carers and family
members, and 67 mental health professionals, CEOs,
academics and public servants.
We have heard from a breadth of consumer perspectives,
from young people, to those who have lived through
institutionalisation, from Aboriginal Elders, to farmers,
to politicians, to refugees and footballers.
We have gained insights from school principals, police
officers, paramedics, sector leaders, clinicians and
researchers.
With deep gratitude, we thank everyone who has
participated in these hearings.
In particular, we thank the community witnesses who
have shared their personal experiences. We understand that
it is not easy to retell private and painful experiences,
particularly with a wide audience.
We acknowledge the time and effort it takes to
prepare, combat nerves, and appear in front of the
Commission. We have been struck by people's openness and
purpose in an environment that can at times feel
intimidating.
We have been moved by the humanity that was palpable
throughout the hearings. We saw witnesses form bonds,
reach out to one another, offer support and share hope.
Everyone has demonstrated a commitment to making
things better so that others may avoid a similar path. In
the words of one witness, "If I can help one person, that's
a win. That's all that matters to me, is to give back."
We give our thanks to you all.
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We have also heard from mental health professionals,
academics, CEOs and public servants. Their contributions
spanned the systemic challenges with Victoria's mental
health services and, along with the community witnesses,
generated ideas for reform. We are grateful to all these
witnesses for sharing their expertise, insights and time.
Each witness has put in an enormous amount of care and
concern into their evidence, and each witness, no matter
their background, demonstrated a collective commitment to
making the mental health system better.
Each contribution shared with the Commission will be
critical to our work. Each contribution will inform our
deliberations and proposed reforms and will assist us in
understanding the impact of policy and system design.
This month has re-affirmed how mental health
conditions can touch anyone from any walk of life, people
on different paths with different opportunities, from all
different backgrounds.
We heard that stigma can be experienced differently
across the mental health continuum. Its impact can prevent
people reaching out and seeking help. People experience
discrimination, particularly in the workplace, and are
impeded from living full and contributing lives.
We were welcomed at the Aborigines Advancement League,
as we continue to learn from the wisdom and build on the
knowledge of Aboriginal Victorians. We heard about the
critical importance of Aboriginal-led responses and
culturally appropriate services; how difficult it is for an
Aboriginal person to talk about their experiences when the
person in front of them has no understanding of Aboriginal
culture and social and emotional wellbeing.
Witnesses conveyed the importance of understanding
that Aboriginal conceptions of mental health are holistic,
shaped by connections to culture, land, extended kinship,
ancestors and spirituality.
Throughout the weeks we have heard how important
networks are - families, friends, communities - to build
connections and support. We heard how important the basics
are - a home, health services, employment - to live well.
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We heard about the importance of inclusive services
that are responsive to and reflecting of our diverse
communities. As one witness said, "communities have their
own ways to heal and it is important to build on that."
We heard how examples of stigma can be compounded by
racism and intolerance. A stark example was the impact of
racism on the mental health of Aboriginal people and how
this can perpetuate a lack of self-worth carried from
childhood and creating an additional stressor on mental
health.
An Aboriginal Elder conveyed how her childhood
experiences of racism were still raw, referring to her
experiences as "a mental anguish you continually carry with
you".
A young witness reflected on how racism and
discrimination contributed to mental health challenges in
diverse communities. He reflected on how common these
experiences are in day-to-day life, saying how people cross
the road when they see an African person or call the police
because African people are in the local park.
We heard of the additional challenges people from the
LGBTIQ community face and fear, when coming out may result
in people being excluded from family, friends and social
networks. As one witness said, "You could lose all of the
connectors and protective factors that protect us around
suicide."
We were moved by the experience of carers: young
people caring for their parents and siblings, and parents
navigating a fragmented system determined to find support.
We were stirred by the honesty of families and carers as
they talked of their commitment, as well as the exhaustion,
the desperation and the fear of losing their loved ones.
Across the weeks we have consistently heard about the
challenges people face in accessing services: people being
turned away, being told they're not sick enough or being
told there are no available beds.
As one witness described, "the mental health system
felt like opening a door and seeing a yawning abyss. We
opened the door and there was nothing behind it, absolutely
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nothing."
Time and again we've heard of "the missing middle" and
the strain this places on services, culminating in people
spending days in emergency departments or people
experiencing suicidal ideation, being sent home to fend for
themselves and an increasing reliance on a police response.
For rural and regional communities, we heard about the
"tyranny of distance" people face as they try to access
services. We heard of one mother's struggle to receive
support for her child, where she packed up half her home,
quit her job and moved to Melbourne.
We heard of the challenges farmers face, including the
strain of running a business at the mercy of the
environment, social isolation, acclimatisation to risky
behaviours, and practical barriers to leaving the farm for
a day.
As one witness said, "farmers seem to put up with
injury so long as they can still actively farm and it is
only when they are unable to physically work that they will
eventually seek help."
We have heard about men who are reluctant to seek help
and fear being labelled as "weak".
In this short closing statement, I cannot do justice
to all the contributions we have heard in the past month.
But I must emphasise that we, the Commissioners, have been
deeply moved, sometimes overcome, by the honesty in which
people shared their experiences and expertise.
We have been inspired by the strength of people with
lived experience. Despite the failures of the mental
health system, we have seen people forge contributing and
fulfilling lives, many championing for reform. As one
witness said, "we are not passive, we will no longer
receive, we participate."
These hearings were all about ideas for reform.
Community witnesses, mental health professionals,
academics, public servants and CEOs shared their rich
insights and expertise, inspiring us to look forward and
envisage a mental health system for the future.
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We must bring open minds to new ways of working. We
must consider the opportunities in our modern world, new
technologies, digital opportunities, if we are to envisage
a contemporary system.
We know that reform is not only about money. It will
take a coordinated effort, with long-term planning and
systems integration. It will involve a service response
and a community response.
We appreciate that there is a tension between building
on existing foundations and envisaging an entirely new
system. We will reflect on the contributions provided and
take a whole-of-system view.
We are mindful that band-aid solutions create
fragmentation and short-lived reform. A saying shared by
one witness resonated with us, "we have a lot of airports
around, that's because there's a lot of pilot projects that
come in and go."
We know that we cannot bring about reform without the
support of the workforce. We need to build on its strength
to lead change, influence culture, and drive reform.
Emerging leaders need to be encouraged to be open to new
ideas and to drive clinical excellence, and the peer
workforce must continue to exert influence.
Finally, across the weeks there has been a sense of
hope. We know that people have participated in and closely
followed these hearings because they believe in the purpose
of this Royal Commission. Perhaps for the first time some
people feel positive about the future of mental health
services.
We have heard your plea. We have heard that we must
be brave, bold and ambitious in our reforms. We must think
laterally, we must be open to new ideas, and we must be
future-focused.
As one mother implored, "please do everything you can
to prevent any parent having to deal with the enormous
aftermath of losing a child to suicide."
We feel the weight of responsibility in undertaking
this work, but we don't shy away from this challenge. We
know what is at stake and we will work hard to generate
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change.
The Commissioners will now reflect on, examine and
test the evidence we have heard, as we work towards our
findings. We will continue to review the thousands of
submissions and comments we have received, along with what
we have heard across the community consultations with over
1,600 people. We will also consider a survey we undertook
last month with 3,000 Victorians to understand the broader
community's perceptions of mental health conditions.
The public hearings have been an important source of
evidence, serving as another input to inform the range of
issues that have been put forward for us to consider and
help narrow our focus. We will undertake a careful and
deliberative process and think deeply about the evidence
raised and the information provided to us.
We will further consider issues through targeted
engagement, research, hearings, roundtables, discussions
with our Expert Advisory Committee, leading thinkers and
researchers, and we will look here and abroad for new and
emerging best-practice models in both mental health and
parallel systems.
The Commission will provide an interim report to the
Victorian Government by the end of November this year,
followed by our final report in October 2020.
We have our work cut out for us, but there is no
greater, more pressing challenge than realising the hope
that has been ever-present across our work so far.
The evidence from the hearings, with the exception of
the contributions that are subject to restricted
publications orders, is accessible through the transcripts
and witness statements that are available on the
Commission's website.
Before rising, we would like to thank a number of
people who have ensured these hearings run smoothly: the
Commission staff, the transcribers, the technical supports
and the support services.
Just as we encourage anyone who has been impacted by
what they've heard to seek help or support, we have had a
dedicated team of counsellors with us each day to support
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our witnesses and those in attendance. This extends to the
Commission staff and indeed the Commissioners, and for this
service we are very grateful.
We thank Counsel Assisting: Lisa Nichols QC, Fiona
Batten and Georgina Coghlan and members of the legal team
in their preparation for the hearings and for their
dedicated and sensitive work throughout.
We thank the representatives of the media who have
attended the hearings and who have reported on the
proceedings in a respectful and caring way.
We acknowledge that many members of the public have
followed our public hearings. A number of people have been
here with us on multiple days or have listened to the live
stream or read the transcripts, sharing this experience
with us.
We are heartened by the broad interest in these
hearings and the sustained interest from the media and the
community. We believe the volume of public discourse is
reflective of the community's desire for change. We hope
it signals the community's willingness and openness to have
an honest conversation about mental health conditions and
to back significant reform.
Importantly, what has been captured in the public
discourse is people's personal experiences, voices that
have not been heard before.
We hope the public discourse continues to build and we
continue to be unified in our common purpose for change,
knowing that more of the same is simply not good enough.
This truly is a shared challenge and we all have a part to
play.
And finally, to those who have shared their personal
experiences, here and at the consultations, and in the
submissions, we thank you. Your voices are central to our
deliberations and will not be ignored.
Thank you.
AT 12.55PM THE COMMISSION ADJOURNED
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Public hearings | Chair’s closing
remarks, 26 July 2019
Today marks the final day of the Royal Commission’s four weeks of public hearings. It has
been a powerful month—moving and inspiring.
We have heard from a range of witnesses at the Melbourne Townhall, in Maryborough, and
at the Aborigines Advancement League in Thornbury. This has included 29 people living
with challenges to their mental health, carers and family members, and 67 mental health
professionals, CEOs, academics and public servants.
We have heard from a breadth of consumer perspectives, from young people, to those who
have lived through institutionalisation, from Aboriginal elders, to farmers to politicians, to
refugees and football players. We have gained insights from school principals, police officers,
paramedics, sector leaders, clinicians, and researchers.
With deep gratitude, we thank everyone who has participated in these hearings.
In particular, we thank the community witnesses who have shared their personal experiences.
We understand that it is not easy to retell private and painful experiences, particularly with a
wide audience.
We acknowledge the time and effort it takes to prepare, combat nerves, and appear in
front of the Commission. We have been struck by people’s openness and purpose in an
environment that can at times, feel intimidating.
We have been moved by the humanity that was palpable throughout the hearings—we saw
witnesses form bonds, reach out to one another, offer support and share hope.
Everyone has demonstrated a commitment to making things better, so that others may avoid
a similar path. In the words of one witness, ‘If I can help one person, that’s a win. That’s all that
matters to me, is to give back.’1 We give our thanks to you all.
We have also heard from mental health professionals, academics, CEOs and public servants.
Their contributions spanned the systemic challenges with Victoria’s mental health services,
and along with community witnesses, generated ideas for reform. We are grateful to all these
witnesses for sharing their expertise, insight and time.
Each witness has put an enormous amount of care and concern into their evidence. And each
witness, no matter their background, demonstrated a collective commitment to make the
mental health system better.

1 Al Gabb, Rural and Regional, Witness Statement, 15 July 2019, RCVMHS Public Hearings
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Each contribution shared with the Commission will be critical to our work. Each contribution
will inform our deliberations and proposed reforms and will assist us in understanding the
impact of policy and system design.
This month has reaffirmed how mental health conditions can touch anyone, from any walk of
life—people on different paths, with different opportunities, from all different backgrounds.
We heard that stigma can be experienced differently across the mental health continuum.
Its impact can prevent people reaching out and seeking help. People experience
discrimination—particularly in the workplace—and are impeded from living full and
contributing lives.
We were welcomed at the Aborigines Advancement League, as we continue to learn from the
wisdom and build on the knowledge of Aboriginal Victorians.
We heard about the critical importance of Aboriginal-led responses and culturallyappropriate services—how difficult it is for an Aboriginal person to talk about their
experiences, when the person in front of them has no understanding of Aboriginal culture and
social and emotional wellbeing. Witnesses conveyed the importance of understanding that
Aboriginal conceptions of mental health are holistic, ‘shaped by connections to culture, land,
extended kinship, ancestors and spirituality.’2
Throughout the weeks, we heard how important networks are—families, friends,
communities—to build connections and support. We heard how important the basics are—a
home, health services, employment—to live well.
We heard about the importance of inclusive services that are responsive to and reflective of
our diverse communities. As one witness said, ‘communities have their own ways to heal, and
it is important … to build on that.’3
We heard examples of how stigma can be compounded by racism and intolerance. A stark
example was the impact of racism on the mental health of Aboriginal people and how this
can perpetuate a lack of self-worth—carried from childhood—and creating an additional
stressor on mental health. An Aboriginal Elder conveyed how her childhood experiences of
racism were still raw, referring to her experiences as a ‘mental anguish you continually carry
with you.’4
And a young witness reflected on how racism and discrimination contribute to mental health
challenges in diverse communities. He reflected on how common these experiences are in
day-to-day life, saying how ‘people cross the road when they see an African person, or call
the police because African people are in the local park.’5

2 Dr Graham Gee, Aboriginal and Torres Strait Islander People, Witness Statement, 16 July 2019, RCVMHS
Public Hearings
3 Adriana Mendoza, Inclusive Communities, Transcript, 18 July 2019, RCVMHS Public Hearings
4 Aunty Nellie Flagg, Aboriginal and Torres Strait Islander People, Witness Statement, 16 July 2019, RCVMHS
Public Hearings
5 George Yengi, Cultural and Linguistically Diverse Communities, Witness Statement, 18 July 2019, RCVMHS
Public Hearings
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We heard of the additional challenges people from the LGBTQI community fear—where
coming out may result in people being excluded from family, friends and social networks. As
one witness said, you could lose ‘all of the connectors and protective factors that protect us
around suicide.’6
We were moved by the experiences of carers—young people caring for their parents and
siblings, and parents navigating a fragmented system, determined to find support. We were
stirred by the honesty of families and carers as they talked of their commitment, as well as
the exhaustion, the desperation, and the fear of losing a loved one.
Across the weeks, we have consistently heard about the challenges people face in accessing
services—people being turned away, being told they’re not sick enough, or being told there
are no available beds. As one witness described, ‘…the mental health system felt like opening
a door and seeing a yawning abyss… we opened the door and there was nothing behind it,
absolutely nothing.’7
Time and again, we heard of the ‘missing middle’ and the strain this places on services—
culminating in people spending days in emergency departments, or people experiencing
suicidal ideation being sent home to fend for themselves, and an increasing reliance on a
police response.
For rural and regional communities, we heard about the ‘tyranny of distance’ people face as
they try to access services. We heard of one mother’s struggle to receive support for her child,
where she packed up half her home, quit her job and moved to Melbourne.
We heard of the challenges farmers face, including the strain of running a business at the
mercy of the environment, social isolation, acclimatisation to risky behaviours, and practical
barriers to leaving the farm for a day. As one witness said, ‘farmers seem to put up with injury
so long as they can still actively farm, and it is only when they are unable to physically work
that they eventually seek help.’
And we have heard about men who are reluctant to seek help and fear being labelled
as ‘weak.’
In this short closing statement, I cannot do justice to all the contributions we have heard this
past month. But I must emphasise, that we were deeply moved—sometimes overcome—by
the honesty in which people shared their experiences and expertise.
We have been inspired by the strength of people with lived experience. Despite the failures of
the mental health system, we have seen people forge contributing and fulfilling lives—many
championing for reform. As one community witness said, ‘we are not passive, we will no longer
receive, we participate.’8

6 Ro Allen, Inclusive Systems – LGBTQI communities, Transcript, 17 July 2019, RCVMHS Public Hearings
7 Janet Butler, Access and Navigation, Witness Statement, 9 July 2019, RCVMHS Public Hearings
8 Janet Meagher, Stigma, Transcript, 3 July 2019, RCVMHS Public Hearings, p 90
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These hearings were also about ideas for reform. Community witnesses, mental health
professionals, academics, public servants and CEOs, shared their rich insights and
expertise—inspiring us to look forward, and envision a mental health system for the future.
We must bring open minds to new ways of working. We must consider the opportunities
in our modern world—new technologies, digital opportunities—if we are to envision a
contemporary system.
We know that reform is not only about money. It will take a coordinated effort, with long-term
planning and system integration. It will involve a service response and a community response.
We appreciate that there is a tension between building on existing foundations and
envisioning an entirely new system. We will reflect on the contributions provided and take
a whole-of-system view. We are mindful—that band aid solutions create fragmentation
and short-lived reform. A saying shared by one witness resonated with us: ‘we have a lot of
airports around…that’s because there’s a lot of pilot projects that come in and go.’
And we know that we cannot bring about reform without the support of the workforce. We
need to build on its strength to lead change, influence culture, and drive reform. Emerging
leaders need to be encouraged to be open to new ideas and drive clinical excellence; and the
peer workforce must continue to exert influence.
Finally, across the weeks, there has been a sense of a hope. We know that people have
participated in and closely followed these hearings, because they believe in the purpose of
this Royal Commission. Perhaps for the first time, some people feel positive about the future
of mental health services.
We have heard your plea. We have heard that we must be brave, bold and ambitious in our
reforms. We must think laterally, we must be open to new ideas, and we must be futurefocused. As one mother implored, ‘please do everything you can to prevent any parent having
to deal with the enormous aftermath of losing a child to suicide.’9
We feel the weight of the responsibility in undertaking this work, but we don’t shy away from
this challenge. We know what is at stake, and we will work hard to generate change.
The Commissioners will now reflect on, examine and test the evidence we have heard, as we
work towards our findings.
We will continue to review the thousands of submissions and comments we have received,
along with what we heard across the community consultations with over 1,600 people. We
will also consider a survey we undertook this month with 3,000 Victorians to understand the
broader community’s perceptions of mental health conditions.
The public hearings have been an important source of evidence, serving as another input
to inform the range of issues that have been put forward for us to consider and help narrow
our focus. We will undertake a careful and deliberative process and think deeply about the
evidence raised and the information provided to us.

9 [Pseudonym] Susan, Suicide Prevention, 22 July 2019, Transcript, RCVMHS Public Hearings, p 54
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We will further consider issues through targeted engagement and research, hearings,
roundtables, discussions with our Expert Advisory Committee, leading thinkers and
researchers, and we will look here and abroad for new and emerging best-practice models in
both mental health and parallel systems.
The Commission will provide an interim report to the Victorian Government by the end of
November this year, followed by our final report in October 2020.
We have our work cut out for us, but there is no greater, more pressing challenge, than
realising the hope that has been ever-present across our work so far.
The evidence from the hearings, with the exception of contributions that are subject to
restricted publication orders, is accessible through the transcripts and witness statements
that are available on the Commission’s website.
Before rising, we would like to thank a number of people who have ensured these hearings
run smoothly: the Commission staff, the transcribers, the technical supports and the support
services. Just as we encourage anyone who has been impacted by what they’ve heard to
seek help or support, we have had a dedicated team of counsellors with us each day to
support our witnesses and those in attendance. This extends to the Commission staff and
indeed the Commissioners. And for this service we are very grateful.
We thank the Counsel Assisting, Lisa Nichols QC, Fiona Batten, and Georgina Coghlan, and
members of the legal team in their preparation for the hearings, and their dedicated and
sensitive work throughout.
We thank the representatives of the media who have attended the hearings and who have
reported on the proceedings in a respectful and caring way.
We acknowledge the many members of the public who have followed our public hearings.
A number of people have been here multiple days, or have listened to the livestream, or read
the transcripts—sharing this experience with us.
We are heartened by the broad interest in these hearings and the sustained interest
from the media and community. We believe the volume of public discourse is reflective of
the community’s desire for change. We hope it signals the community’s willingness and
openness to have an honest conversation about mental health conditions and to back
significant reform.
Importantly, what has been captured in the public discourse is people’s personal
experiences—voices that have not been heard before.
We hope the public discourse continues to build and we continue to be unified in our common
purpose for change—knowing that more of the same, is simply not enough. This truly is a
shared challenge, and we all have a part to play.
And finally, to those who have shared their personal experiences—here, at the consultations,
in the submissions—we thank you. Your voices are central to our deliberations and will not
be ignored.
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