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member of the board subcommittee on safety and quality for Berry Street Victoria. From 2003
to 2014 | was also a member of the Take Two consortium, a trauma service for children in out-
of-home care who are child protection clients, auspiced by Berry Street Victoria and funded by

the Department of Health and Human Services.

6 This statement is my second to the Royal Commission into Victoria’s Mental Health System.
Throughout this document, | refer to my statement of 28 June 2019 (statement identifier

WIT.0003.0004.0001) as my ‘previous statement to the Royal Commission’.

7 Attached to this statement and marked 'NC-1' is a copy of my Curriculum Vitae.

8 All opinions expressed in this statement are my own. My opinions are informed by my own
clinical experience, my observations from site visits to services, and the regular contact | have
as part of my role as Chief Psychiatrist with leaders in my field in Victoria, and also Chief

Psychiatrists in other Australian states and territories.

9 This statement is true and correct to the best of my knowledge and belief. | make this statement
based on matters within my own knowledge, and documents and records of the Office of the
Chief Psychiatrist (Victoria) (the OCP) which | have reviewed. | have also used and relied upon

data and information produced or provided to me by officers within the OCP.

10 This statement has been prepared with the assistance of lawyers and the OCP.

Note on terminology

11 In this statement | refer to people who receive treatment in the specialist mental health system
as ‘consumers’, with the exception of ‘forensic and security patients’, which are terms that have
a defined meaning in the MHA. | also use the term ‘people living with mental illness’ depending
on the context of comment. | acknowledge that many people identify with and prefer a number

of different terms that for reasons of consistency | have not used in this statement.

Opening comments

12 The COVID-19 pandemic, along with the Victorian bushfires, have been defining features of
2020 to this point. A mental health response has been central to both events, and social
distancing requirements associated with COVID-19 have precipitated changes in service
delivery which may result in longer term impacts on the way mental health treatment is

delivered.
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13 Throughout this statement, | highlight:

€)) factors critical to the performance of my role, which are not replicated elsewhere, and
which will be crucial to future work to strengthen the quality and safety of Victorian
mental health services

(b) the variety and multitude of quality and safety issues dealt with by the OCP, which
require me and my office to balance immediate clinical responses with a longer-term

strategic perspective

© safety risks impacting on consumers, carers and families and the mental health

workforce, and recent work addressing specific risks

(d) the importance of service environment and setting, and acknowledgement that the

needs of some cohorts are not met by existing options

) how critical it is to provide safe and appropriate care for children and young people,

with age separation the accepted standard internationally

® that consumers and their rights must be central to any decision making within the
compulsory treatment framework, and that treatment must be provided in the least
restrictive manner possible

@ that compulsory treatment is an essential element of the mental health system, yet
should never be provided in custodial settings as this gives rise to concerns about the

potential for human rights violations

(h) my aim to eliminate restrictive interventions, which are never therapeutic, through a

long-term program of work building on extensive efforts over a number of years

0] challenges for the current secure extended care model to meet the needs of consumers

with very complex treatment and support needs

)] the challenges in responding to consumers with complex needs, and work that is

underway to enhance support and improve outcomes for this cohort

k) the lack of appropriate and supported accommodation, which restricts ‘step down’ and

discharge options.
14 The engagement of consumers and carers is fundamental to any mental health policy and

practice change. Working collaboratively and in partnership with consumers and carers is
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critical to the work carried out by the OCP and the broader Mental Health and Drugs Branch in

the Department of Health and Human Services.

15 Consumers and carers are central to identifying safety, quality and human rights issues in
mental health services, as well as possible solutions. In preparing this statement, | have had

the benefit of input and advice from lived experience advisers within the OCP.

16 To give full and meaningful consideration to each of the issues canvassed in the witness
questions posed by the Royal Commission into Victoria’s Mental Health System, it is imperative
that the lived experience perspective be sought, that engagement be supported, and that

consumers’ and carers’ voices are heard.

The role of the Chief Psychiatrist in ensuring high quality and safe mental health services

Question 1: What is the role of the Chief Psychiatrist in ensuring high quality and safe mental
health services?

17 As Chief Psychiatrist, my role is to:

(@ provide clinical leadership and expert clinical advice to mental health service providers
in Victoria
(b) promote continuous improvement in the quality and safety of mental health services

provided by mental health service providers

©) promote the rights of persons receiving mental health services from mental health

service providers

(d) provide advice to the Minister for Mental Health and the Secretary of the Department
of Health and Human Services about the provision of mental health services by mental

health service providers. '

18 The role of the Chief Psychiatrist is primarily to intervene at a system-level through promotion
of clinical practice improvement. The OCP operates as a resource to drive continuous

improvement and embed the principles in the MHA.

1 Mental Health Act 2014, s. 120.
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19 My statutory functions enable me to provide leadership to the sector and intervene when quality

and safety issues arise. These functions are:

€)) to develop standards, guidelines and practice directions for providing mental health
services and publish or otherwise make available those standards, guidelines and

practice directions

(b) to assist mental health service providers to comply with the standards, guidelines and

practice directions developed by the Chief Psychiatrist

© to develop and provide information, training and education to promote improved quality

and safety in the provision of mental health services

(d) to monitor the provision of mental health services in order to improve the quality and

safety of mental health services

) to assist mental health service providers to comply with the MHA, regulations made

under the MHA and any codes of practice
® to conduct clinical practice audits and clinical reviews of mental health service providers

(o)) to analyse data, undertake research and publish information about the provision of
mental health services and treatment

(h) to publish an annual report

0] to conduct investigations in relation to the provision of mental health services by mental

health service providers

)] to give directions to mental health service providers in respect of the provision of mental

health services

k) to promote cooperation and coordination between mental health service providers and

providers of other health, disability and community support services.?

20 | discuss my roles in relation to regulation, monitoring and supporting quality and safety in

greater detail at paragraphs 101 to 113 below.

2 Mental Health Act 2014, s. 121.
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21 As part of my role as Chief Psychiatrist, | am the Victorian member of the National Safety and
Quality Partnerships Standing Committee, which is a subcommittee of the national Mental
Health Principal Committee, with a particular focus on eliminating restrictive interventions. The
role of the Mental Health Principal Committee is to develop and implement a shared National
Mental Health and Suicide Plan, and to advise the Australian Health Ministers’ Advisory Council

on mental health and drug service issues of national significance.3

Changes to the role following introduction of the Mental Health Act 2014

Question 1(a): How has this role changed since the Mental Health Act 2014 came into force?

22 The role of the Chief Psychiatrist was originally established in the Mental Health Act 1986 (the
1986 Act). Under the 1986 Act, the Chief Psychiatrist was directly accountable for the ‘medical
care and welfare’ of persons receiving treatment or care for a mental illness and for overseeing
and monitoring standards of mental health services.4

23 The introduction of the MHA significantly changed the Chief Psychiatrist’s role, with Victoria
leading the nation in having an expert clinician with broad powers to lead best clinical practice

and promote continuous improvement and human rights.

24 The purpose, powers and functions of the Chief Psychiatrist were refocussed, with the role
shifting from responding to individual client complaints and service issues to a strategic, system-
wide role with responsibilities for clinical leadership and system-wide quality assurance and
improvement. Responsibility for managing individual client and service complaint issues

became the purview of a new role - the Mental Health Complaints Commissioner.

25 Under the 1986 Act, the Chief Psychiatrist had powers relating to public and private hospitals
admitting or caring for persons with a mental disorder. Under the MHA, the Chief Psychiatrist

does not have jurisdiction over private mental health services.

26 The Chief Psychiatrist’s responsibilities under the MHA focus on public mental health service
providers. They are publicly funded designated mental health services that auspice or provide
clinical mental health services, including compulsory assessment and treatment and publicly
funded mental health community support services (MHCSS).5 The nature of my statutory

powers and functions means that most of the activities of the OCP relate to the clinical services

3 COAG Health Council, ‘Principal Committees’
<https:www.coaghealthcouncil.gov.au/ahmac/principal-committees> [accessed 28 June 2020)/
4 Mental Health Act 1986, s. 105.

5 Mental Health Act 2014, s. 3.
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provided by designated mental health services. The Chief Psychiatrist’s responsibilities under
the MHA include a power, on application, to review the treatment of a consumer where the
authorised psychiatrist of a mental health service provider does not adopt the changes

recommended in a second psychiatric opinion report.®

27 As a result of the introduction of the National Disability and Insurance Scheme (NDIS), the MHA
has been amended to clarify that the Chief Psychiatrist’s jurisdiction does not extend to mental
health services funded by the NDIS.” Oversight of these services is provided by the NDIS
Quality and Safeguards Commission.

Factors critical to fulfilling my role as Chief Psychiatrist

Question 1(b): What factors have been critical to fulfilling your role as Chief Psychiatrist?

28 During my tenure as Chief Psychiatrist, the following factors have been critical to fulfilling my

role.

Centrality of lived experience of consumers and carers

29 Strong engagement of people with lived experience is critical to fulfilling my role and ensures
that the consumer and carer voice is central to all of our work. My office models the systemic
way in which we expect services to work with consumers and carers. This approach is
articulated through guidelines and clinical frameworks, and modelled in our contacts with
services (including forums, meetings, service visits, and formalised activities such as reviews

and investigations).

30 My office has strong engagement with consumers and carers, taking the approach that
consumers and carers are to be represented in all of the OCP’s activities. This is demonstrated

through:

€)) lived experience consumer and carer advisers within the OCP, who are also able to
draw on their consumer and carer networks and leadership groups across the state as

resources

6 Mental Health Act 2014, s. 87.

7 The Chief Psychiatrist’s role, functions and powers, set out in Division 2 Part 7 of the Mental Health
Act 2014, relate specifically to mental health service providers, defined in section 3 as a designated
mental health service, or a publicly funded mental health community support service, to the extent
that it provides services not funded by the National Disability Insurance Scheme. Transitional
provisions empower the Chief Psychiatrist to investigate the provision of mental health services by

a mental health service provider providing services funded by the National Disability Insurance
Scheme where the investigation predates transition to NDIS or relates to provision of services prior to
transition.
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(b) participation of consumers and carers in investigation panels and audit teams

©) engagement with people with lived experience through methods including consultation,
engagement, co-design and co-production, which may be consumer or carer led and

consumer or carer owned

(d) regular meetings with peak bodies and advocacy services, and a senior OCP
representative on the Lived Experience Advisory Group, a reference group to the

Mental Health Ministerial Advisory Committee

) representation of consumers and carers on all committees and reference groups

® the OCP working closely with consumer and carer advisers and peak bodies to develop
robust approaches to supporting consumer and carer input, collaboration and co-

design

@ development of processes for reviewing opportunities for input, best approaches,
liaison with peak bodies and other stakeholder groups, induction and orientation

resources, debriefing and support mechanisms.

Interprofessional approach within my office

3 The varied nature of the work of the OCP requires a mix of skills and staff, including consumer
and carer advisers, data analytics capabilities, policy and governance expertise, and clinical

staff with specialist qualifications, including in medical, nursing and allied health disciplines.

32 The Chief Mental Health Nurse and Office of the Chief Mental Health Nurse (OCMHN) provide
nursing leadership and support broader mental health workforce development through

planning, education and training, and promotion of best practice for the mental health system.

33 Embedding the Chief Mental Health Nurse position and functions within the OCP has been
critical for the effective and practical implementation of the OCP’s work with policy, procedures
and workforce development initiatives. For example, the statewide implementation of the

Safewards initiative, discussed below at paragraphs 519 to 531, has been led by the OCMHN.

34 This structure has also enabled the use of interprofessional teams in service reviews and

investigations.

35 The structure has broadened the expertise base on which the Chief Mental Health Nurse and |

are able to draw. This has enabled combined reviews of legislative compliance and data, and
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an interprofessional approach in work to develop strategies, policies, guidelines and Chief

Psychiatrist Directives.

Engagement and collaboration with the sector

36 As outlined in my previous statement to the Royal Commission, the OCP fosters strong
engagement with the sector and seeks to build robust relationships with services through
frequent contact, and through engagement when we become aware of a quality and safety
issue, enabling clarity and understanding regarding the significance of the issue and the

appropriate response.

37 Depending on the severity of the risk identified, the OCP can mount an immediate response or
undertake a watching brief approach and spend time gathering additional intelligence to inform

my understanding of the issues arising.

38 Services actively approach my office to seek assistance and participate in investigations and
reviews. As an example, in late 2019 my office was invited by a service to formally investigate
identified quality and safety issues, with the result that | did not have to rely on my statutory
powers to initiate the investigation.

39 | take a collaborative approach throughout both formal investigations and less formal
engagements, and will partner with services to address systemic issues, improve the quality of
treatment, and ensure that consumers’ rights are promoted. In my experience, while my
statutory powers enable me to carry out formal investigations and give directions to mental
health services, they are most effective when coupled with a partnership approach, as

described at paragraphs 29 to 31 of my previous statement to the Royal Commission.

40 Engagement with the sector through education and professional forums has also been a critical
part of fulfilling my role as Chief Psychiatrist. Forums include:

€)) quality and safety forums with interstate and international guest speakers to address
priority quality and safety issues within mental health services (for example, a forum on

risk assessment in June 2018 and a forum on sexual safety in December 2018)

(b) annual electroconvulsive treatment (ECT) forums which are attended by psychiatrists,
psychiatry trainees, nurses, educators, consumer and carer representatives and peer
support workers from both the public and private systems. These educational initiatives
address emerging clinical, practice and legal issues associated with ECT. Private
practitioners are also represented on my Chief Psychiatrist ECT Statutory Committee

to promote consistency in training and practice across both sectors
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© specialist sector forums (such as forums for Child and Adolescent Mental Health
Services, Secure Extended Care Units (SECUSs), and Autism Coordinators from Child

and Adolescent Mental Health Services).

41 Educational sessions facilitated by the OCP and the OCMHN are highly valued. They are often

oversubscribed, and attendees provide positive feedback.

42 Sector engagement through education is a resource intensive activity. It is nevertheless
valuable, as it helps to improve safety and quality across the system, reinforces the activities of
the OCP, and provides further opportunities for services to engage with my office.

Integration of the role within the Mental Health and Drugs Branch

43 The Chief Psychiatrist is appointed and employed by the Secretary to the Department of Health
and Human Services and is embedded within the Department of Health and Human Services,
holding an executive role, formally designated as a Senior Medical Adviser. The position of

Chief Psychiatrist is not an independent statutory role.

44 The role and office of the Chief Psychiatrist currently sit within the Mental Health and Drugs
Branch, which has responsibility for funding and performance monitoring of mental health

services, and my office and | report to the Director, Mental Health and Drugs.

45 Integration in the Mental Health and Drugs Branch is essential for the performance of my
statutory roles and functions, including those relating to quality and safety. The diversity of my
functions, and the understanding and expertise required to oversee quality and safety in the
mental health system, require a specialist approach and visibility that cannot be achieved within
a general quality and safety function. Importantly, the structure facilitates my input into policy
development and design and performance discussions with services, and enables my office to
work with the broader branch to identify and address quality and safety issues.

46 As the Secretary’s appointee, it is important that | provide the Secretary with frequent advice in
order to effectively discharge my roles and functions. | brief the Secretary via a formal written
briefing process on matters of importance, such as major investigations, clinical reviews and
clinical audits, and arrangements have been put in place for me to meet with the Secretary

twice yearly.

47 The events of 2020, and the centrality of mental health in the Victorian response to both the
bushfires and COVID-19 pandemic, have highlighted the importance of specialist mental health

advice at these senior levels. Consistent with best practice in other Australian jurisdictions, a
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fully embedded quality and safety framework would have an ongoing and direct reporting

arrangement with the Secretary.

Challenges to achieving the objectives of the role

Question 1(c): What factors have made it challenging to achieve the objectives of your role?

Scope of the role

48

49

50

The role of Chief Psychiatrist requires a strategic focus and longer-term planning, particularly
for those aspects that relate to providing clinical leadership and promoting continuous

improvement.

This strategic function informs the clinical aspects of my role. Regulatory and compliance tasks,
and my involvement in managing the complex cases and crisis situations which may be
escalated to me, are unarguably important functions which safeguard and promote the rights of

consumers and ensure that consumers are able to access the care they need.

It can be challenging to balance the need for an immediate crisis response with a strategic and
systemic continuous improvement program. The volume of acute crisis clinical demands
impacts on the capacity of the OCP to devote time to the strategic part of my role. However,
individual incidents are often linked to broader system gaps — for example, service gaps relating
to inadequate packages under the NDIS, the lack of step-down options for people with dual
disability, and the treatment of children with autism spectrum disorder in acute inpatient units
rather than community settings — and my role gives me leverage to resolve complex clinical

issues for consumers.

Resourcing

51

52

C)

In order to resource the volume and nature of work undertaken by the OCP, it is necessary to
second clinicians from the field into the Department of Health and Human Services. This
practice has enabled my office to be responsive when demand from consumers, carers and

services is high.

The ability of the OCP to use and interpret the rich, extensive data it collects has been limited

in the past, which posed a challenge when fulfilling my functions.

A data analyst position has sat within the office since October 2019. This position has
improved the capability of the OCP to use data to identify patterns, clarify issues, and
consider and plan new ways to understand aspects of care relating to quality and
safety, and has enabled my office to consider data in more flexible ways than

previously.
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(b) The data analyst position has also maximised the OCP’s ability to make use of the
Victorian Agency for Health Information’s (VAHI) data collections. It has also enhanced
the relationship with VAHI, the Coroners Court and other agencies that hold data of

interest to my office.

© This position, and the enhanced capabilities it provides the OCP, has been and
continues to be valuable to our work on quality and safety, and | would strongly support
continued resourcing for this function. Recent work has focused on data on restrictive
interventions within inpatient units and general hospital settings, sexual safety data,
data sharing with the Coroners Court, and enhancing the collection of data relating to

my statutory functions.

53 As outlined in paragraphs 36 to 42 above, my office engages proactively and frequently with

the sector.

(@ This conscious approach to engagement was a deliberate shift in the way we work with
services. It has meant that my role and the OCP are now very visible, and we receive

consistently positive feedback from the field for our work.

(b) However, resourcing constraints make it challenging for the OCP to maintain this level
of engagement and visit all services across the state, with the result that sector visits
are often reactive, rather than planned and periodic. Inevitably, this means that some

services have more exposure than others to the OCP and OCMHN.

©) Current resourcing also places constraints on the educational sessions that the OCP is
able to provide. As noted previously, these sessions are extremely valuable yet are
resource intensive. There is both an appetite and need within the sector for further

activities of this nature.

Mix of disciplines within the OCP

54 While senior doctors and nurses are represented through my role, the Deputy Chief
Psychiatrists and the Chief Mental Health Nurse, and whilst at any one time there are persons
with diverse clinical backgrounds within the Mental Health and Drugs Branch, there are
currently no senior positions in the Department of Health and Human Services for a
psychologist, occupational therapist, social worker, speech pathologist, or senior lived

experience adviser.
55 This gap in multidisciplinary representation limits our ability to obtain advice from allied health

experts in the field, and does not model a best practice approach for the sector. To address this
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need, we seek assistance from clinicians in the field to undertake reviews and investigations,
contribute to policy development, or carry out specific tasks (such as COVID-19 planning). This
approach ensures that a wider range of views and people are represented and involved in the
work. However, the lack of dedicated allied health positions in the OCP likely results in a less
focussed approach or strategy to supporting the role of the Chief Psychiatrist in areas such as

psychology and social work.

56 In addition, progress on specific pieces of work could potentially be enhanced by an allied health

lead. For example:

€)) a lead with expertise in psychology could contribute to the personality disorder program,
and would have some input into specialist programs such as eating disorder and

parent-infant programs

(b) a lead occupational therapist could make a significant contribution to the interface

between NDIS and clinical services

©) the social work discipline could further promote family sensitive practice, as well as
enhance discussions relating to homelessness, family violence, housing and child
protection work and the interface with external agencies

(d) a speech pathology lead could make considerable contributions to work on child and
youth services, and on communication issues and barriers relating to autism spectrum

disorder and intellectual disability.

Timely access to a broad range of data

57 Expanded capture and reporting of data, and more timely access to this, would enhance my
ability to respond quickly to emerging trends and risks. | discuss this further below in relation to

restrictive interventions.

Similar roles in other Australian jurisdictions

Question 3: Are there examples of roles similar to yours in other jurisdictions?
(@) What are your views on the advantages and disadvantages of different models?

58 Every Australian jurisdiction has a Chief Psychiatrist whose principal role is to ensure that its

mental health legislation is applied correctly and appropriately.

59 Other specified domains of activity vary between jurisdictions. In New South Wales, for

example, the Chief Psychiatrist does not have statutory authority conferred by the New South
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62 There is no consistent policy, commissioning and oversight model for mental health in Australia.
There is a National Mental Health Commission which is working to establish a national mental
health agenda and the Australian Minister for Health has recently created the role of Deputy
Chief Medical Officer, Mental Health. Other jurisdictions have Mental Health Commissions that,
broadly speaking, work together with communities to build resilience in vulnerable populations;
identify opportunities to prevent the onset of mental iliness and its consequences (for example,
suicide); support the recovery of people with mental iliness; advocate for carers; reduce stigma
and discrimination; make representations to state and Commonwealth governments; host
conferences; and other related tasks. The Commission in Western Australia has the additional

role of planning, commissioning and funding the state’s mental health services.

63 In Victoria, these various functions are undertaken by a range of bodies including the Mental
Health and Drugs Branch and other sections of the Department of Health and Human Services,
consumer and carer peak bodies (the Victorian Mental lliness Advisory Council (VMIAC) and

Tandem) and community mental health support services.

64 The role of Chief Psychiatrist, which relates directly to protecting consumers’ rights and
improving the quality and safety of mental health service quality, is quite distinct and requires a
strong, trusting relationship with the psychiatrist leaders in the field. My senior, clinically-
focussed and outward-looking position allows me to call for assistance from an array of other
regulators and providers within and without the Department of Health and Human Services to
resolve issues, including the disability senior practitioner, child protection services, the multiple
and complex needs initiative (MACNI), the National Disability Insurance Agency (NDIA) and

major disability service providers.

65 My position within the Department of Health and Human Services’ Mental Health and Drugs
Branch gives me ready access to specialist advice on and capacity to provide input into mental
health legislation and funding, health and social policy and health service data. In twice-yearly
meetings with the chief executives of every mental health service, the Director of Mental Health
and Alcohol and Drugs and | raise concerns about service quality and safety at the highest level

with confidence that our concerns will be addressed.

66 The inclusion of consumer and carer policy advisors within the OCP means that my advice is

strengthened by their perspectives on clinical and service issues.

67 In summary, | believe that my role as Chief Psychiatrist combines clinical expertise with
statutory authority, proximity to departmental commissioning and funding bodies, access to
data and data analysts, a trusting relationship with service leaders, and a lived experience

viewpoint. This particular combination of strengths and assets is not replicated elsewhere and
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offers a springboard for further opportunities to strengthen the quality and safety of Victorian

mental health services.

It is critical to ensure that the role of Chief Psychiatrist remains discrete and has clearly
delineated lines of responsibility, but also remains attached and integrated with policy makers

and service commissioners.

My office’s role overlaps to some extent with that of Safer Care Victoria (SCV) whose stated
mission is to identify and implement targeted improvement projects across Victoria’s general
hospitals and health services. To this end, SCV disseminates clinical guidelines, analyses and
promulgates health service data, supports and trains quality and safety leaders, monitors

sentinel events, and responds to emerging safety issues.

| collaborate with SCV in several important respects. | sit with the Chief Mental Health Nurse
as an ex officio member on the SCV Mental Health Clinical Network; we attend inter-
jurisdictional quality and safety meetings coordinated by SCV; a member of SCV has attended
some of our site visits; we conduct joint reviews of mental health sentinel events; and members

of the OCP have engaged with SCV in joint training activities.

| believe, however, that my role has a number of special features that SCV cannot replicate.
While both offices focus on quality and safety, SCV must attend to the broad needs of Victoria’s
general hospitals and health services. By contrast, there are just eighteen designated mental
health services including Forensicare identified within the MHA. As noted already, this narrower
field of operation confers a level of access and trust on the OCP that would be difficult to

replicate otherwise.

Unlike the Chief Executive Officer of SCV, | have statutory powers that allow me to conduct
investigations, reviews and audits to assure myself that services, individually and severally,
meet current legal, clinical and ethical standards. | can issue directives to services and require

improvements in practice within specified time periods.

| am keen to work with SCV to identify further opportunities to harness our two agencies’

strengths.

Technological advances in service delivery and consumer engagement

Question 4: How are technological advances in service delivery and consumer engagement
impacting on your role?

(@) How do you expect this to change in the future?
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contributions to this work. Further consideration will need to be given to the consumer

perspective, which | discuss further below.

Additional training is also needed for clinicians on the use of telehealth and online services as
a treatment modality, and their place in the model of care. The Centre for Mental Health
Learning (CMHL), a Department of Health and Human Services funded initiative established in
2018, is a key agency that can support access to training and development, including for online

service provision and new models, through a variety of platforms and formats.

In addition, the Mental Health Professional Online Development (MHPOD) Learning Portal is a
valuable national and Victorian resource for members of the public mental health workforce. It
provides access to content developed within the context of the National Standards for the
Mental Health Workforce to establish a nationally consistent approach in developing Australia’s
mental health workforce. Funded by all jurisdictions, Victoria manages this work on behalf of
the National Safety and Quality Partnership Standing Committee through the OCMHN. Through
Victoria’s management of the portal, which has grown from 14,780 to 25,439 members over the
past 12 months, the Department of Health and Human Services has developed expertise in
engaging and collaborating with Victorian and interjurisdictional stakeholders to identify needs
regarding psychoeducation and the development of online training; understanding how users
engage with a platform in order to facilitate better registration, growth and engagement; and
developing strategic plans with funders, key stakeholders such as the CMHL, and across

jurisdictions to build efficiencies and avoid duplication of effort.

Online support tools and information platforms include Orygen’s Moderated Online Social
Therapy (MOST) platform, and app-based therapies and information platforms such as Smiling
Mind and Moodgym. Some tools are designed and managed by services themselves, in which
case they would be expected to be integrated in the service’s quality and safety framework.
Issues may arise, however, with the use or promotion of tools and platforms offered by other
providers, and how the quality and appropriateness of these can be formally validated. The
National Safety and Quality Digital Mental Health Standards, discussed below, may address
this in part, but without an external approval process or standard evaluation and adoption
guidelines, there may be both inconsistent approaches and duplication of effort at a service

level.
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and the system lacks the agility required to promptly correct defects or respond to rapidly
changing policy initiatives from the OCP and the Mental Health and Drugs Branch. In particular,
it is the main repository for collecting information regarding restrictive interventions and ECT,
and could be more efficient for the reportable deaths function. In addition, the ODS does not
support data exchange with applications other than the CMI, which compromises the delivery
of integrated health care by excluding mental health care from the digital clinical information

strategies of health services.

92 Data recorded in the ODS is used by the OCP to support system monitoring functions, by the
Mental Health Tribunal for scheduling hearings, and by the Department of Health and Human
Services for performance monitoring, funding acquittal and national data reporting. Further,
CMI/ODS enables area mental health services — including mental health clinicians integrated
with emergency departments and police and ambulance response teams — to obtain critical
information about a consumer’s current and past interactions with mental health services across
Victoria. Staff outside the mental health system do not have access to this database, however,
and there is considerable local data on brief interactions with consumers that is not shared
centrally. This includes data on contacts with unregistered consumers occurring in emergency
departments, short stay units and general medical settings, and there is a risk that crucial

information could be missed if a consumer presents to a different health service.

Consumer engagement

93 The use of technology in the service system provides opportunities to engage with consumers

in different ways, particularly in relation to education and prevention activities.

94 A co-production approach is essential to ensure that the service is relevant to both consumers
and carers.
95 Technology can allow consumers to engage in real time in their own comfort, rather than having

to attend clinical appointments in person, and can provide opportunities for those who find it
difficult to physically attend appointments to seek advice and assistance when they need it.

Ideally, a mixture of face-to-face appointments and the use of technology would be available.

96 Advances in online service provision have been described above. From a consumer
perspective, some consumers who appreciate the social contact of clinic visits may prefer not
to use these platforms; others may have difficulty using the technology or not have access to

an appropriate device or bandwidth.
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97 Some consumers do not have access to technology due to low income or financial hardship,
loss of access due to COVID-19 related closures of public facilities, or lack of knowledge and
skill. The OCMHN recently assisted implementation of a program to provide phone and data
plans for vulnerable and high-risk clients of public clinical mental health services and Alcohol
and Other Drug (AOD) services as part of its response to the COVID-19 crisis. The initiative
aims to support consumers to stay engaged in treatment, with assistance also available for

families and carers.

98 The Your Experience of Service (YES) survey, available both in paper and online formats in
Victoria, is used by the OCP to inform its quality and safety initiatives and has provided useful
learnings. There are currently very few online responses to the survey, and discussions have
occurred with other jurisdictions to identify best practice options for increasing accessibility and
survey response rates through electronic means. While there have been trials using tablets,
and a tablet-based application providing the respondent with immediate feedback on how their
response compares with that of other service users, most surveys continue to be returned in
paper format. Instead, higher response rates appear to be more closely linked to a culture within
services than to access to technology. This can occur, for example, through services supporting
and actively engaging with consumers to complete the survey, creating visibility of the data
within the service setting, and demonstrating use of the data to develop improvements — using

co-design approaches — in a visible way to build interest and engagement with the survey.

99 Use of YES survey data could be supported by improved reporting technology. Some
improvements are being implemented, including incorporating the data into consumer/patient
experience reporting through the Victorian Experience of Health Survey (VEHS) portal. In
addition, public visibility of the YES survey data in Victoria is currently limited to six data items,
published in the annual report. Visibility of the results for consumers, carers and families is

therefore dependent on individual health services making these available.

Common quality and safety issues in the Victorian mental health system

Question 2: Over the last five years, what are the most common quality and safety issues that you
have identified?

100 The OCP deals with a multitude of issues related to the quality and safety of mental health
services. Some are clinical in nature and have an immediate impact on the lives of consumers
and carers. Others concern the system of care and require a longer-term, strategic perspective.
My office must be capable therefore of holding both perspectives in balance and calling upon a
wide array of responses. Forthe purposes of discussion, | have categorised the most frequently
encountered quality and safety issues under six broad themes.
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@ Difficulties experienced by consumers and carers negotiating the mental health
system:
0] The issues reported to my office by consumers and carers relate

principally to accessing care; transitioning within the mental health care
system, and exiting a service in a safe, well-coordinated manner.

(i) In recent years, much of my time has needed to be directed to facilitating
entry to services by consumers with unusually complex needs because
of a developmental disability compounded by mental illness, an admixed
mental health and substance use disorder; or a condition that requires

highly specialised interventions (e.g. eating disorders).

(iii) Carers’ (and sometimes consumers’) efforts to access care are
sometimes rebuffed by providers on the grounds that the person’s
symptoms are ‘behavioural’ (i.e. not the result of a mental health
condition) or the result of substance abuse which is therefore the
province of an AOD service, or beyond the scope of a public service. As
a result, people requesting a service, sometimes in hugely stressful and
even hazardous situations, find themselves pushed backwards and

forwards between agencies.

(iv) For people engaged with a service, one particularly difficult fransition
point concerns moving from an acute inpatient unit to a SECU for longer-
term rehabilitation. At present, some of those in need of rehabilitation in
a secure setting remain on inpatient wards for months at a time waiting
for a bed to become available. This delays their recovery and limits

access to acute beds by others.

) As an example of the difficulties that arise with discharge planning,
exiting from services presents a particular challenge for people whose
combinations of developmental disability and mental illness result in
behavioural symptoms that require one-on-one care in custom-built
accommodation. Some of the young people in this situation have
remained on inpatient units for 18 months waiting for the NDIS and
community support service to make the necessary arrangements.

(vi) To give a measure of the volume of these sorts of activities, between
2015-16 and 2018-19 the number of clinically-related contacts with the
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OCP increased 99 per cent; contacts by carers increased 94 per cent,
and requests by other parts of the Department of Health and Human
Services for help in coordinating care for people with complex, multiple

needs increased 850 per cent. '3

Care practices that fall short of standards:

0] Standards of care that fall short of contemporary standards come to my
attention through approaches to the OCP by consumers and carers. The
concerns often raised with my clinical advisers include poor
communication, insufficient regard to the needs of carers and insufficient

liaison with general practitioners and other care providers.

(i) | learn of other concerning care practices through the visits the Chief
Mental Health Nurse and | pay to services in response to issues that
come to our attention or as part of structured audits of particular care
practices (for example, the ongoing audit of ECT services). As part of
these visits, many of which last for a day or more, we engage with clinical
leaders, quality and safety managers and staff members from a range of
disciplines including consumer and carer consultants and peer support
workers. We inspect facilities, check clinical records and review policy
and procedure documents. This allows us to comment in detail on

standards of care and make recommendations for improvement.

Adverse care outcomes, including sexual safety violations which | discuss at
paragraphs 241 to 244 below, and deaths from unnatural or unexpected causes,
which | discuss at paragraphs 310 to 343 below.

Unexplained variations in clinical practices: examples of unexplained variations in
practice between service providers that warrant further enquiry include differences
in the rates of falls, ECT and restrictive interventions in inpatient units. Information
of this kind comes to my attention through scrutiny of CMI/ODS and is now the basis
of the Inspire Mental Health benchmarking report. | discuss this report, and how |
use this data to drive change in clinical practice, at paragraphs 125 and 179 to 182
below.

3 Chief Psychiatrist's Annual Reports, 2015-16 and 2018-19.
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that provide specialist residential care services to older people with mental illness

or dementia)

©) the Australian Health Practitioner Regulation Agency (AHPRA) in accordance with

the Health Practitioner Regulation National Law

@ Worksafe Victoria in accordance with the Occupational Health and Safety Act 2004,

in relation to workplace safety.

104 As mentioned above, SCV is the state’s peak authority for quality and safety improvement in
general health care services including private and non-government services. It oversees and
supports health care services to provide safe, high-quality care using a quality and safety, as

opposed to regulatory, framework.

105 VAHI monitors and reports on public and private services that impact on health, wellbeing,
quality and safety in order to stimulate and inform improvements, to increase transparency and

accountability and to inform the community.

106 In addition, there are a number of bodies that provide independent oversight of the mental
health system, and | discuss these mechanisms and the scope of these bodies’ responsibilities
from paragraph 158 below. Independent oversight bodies include:

€)) The Mental Health Complaints Commissioner, which is an independent, specialised
body established under the MHA to safeguard rights, resolve complaints about

Victoria’s public mental health services, and recommend improvements.

(b) Other complaints bodies, including the Health Complaints Commissioner, NDIS

Quality and Safeguards Commission and the Victorian Ombudsman.

©) The Mental Health Tribunal which is an independent statutory tribunal which makes
and reviews compulsory orders and determines some treatment applications (ECT
and neurosurgery for mental illness). '

(e)) The Office of the Public Advocate which provides guardianship and advocacy for

people with disability, including mental iliness and brain injury. '

15 Mental Health Act 2014, Part 8.
16 Guardianship and Administration Act 1986, Part 3.
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() Community Visitors who monitor services provided at prescribed premises and can
assist people receiving services.'”” Community Visitors are appointed on the
recommendation of the Public Advocate, and are empowered by law to make
unannounced visits to mental health facilities (including sub-acute and residential
facilities) to speak with consumers and residents about their experiences and needs,
observe their interactions with members of staff, and check the environment.
Community Visitors can speak privately with consumers and residents, make
enquiries about their rights and wellbeing and inspect documents. If they have
concerns, they can raise issues with clinicians, service providers, the Department of
Health and Human Services and the Public Advocate. The scheme reports annually
to the Minister for Mental Health.

® The Forensic Leave Panel, which is an independent statutory tribunal responsible
for considering applications for leave of absence from forensic residents and
patients on custodial supervision orders under the Crimes (Mental Impairment and
Unfitness to be Tried) Act 1997.

(o)) The Independent Mental Health Advocacy (IMHA) service supports people who are
receiving compulsory mental health treatment to make decisions and have as much
say as possible about their assessment, treatment and recovery. Although IMHA is
not a statutory body, it is recognised in the MHA as a body to which communication

cannot be limited.

Role of the Chief Psychiatrist in regulating, monitoring and supporting quality and safety

Regulating actions

107 Services must have regard in their work to the principles of the MHA. These principles direct
that mental health treatments be provided in the least restrictive way possible with the goal of
promoting recovery and a full participation in community life; that people receiving mental health
services have their rights and dignity promoted; that they be able to make decisions about their
assessment, treatment and recovery that entail a degree of risk; that their individual, cultural

and medical needs be responded to; and that carers be included in decision-making. '8

108 The MHA includes provisions that touch directly on the quality and safety of consumers’ and

carers’ experiences of mental health services. Examples include an insistence that consumers’

17 Mental Health Act 2014, Part 9.
18 Mental Health Act 2014, Part II.
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rights be supported by means of a statement of rights, an advance statement that sets out their

treatment preferences, and access to a nominated person and second opinion giver.'®

109 If | form the opinion that the health, safety or wellbeing of a person is or was endangered as a
result of mental health services provided by a service provider, | have the authority to
investigate the quality and safety of the mental health services and if the provider had acted in
accordance with the MHA and my various standards, guidelines and practice directions.
Services must allow me access to their premises, records and personnel and must comply with
my recommendations.2° Except in emergencies, | must give reasonable notice of my intention
to mount the investigation. In return, providers must grant me access to their premises,
personnel and records and anything else that is reasonably necessary for my purposes. At the
conclusion of my investigation, | make recommendations or give directions to the provider to
which the provider must respond in writing within 30 business days. If it is in the public interest,

my findings and the provider’s response may be published.

110 If I wish to identify those processes and practices that need to be addressed to improve the
quality and safety of the services offered by one or more mental health service providers, | have
the authority to conduct a clinical review.2! Similarly, if | wish to identify systemic issues or
trends that need to be addressed to improve the quality and safety of the services provided by
one or more mental health service providers, | have the authority to conduct a clinical practice
audit.?2 As with investigations, | have powers under the MHA to gather whatever information |

reasonably need to exercise my functions.

111 Investigations, reviews and audits are major undertakings that typically involve members of my
office including consumer and carer policy advisors, together with clinicians and consumer and
carer consultants from other services. | provide written feedback in accordance with the MHA

to service executives with remedial actions and timelines for response.

Monitoring actions

112 As Chief Psychiatrist, | work with the Mental Health and Drugs Branch, VAHI and SCV to

monitor the quality and safety of mental health services in the following ways:

19 Mental Health Act 2014, Part lIl.

20 Mental Health Act 2014, ss. 122, 126 and 129.
21 Mental Health Act 2014, ss. 130-133.

22 Mental Health Act 2014, ss. 134-140.
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@ As noted above, consumers, carers, clinicians, clinical leaders and the Mental
Health Complaints Commissioner tell me of incidents that suggest non-compliance

with legislation or health care standards.

b) Visits made to services by the Chief Mental Health Nurse or me in response to news
of an incident and some system-wide concerns give first-hand insights into the

treatment and care offered within a service or services.

©) My office is supported by VAHI to collect and collate data supplied by mental health
services concerning their use of restrictive interventions and ECT (in addition to

other activities including sexual safety incidents).

@ Mental health services notify me of inpatient deaths and the deaths of community
consumers from unnatural or unexpected causes, which | cross-reference with

information from the Coroner’s Office.

() | receive data through the Mental Health and Drugs Branch of services’ performance

against funding requirements.

® | learn of particular issues at the interface of mental health services with disability
services, the NDIA, child protection services and the justice system from colleagues
within the Department of Health and Human Services, other government

departments and other services.

(o)) SCV shares information with me about sentinel events in mental health services.
These are defined by SCV as inpatient suicides and ‘other catastrophic events’ (that
is, potentially preventable incidents that result in death or serious, enduring illness
or disability), which must be reported to SCV as described in the Victorian sentinel
event guide: Essential information for health services about managing sentinel
events in Victoria. Attached to this statement and marked ‘NC-2’ is a copy of the

Victorian Sentinel event guide.
Supporting actions
113 The Chief Mental Nurse and | support the improvement of quality and safety in mental health

services in a number of ways.

(@ We communicate a vision of the standard of care we expect in particular clinical
situations by engaging directly with service providers to resolve issues raised by

consumers, carers and advocates. In particularly complex cases, we chair case
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conferences of mental health clinicians and representatives of disability, child

protection and emergency services.

b) We provide guidance about quality and safety standards through the development
and promulgation of clinical guidelines, mental health care frameworks and clinical
practice advisory notices.

©) We meet with the authorised psychiatrists, senior nurses and managers of mental
health services and with leaders of clinical programs (child and adolescent, aged,
SECUs etc.) to develop a shared vision of standards of care.

@ We host forums on matters of special or ongoing concern to consolidate standards
of care across Victoria.

() We work with VAHI to analyse mental health service data collected through CMI (for
example, concerning restrictive interventions and ECT) to understand trends and
practice variations. We communicate these learnings through the Inspire Mental
Health report, described further at paragraph 125 below.

Standards, guidelines and policies that apply across the system

Question 6: What standards, guidelines and policies apply across the system?

(@) How are these mandated, monitored and enforced?
(b) How are they updated?
0] Have the standards changed in recent years?
(i) What generally triggers a review?
(c) How are services accredited and/or assessed against the relevant standards, guidelines
and policies that are in place?
0] How is this monitored and reported?
(i) How is non-compliance responded to?
(iii) How has this process changed since the Mental Health Act 20147

114 As described at paragraph 103 above, health services are required to meet standards imposed
by external bodies such as the ACSQHC and the Australian Aged Care Quality and Safety
Commission.

115 In addition to these national standards, | publish guidelines, frameworks and clinical practice
advisory notices pursuant to sections 121(a) and (b), 133 and 139 of the MHA, and | will focus
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my goal was to extend clinicians’ knowledge and skills in recognising family violence and

responding to it sensitively and proactively. This project will extend over many years.

121 I monitor the degree to which guidelines are implemented in practice in a variety of ways using
all the information sources and data tools available to me, including through formal mechanisms
of investigations, clinical reviews and clinical practice audits, as well as through my other

monitoring functions and informal engagement with providers, consumers and carers.

122 When the consumers and carers who contact the OCP describe experiences that seem not to
align with the MHA or the standards articulated in my guidelines, | engage in discussion with
the service provider to understand what happened. Where care practices were deficient, | use

this opportunity to reinforce those standards of practice.

123 Having a trusting, open relationship with clinical leaders is critical in my view to the success of
this style of communication. It works best when leaders feel able to speak openly with the Chief
Mental Health Nurse and me about their issues and concerns in a way that points directly to a

shared view of whatever steps are needed to lift standards.

124 I monitor clinical practices regulated under the MHA (restrictive interventions and ECT) using
data supplied by providers. | now provide feedback to providers about their use of these
interventions and treatments for the purposes of benchmarking with the goal of provoking

critical enquiry within and between services to uncover the reasons for variations in practice.

125 As an example, | collaborate with VAHI on the six-monthly Inspire Mental Health report that is
distributed on a confidential basis to services and clinical leaders. The report benchmarks
services’ performance against a rotating suite of indicators including their use of restrictive
interventions and choice of ECT modalities. As discussed further at paragraphs 179 to 182
below, where providers’ use of restrictive interventions and ECT exceeds the statewide
average, | engage in correspondence with clinical leaders to understand what systemic,
environmental, staff-related and clinical issues might have contributed to this variation and,

where indicated, to develop a remediation plan.

126 In another initiative, | have developed an approach to auditing adherence to guidelines (in this
case, the recently revised ECT guideline) that combines clinical peer review with lived
experience input. Each of the public services that deliver ECT in Victoria has been or will be
visited for a day by a team comprised of a deputy chief psychiatrist, a clinical advisor, a director
of ECT and ECT nurse coordinator from other services, and consumer and carer

representatives. The team inspects the treatment facilities and equipment, interviews senior
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132 In the last five years, | have published new or updated guidelines on discharge planning, ECT,
family violence, leave of absence from inpatient units, privacy, reporting sexual safety incidents
and treatment plans. A new guideline on risk assessment and safety planning for inpatient units

is under development.

133 Within the same period, | have published practice advisory notes on ECT consent pathways,
psychiatric assessment processes and preparing for heatwaves as well as a large framework

document on consumers’ physical health.

134 The decision to update guidelines is driven also by the need to align with changes in legislation
and government policy. This prompted the revision of multiple guidelines in the time leading to
the promulgation of the new MHA in 2014 and the development of a guideline and resource
package on family violence in response to recommendations made in 2018 by the Victorian

Royal Commission into Family Violence.

135 Other updates have been prompted by the need for guidelines to reflect changes in evidence-
based practice. As an example, the guideline on ECT was revised last year to reflect a
preference for treatment modalities that limit cognitive side-effects. This change in practice is

now widespread throughout Victoria.

136 The new framework on consumers’ physical health which alerts service providers to evidence
of consumers’ much greater risk of physical illness and reduced life expectancy, together with
tools to improve awareness, screening and access to physical health treatments, followed from

our collaboration with the National Mental Health Commission’s Equally Well project.

137 The Mental Health Intensive Care Framework, released in late 2019 and in the process of being
implemented, provides clear direction on the role of mental health intensive care within mental
health inpatient units, and sets out a framework for providing care in a way that responds to an
individual’'s needs. The framework was developed in response to a 2016 project on high
dependency units, the Chief Psychiatrist’s audit of inpatient deaths from 2011-2014, the Mental
Health Complaint’s Commissioner's The right to be safe report, and the 10-year review of

restraint practices in Victoria.

138 The principal change since 2014 results from my wish when developing and monitoring
standards to include the viewpoints of consumers and carers from the outset. | am supported
in this by my consumer and carer policy advisors, the leaders of VMIAC and Tandem, and the
consumer and carer representatives and peer support workers who have participated in my

forums, working parties and audit teams.
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Complaints processes

Question 7: How do consumers make complaints in the Victorian mental health system and to
which body(ies)?

Question 8: Are consumers able to contact your or your office, to discuss their treatment in
Victoria’s mental health system and lodge a complaint?

Question 9: What processes and procedures are in place in your office in relation to these
complaints?

146 There are a number of avenues for consumers to make complaints in the Victorian mental
health system. In the first instance, consumers are encouraged to make a complaint with the
service itself. If unresolved, they can complain to a range of independent complaints bodies,

depending on the nature of the complaint:

€)) Complaints about mental health services provided by mental health service
providers (designated mental health services and publicly funded mental health
community support services) can be made to the Mental Health Complaints
Commissioner.

(b) Complaints about NDIS funded services provided by a mental health service

provider can be made to the NDIS Quality and Safeguards Commission.

©) Complaints about private mental health services can be made to the Health
Complaints Commissioner.

(d) Complaints about any registered health practitioners, including nurses,
psychologists and psychiatrists, can be made to the service that they work for or the

Australian Health Practitioner Regulation Agency.

Consumer contact with the OCP

147 The MHA does not confer a formal complaint handling function to the Chief Psychiatrist. My
office provides information regarding informal and formal complaint procedures and assistance

with referrals as requested by consumers and carers.

148 Consumers and carers do contact the OCP to discuss treatment and care. The majority of these
consumers and carers first come in contact with my office through contacts with the Minister for
Mental Health’s Office. These contacts often relate to access to the system and are not
appropriate to be escalated to a formal complaints process with the Mental Health Complaints
Commissioner.
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149 My office applies a stepped approach to managing these contacts. In all cases, the approach
taken is driven by the consumer and is dependent on context. If a matter is raised by a carer,

consent of the consumer is an essential prerequisite for engagement of the OCP.

150 When a contact is made, clinical advisers based in the OCP assist in supporting the person to

make contact with the relevant service and may facilitate this if the consumer gives consent.

151 In instances where serious and immediate risks to quality and safety are indicated, clinical
advisers will consult and collaborate with the consumer or carer and the mental health service
to explore the issues raised. Where the matter is characterised by a high degree of complexity,
the associated issues are discussed in an OCP clinical meeting to ensure all options are
considered. Clinical advisers provide comprehensive and timely feedback on progress and

outcomes to consumers.

152 Clinical advisers may also provide consumers and carers with details of independent advocacy
organisations, both legal and non-legal. These include IMHA, Victoria Legal Aid, VMIAC,

Tandem, and Carers Victoria.

153 Clinical advisers also provide information about the consumer’s right to make an official
complaint to the Mental Health Complaints Commissioner.

154 In the event that the matter is unable to be resolved through these mechanisms, or if the Mental
Health Complaints Commissioner does not have jurisdiction over the health service associated
with the complaint, consumers can make a complaint to the Health Complaints Commissioner

and/or the Victorian Ombudsman.

155 Contact from consumers and carers is an important source of data and is used to triangulate
other data sources and reports received by my office, including restrictive interventions and
sexual safety notifications. Matters raised by consumers and carers also assist by adding
context to trends in data and may raise additional flags or concerns, resulting in further review

or investigation.

156 In addition to direct contact with consumers, my office also regularly receives calls from IMHA
advocates requesting input and liaison with consumers and mental health services. Consumers
often complain to the IMHA advocate in an informal capacity, and my office regularly meets with
IMHA to hear about issues from a quality and safety perspective. The frequency of these
meetings has recently been increased to fortnightly to ensure timely responses to the
challenges emerging during the COVID-19 pandemic.
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157 Consumers may also contact my office to apply to me for a review of their treatment under the
Second Psychiatric Opinions provisions at sections 84-88 of the MHA. These provisions, which
apply to consumers who are subject to a Temporary Treatment Order or Treatment Order and
to security patients or forensic patients, allow the consumer (and other persons specified in the
Act) to seek a second psychiatric opinion in specific circumstances. In rare instances where the
first and second opinions are conflicting (in that the authorised psychiatrist does not adopt any
or all the recommendations contained in the second psychiatric opinion report), | may be asked

to review the case.

Independent oversight mechanisms

Question 10: What independent oversight mechanisms are in place across the mental health
system?

158 | have described the bodies that provide independent oversight of the Victorian mental health
system at paragraph 106 above. In addition, | provide independent oversight through my
statutory functions in conducting formal investigations, clinical reviews or clinical audits, and

issuing directions to mental health service providers as outlined above.

159 There are also statutory requirements in place to ensure | can monitor the use of restrictive
interventions, such as seclusion and bodily restraints,?® and reportable deaths of persons
receiving mental health services from a mental health service provider or the death of a security
patient or forensic patient.2” Attached to this statement and marked ‘NC-4’ is a copy of the
Reportable Deaths: Chief Psychiatrist’'s Guideline (Summary Version), which articulates the

notification requirements.

160 Sentinel events are described at paragraph 112(g) above. Reports of these incidents, and their
associated recommendations, are reviewed jointly by SCV and members of the Chief

Psychiatrist’s Morbidity and Mortality Committee, including consumer and carer advocates.

Question 10(a): How have these changed since the reform of the Mental Health Act in 20147

161 As indicated above, the role of the Chief Psychiatrist in overseeing Victoria’s mental health
system has changed with the commencement of the 2014 MHA. Namely, the Chief
Psychiatrist’s responsibilities are limited to public mental health service providers and

26 Mental Health Act 2014, s. 108.

27 Under section 348 of the Mental Health Act 2014, services are required to notify me of the death of
any person receiving mental health services from the mental health service provider that is a
reportable death within the meaning of section 4 of the Coroners Act 2008.
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responsibility for managing individual client and service complaint issues is now the purview of

the Mental Health Complaints Commissioner.

162 The introduction of the MHA established the Mental Health Tribunal, to replace the Mental
Health Review Board and the Psychosurgery Review Board. The Mental Health Tribunal is an
independent body which is responsible for making compulsory treatment orders. Under the
1986 Act, involuntary treatment orders were made by the authorised psychiatrist, with review

from the Mental Health Review Board.

163 As explained above, with the introduction of the NDIS, the MHA has recently been amended to
make it clear that oversight of NDIS funded mental health services is the responsibility of the

NDIS Quality and Safeguards Commission.2®

Scope of responsibilities of oversight bodies

Question 11: Please consider the responsibilities of the Chief Psychiatrist and the responsibilities of
other bodies with oversight of the Victorian mental health system:

(a) is there any overlap or duplication?

164 The range of complaints bodies with oversight of the Victorian mental health system means that
consumers may need to approach multiple complaints bodies in relation to different aspects of
their care. The distinction between a complaint and an issue that raises serious quality and
safety concerns can be unclear. This complexity can create duplication of effort and a level of
confusion around accountability. Progression of matters can require ongoing and in-depth
collaboration between multiple partners including the OCP, the Public Advocate, Community
Visitors and the Mental Health Complaints Commissioner. Although involving a variety of
viewpoints can add depth and richness to the solution, it can also create barriers and delays to
resolution of matters.

165 For example, a mental health consumer may be at a health service that provides both general
health and mental health services, and the responsibility for a complaint differs depending on
the type of care. A person seeking mental health services during a presentation to an
emergency department might raise complaints about the interaction and coordination of
services between emergency departments and mental health clinicians, such as the use of

restraint in emergency departments on a person subject to compulsory treatment under the

28 ‘Mental health service providers’ are defined in section 3 of the Mental Health Act as a designated
mental health service, or a publicly funded mental health community support service, to the extent
that it provides services not funded by the National Disability Insurance Scheme.

5240515_2\C
OFFICIAL





http://www.mhcc.vic.gov.au/resources/publications

DHHS.0071.0001.0041

consumers, however it did mean that the review by the Commissioner directed the priorities

and the allocation of resources within my office for a period of over 12 months.

Strengthening existing mechanisms to improve quality and safety

Question 12: How could existing mechanisms be strengthened to improve the quality and safety of
mental health services? Please consider existing regulatory, non-regulatory and independent
oversight arrangements.

Mental health services

171 Whereas SCV has a broader quality and safety remit in health services that includes areas such
as maternity, emergency departments and surgery, it is important in my view to bolster the
quality and safety of mental health services ‘from the ground up’ using the powers and
resources of the OCP.

172 Larger services have the resources to dedicate to mapping, monitoring and improving the
calibre of their work, but this is not uniform. The clinical directors and operations managers of
services, especially smaller ones, are naturally occupied with day-to-day matters, making it
difficult to respond assertively and consistently to ‘big picture’ issues. To counter their
understandable focus on compliance with national, state and local standards and indicators, it
will be helpful to:

€)) Expect services’ own quality and safety programs to be sufficiently resourced to
promote an understanding across the whole of the organisation of strategies to lift
standards beyond compliance levels. It will be helpful for quality and safety leaders
to occupy senior roles within their services and for them to have access to ongoing

training in contemporary quality and safety principles and methodologies.

(b) Include consumer and carer consultant and peer support workers in quality and
safety activities, with representation on services’ quality and safety committees to
ensure that a lived experience perspective is represented when developing new
initiatives, monitoring progress and embedding improvements in everyday
practice. To assist with this, it will important that the lived experience workforce

receives training and ongoing support to facilitate this new role.

Chief Psychiatrist

173 | envisage a greater role for my own office in augmenting ‘on the ground’ improvements in
quality and safety in a range of ways including:
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@ Offering services’ quality and safety leaders secondments to my office and SCV to
work on jointly-managed projects that will enhance their knowledge and skills in
promoting and embedding improvements in clinical practice on return to their

service.

(b) Boosting my office’s capabilities to analyse, interpret and disseminate data specific
to mental health service delivery. As noted at paragraph 52 above, | recently
appointed a data analyst who has already improved my capability to collect better
quality data at lower cost to services and my office. It will be important for data
analysts and researchers to have explicit links with VAHI and SCV to ensure

consistent messaging to services.

© Monitoring in ‘real time’ the data supplied by services to my office and through CMI
and the Victorian Health Incident Management System (VHIMS) concerning
restrictive interventions, sexual safety incidents, deaths, critical incidents and
sentinel events. My greater awareness of trends within and between services will

allow me to respond more quickly to emerging trends.

(d) Adding depth to my own strategic capacity by adopting one new major quality and
safety project each year. Such projects might focus on one of the existing national
safety and quality standards (for example, clinical governance, harm reduction,
partnership with consumers). This will build on services’ need to meet these
standards and add depth to the national accreditation process which, by its nature,

is time-limited and cross-sectional in focus.

Scv

174 Consistent with the MHA, | retain oversight and clinical leadership of the quality and safety of
public mental health services. As described previously, | have powers in excess of those
available to SCV to conduct investigations, audits and reviews and can direct services to take
remedial action. Equally, SCV has resources far in excess of mine to support training, develop
guidelines and host clinical networks. Both my office and SCV could benefit immensely from
mandated access to information such as accreditation reports from accreditation bodies such

as the Australian Council on Healthcare Standards.

175 The way in which | work together with SCV has evolved more in response to circumstances
than a broader strategic framework. As noted above, clinical advisers and policy advisers in my
office have benefitted from some of SCV'’s training sessions; we conduct joint reviews of mental

health related sentinel events; and the Chief Mental Health Nurse and | sit on SCV’s mental
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health clinical network. Members of SCV have also contributed to some of my site visits and

investigations.

176 Given the large size of Victoria’s public mental health service system and the challenging nature
of its work, | welcome the opportunity to develop a shared framework that allows SCV to benefit
from my office’s expertise in mental health while sharing SCV’s educational and other
capabilities with mental health service providers. This may also provide benefits to health

services who need to work with multiple oversight bodies and within multiple frameworks.

177 It would be helpful, for example, to work with SCV to build the capacity of consumer and carer
mental health consultants and peer support workers to apply quality and safety principles and

methodologies within their own workplace.

178 In addition, SCV’s mental health clinical network could contribute to selecting major shared
projects, implementing them and helping embed improvements in clinical practice. This will
build on their proven capability to scale up successful interventions across service networks
(for example, the Safe Haven mental health diversion project piloted within the Better Care

Victoria Innovation program at St Vincent’'s Hospital Melbourne).

VAHI

179 VAHI collects and collates all the data submitted to the Department of Health and Human
Services by health services, including mental health services. | have worked with VAHI very
successfully to develop indicators based on data submitted through CMI on the YES survey,
restrictive interventions, ECT, treatment orders and the like. The findings are communicated in
confidence to providers through the Inspire Mental Health report.

180 | add value to the report by engaging in dialogue with services that show as an ‘outlier’ on
indicators (for example, where rates of ECT or treatment orders exceed the state average by
more than one standard deviation). The point is not to attribute blame but to encourage services
to question why their rates of a practice are higher than in other similar services. | encourage
exploration of the data by asking larger services to check if rates differ between their own

community teams or inpatient units and engage in discussions with services.

181 Where it emerges that differences have no obvious reason (such as a specialty clinical program
or expanded catchment population) | request clinical leaders to work with their teams to review
the particular practice and take remedial action. Some of the responses to date have been very
impressive. The Inspire Mental Health report format makes it possible to track changes in

practice over time to ensure that changes are enduring.
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described below, although this list is not exhaustive. | also highlight some potential gaps in
oversight, accountability, safety and quality mechanisms and governance as part of my

discussion of changes in practice and service delivery at paragraphs 193 to 206 below.

Clinical registration notifications

187 | requlate mental health service providers, and not individual clinicians who are accountable for
their work to their clinical and operational supervisors and for their professional registration to
AHPRA. If | conclude after an investigation that a clinician’s standard of care or behaviour
presents an unacceptable risk to consumers or the public, | may recommend that the provider
makes a notification to APHRA. If some aspect of the matter was the subject of a complaint to
the Mental Health Complaints Commissioner, the Commissioner might also make a notification.
Clear communication between providers, the Commissioner and my office will prevent

confusion about our various roles.

Albury Wodonga mental health service

188 All mental health service providers are located in Victoria apart from Albury Wodonga Health
(AWH) which delivers services in both New South Wales and Victoria. This gives rise to some
complexity because of the two states’ different legal and regulatory frameworks. In response to
these concerns, my office initiated a process to clarify the arrangements that would underpin
safety and quality for AWH’s mental health services. This included extensive consultation with
AWH, the NSW Chief Psychiatrist and NSW Health and culminated in January 2019 in the
signing of a memorandum of understanding (MOU) between the Secretary of the Victorian
Department of Health and Human Services and the Secretary of New South Wales Health.

189 The MOU clarifies a number of issues related to safety and quality at AWH, including the
legislative requirements for AWH mental health services, applicable policies and guidelines, my

oversight of AWH and complaints handling policies.

190 The MOU defines AWH as a Victorian-governed entity responsive to the Victorian Chief
Psychiatrist, Chief Mental Health Nurse and authorised staff within the OCP. My office holds
oversight of the safety and quality of care of all AWH mental health services and may conduct
clinical reviews if warranted. The MOU is due to be reviewed this year to ensure that it remains
current and relevant.

Aged persons’ mental health residential care facilities

191 There has been a trend in recent years for management of Victoria’s aged persons’ mental

health residential care facilities to move from mental health programs to health services’ aged
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care, sub-acute or residential programs. This makes sense at an operational level. Aged
persons’ mental health residential facilities have much in common with services’ other aged

care facilities with respect to accreditation requirements, funding streams and hotel services.

192 | retain oversight of these facilities because they continue to be delivered by health services
that have been prescribed as designated mental health services and they have a specific
mental health focus. It emerged, however, in my recent review of the standards of care in these
facilities, that while old age psychiatrists attend on a regular basis to supervise treatment, the
nursing and allied health workforce within the facilities usually receive no specialist mental
health education or supervision. | am working with health services to ensure that staff members
have in-reach by mental health service educators to ensure that levels of knowledge and skills

remain contemporary.

Responding to changes in practice and service delivery

Question 13: In a reformed system there may be a greater diversity of professionals and providers,
increased community based services, and more online service provision. What would need to be
re-examined in relation to existing quality and safety mechanisms to respond to such changes in
practice and service delivery?

193 In a reformed system there may be a greater diversity of professionals and providers, increased
community based services, and more online service provision. Responding to such changes in
practice and service delivery will require many elements of the existing quality and safety
mechanisms to be re-examined, including what the quality and safety framework would need
to be for new entrants to the publicly-funded provider market; what elements of the current
quality and safety frameworks would be retained or amended; who is responsible for the clinical

governance mechanisms; and what the reporting processes might be.

194 Online provision of mental health services has been addressed at paragraphs 77 to 82 above.
I will focus here on quality and safety mechanisms as they relate to: peer support workers, the
newest professional group to enter the mental health workforce; private psychiatric hospitals
whose role in accommodating public mental health consumers will expand further; and
community mental health support services whose role in offering residential recovery services

is relatively new.

Peer support workers

195 Consumer peer support workers use their own lived experience of mental illness and recovery
to support other consumers. Carer peer support workers use their experience of supporting a
family member or friend who has experienced mental illness to support consumers’ family
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pathways including CMI and VHIMS to the information | need to monitor the quality and safety

of the care provided to public consumers regardless of setting.

Subcontracted subacute services

201 Prevention and recovery care (PARC) centres offer short-term, community-based mental health
care to people in need of multi-disciplinary treatment and support within a residential setting.
The centres function as an alternative to an acute inpatient admission (step up) or following
discharge from an inpatient unit (step down).

202 The majority of PARCs have functions subcontracted to community-based mental health
support services by clinical mental health service providers. Typically, the community-based
mental health support service will manage staffing, therapeutic programs and hotel services.
Staff members come from a variety of backgrounds including community services, allied health
and lived experience. There is a strong focus on personal recovery. Interventions are tailored
to consumers’ needs and include counselling, creative activity, help with relationships and
family, and linkages to promote physical wellbeing, ongoing community support and appropriate
accommodation.

203 Clinical mental health service providers manage clinical in-reach in the form of a mental health
nurse and/or allied health clinician (typically in working hours, with some PARCs extending

cover into evenings and across seven days) and a visiting consultant psychiatrist and registrar.

204 Formal agreements between the subcontracted subacute service and clinical service provider
stipulate requirements for escalation pathways within the respective organisations and

appropriate quality and safety review mechanisms.

205 Given the rapid escalation in the acuity of illness of PARC residents in recent years, and a
commensurate increase in levels of clinical risk, it would be timely for the Department of Health
and Human Services to review guidelines to services for use in subcontracting negotiations to
ensure that the community providers’ incident review mechanisms are in accord with those

required for clinical and inpatient program areas.

206 Clinical governance mechanisms are key here to the delivery of quality and safe mental health
treatment. The Department of Health and Human Services should also have assurance that
subcontracted subacute services have adequate systems in place to monitor the safety and
quality of their own care systems and to intervene in the event of serious incidents. Going
forward, an oversight mechanism for mental health community support services in a stepped

care model will need to be considered.
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216 Mental health services (like health services generally) report safety incidents, and their
responses to incidents, via VHIMS, a standardised dataset that will eventually store records of
incidents and hazards from all Victorian public health services. The Policy and Funding
Guidelines 2019-20, attached to this statement and marked ‘NC-3’, set out these reporting

requirements for health services.

217 VHIMS has been hindered by services’ multiplicity of internal reporting definitions and systems

and by difficulties distinguishing one part of a service from another.

218 It has not been possible therefore for VAHI, which collects and collates VHIMS data, to provide
me with meaningful data about clinical and occupational incidents on a service-by-service basis

or to track patterns in incidents over time.

219 Attached to this statement and marked ‘NC-5’ is a copy of the Vicforian Health Incident
Management System Minimum Dataset. All services will provide VAHI with the VHIMS
standardised minimum data set by July 2021. From 2022, VAHI will be able to provide mental
health service providers with regular reports (much like the Inspire Mental Health reports)

showing incident categories, numbers and trends. | will have access to these reports too.

220 | will also be able to request reports, on a regular or occasional basis, of incidents of particular
relevance to the mental health field (for example, occupational violence, sexual safety incidents
and suicide attempts on mental health inpatient units) within a particular service or program

stream, cross-sectionally and over time.

221 This will allow the Chief Mental Health Nurse and me to map patterns and trends in incidents
and to target interventions (site visits, investigations etc.) more strategically. This will represent

a major advance in my capabilities.

222 In developing its new application, VAHI consulted with numerous bodies including SCV, the
Mental Health Complaints Commissioner, the Victorian Managed Insurance Agency, WorkSafe

and my office.

Adequacy of existing arrangements in preventing and responding to harmful incidents

223 Services’ own incident reporting standards are governed nationally and subject to accreditation.
Mental health service providers are required under the national health care standards to use
incident reporting systems to generate timely reports on quality and safety systems and
performance to the governing body, the workforce, consumers, the local community and other
relevant health service organisations (standard 1.9), and to use clinical and other data
collections to support risk assessments; act to reduce risks; review and improve the
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effectiveness of the risk management system; and report on risks to the workforce and
consumers with plans to manage internal and external emergencies and disasters (standard
1.10).

224 As noted in paragraph 219 above, | shall have much better information available to me from
2022 to track differences in patterns of selected types of incidents within and between services

and over time.

225 These improvements in the detail and consistency of incident and near miss data will greatly
improve incident oversight within and between services and at a statewide level.

Safety risks within Victorian mental health services

Question 16: Within Victorian mental health services:
(a) What factors contribute to safety risks?

(b) What factors contribute to occupational violence and other safety issues being encountered by
the mental health workforce?

(c) What factors are protective and support:
(i) consumer safety and wellbeing?
(i) carer and family safety and wellbeing?

226 Issues relating to suicide risk will be addressed in paragraphs 310 to 343. | will focus here on
three other important risks facing mental health consumers, namely physical aggression and
violence, sexual safety incidents, and physical illness and incapacity. | shall also consider risks
where indicated to the mental health workforce, carers and families. | shall conclude each of
the three sections with a discussion of current responses to these areas of risk to identify the

factors that are protective and support consumer, carer and family safety and wellbeing.

Physical aggression and violence

227 In the community generally, people with mental illness are more often the victims of violence
than the perpetrators. 49Aggression is a significant issue however in emergency departments

and mental health inpatient units.

228 Once the standardised VHIMS data platform becomes operational in 2022, it will be possible to
map the prevalence of aggressive episodes across services, facilities and time. There are no
meaningful statewide data available at present but proxy markers give some insight into the

occurrence of the behaviours on wards that prompt staff to take inpatients into seclusion. There

40 Galletly C, Castle D, Dark F et al. 2016, ‘Royal Australian and New Zealand College of Psychiatrists
clinical practice guidelines for the management of schizophrenia and related disorders’, Australian
and New Zealand Journal of Psychiatry, vol. 50, pp. 410-72.

5240515_2\C
OFFICIAL





https://www2.health.vic.gov.au/about/publications/annualreports/chief-psychiatrist-annual-report-2018-19
https://www2.health.vic.gov.au/about/publications/annualreports/chief-psychiatrist-annual-report-2018-19



https://www2.health.vic.gov.au/about/publications/policiesandguidelines/occupational-violence-aggression-healthcare-framework-2017
https://www2.health.vic.gov.au/about/publications/policiesandguidelines/occupational-violence-aggression-healthcare-framework-2017
https://www2.health.vic.gov.au/alcohol-and-drugs/aod-policy-research-legislation/ice-action-plan
https://www2.health.vic.gov.au/alcohol-and-drugs/aod-policy-research-legislation/ice-action-plan



http://www.mhcc.vic.gov.au/resources/publications



http://www.coaghealthcouncil.gov.au/Poi1als/6/Fifth0/o2bNational%26Mentai0/o20Health0/o2band%20Suicide%20Prevention%20Plan.pdf
http://www.coaghealthcouncil.gov.au/Poi1als/6/Fifth0/o2bNational%26Mentai0/o20Health0/o2band%20Suicide%20Prevention%20Plan.pdf



https://www2.health.vic.gov.au/about/key-staff/chief-psychiatrist/chief-psychiatrist-guidelines/equally-well-in-victoria
https://www2.health.vic.gov.au/about/key-staff/chief-psychiatrist/chief-psychiatrist-guidelines/equally-well-in-victoria



https://www2.health.vic.gov.au/about/key-staff/chief-psychiatrist/chief-psychiatrist-guidelines/working-together-with-families-and-carers
https://www2.health.vic.gov.au/about/key-staff/chief-psychiatrist/chief-psychiatrist-guidelines/working-together-with-families-and-carers



https://www2.health.vic.gov.au/about/key-staff/chief-psychiatrist/chief-psychiatrist-guidelines/family-violence-guideline-practice-resource
https://www2.health.vic.gov.au/about/key-staff/chief-psychiatrist/chief-psychiatrist-guidelines/family-violence-guideline-practice-resource

DHHS.0071.0001.0060

266 Design of spaces that emphasises safety and flexibility to meet consumer needs is paramount
to engendering trust for vulnerable consumers. This is not solely a matter of creating gender
sensitive areas, but also ensuring the use of spaces can be adapted for individual needs while

ensuring safety and quality treatment.

267 Within acute settings, it is imperative to give consideration to the service environment,
compatibility, and the most appropriate setting for a person’s needs. The Mental Health
Intensive Care Framework, described at paragraph 137 above, draws attention to issues that
can arise when people are grouped into treatment environments according to risk severity and
support needs, resulting in clustering people whose needs are incompatible. Any decision on
care settings should take into account the potential risks and impacts of both the treatment

environment and the communal environment.

268 Over time, new sub-areas have evolved within adult acute mental health settings that provide
options for separating consumer cohorts. Seclusion rooms and anterooms provide a quiet and
safe environment with very low stimulation, whereas high dependency units and intensive care
areas operate with increased staffing support and a smaller number of consumers compared

with the general inpatient setting.

269 Innovative programs and quality and safety interventions have also been introduced over time,
with gender sensitive corridors, Safewards and other quality and safety activities now widely
practiced in acute inpatient settings. The Mental Health Intensive Care Framework was

released in late 2019 and is in the process of being implemented.

270 The available settings, however, are not always able to meet consumers’ needs, and | address

this further at paragraphs 272 to 285 below.

Separation of cohorts in existing facilities

271 Within the existing public system, there are a range of settings — both state and federally funded

— that facilitate the separation of specific cohorts. For instance:

€)) Acute inpatient units, which cater to different age groups (child, adolescent, youth,

adult and aged) and acuity.

(b) Psychiatric Assessment and Planning Units (PAPU) designed as short stay units
(24-72 hours admissions) that provide timely access to short-term care with a view
to discharge to the community. The design and location of these units varies

according to resource availability and new build planning, with some located
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adjacent to emergency departments and generic short stay units, and others within

and adjacent to acute adult inpatient units.

©) SECUs, which provide medium to long-term inpatient treatment and rehabilitation in
a secure environment, and are discussed in detail at paragraphs 541 to 567 below.
The design, number of beds, location and cohort of consumers significantly vary.
For instance, one large metropolitan unit is separated into three distinct subunits

which allow streaming of male, female and a mixed cohort of consumers.

@ Thomas Embling Hospital (Forensicare) which provides secure acute, residential
and rehabilitation options for people from the criminal justice system who need
specialist psychiatric assessment and treatment, and a small number of consumers

from the public mental health system who require specialised management.

) Specialist units for eating disorder services established in several area mental
health services. Models of care delivery have evolved locally depending on resource
availability, and vary between services. One model sees the eating disorder service
situated in a general medical setting with significant co-delivery of care with general
health; in another model, eating disorder beds are situated with another specialist
mental health service and sharing a unit; a third model has eating disorder beds
which are separated but sited within adult acute inpatient units. These settings offer
very different environments and experiences of care. In addition, there are
residential and day programs and outpatient programs for consumers with eating

disorders which complement these acute care models.

® Parent and infant mental health services, which have evolved according to funding,
resource availability and clinical demands. Outreach and virtual beds have been
added to the models of care to meet the demands and needs of the consumer

cohort.

(o)) Transition Support Units (TSUs) have recently been developed to address the
needs of consumers with dual disabilities. One unit, located on an acute health site,
has SECU-like design features; the other has features similar to a PARC and is
located in the community. These statewide services, their models of care and their

roles within the mental health system are still evolving.

(h) Community based residential rehabilitation services, including community care units
(CCUs) providing medium to long-term care and rehabilitation, and PARC services

(including three specialised youth PARCs for young people aged 16-25 years, a
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women’s PARC, and an additional youth PARC and women’s PARC in

development) providing short-term treatment.

0] Mental health community support services (MHCSSs), which provide adult and

youth residential rehabilitation services.

)] Aged acute mental health services, which vary from standalone units on acute and
subacute health campuses to integrated services within adult acute mental health
wards. Depending on the setting, the care delivered may differ due to shared staff
expertise, as well as the overflow of adult demand into aged beds, and can impact
on consumer experiences and safety. For example, in a regional hybrid unit, an
elderly consumer was assaulted when an agitated adult consumer gained access

to the aged mental health subunit on the ward.

k) Mental health residential aged care units, which are distributed across most area
mental health services and regions. They are frequently collocated with non-mental
health residential aged care, with a governance structure falling either under mental
health programs or subacute medicine programs. The provision of specialist aged
mental health services is influenced by funding, staff experience, and facility design
and age. Some regions have significant new private residential bed stock with
associated aged mental health and geriatric medicine in-reach. This can result in
lower demand for public residential mental health beds, and can challenge the
viability of some units, with some services in metropolitan Melbourne closing due to

these issues.

0] ECT suites, which receive both inpatients and outpatients, and are usually situated
either adjacent to acute inpatient units or within theatre recovery or day procedure
areas. There is a range of issues associated with each setting. Suites shared with
day procedure services mean there may be limited session times and caps on the
number of consumers who can receive ECT. If the suite is not located close to the
inpatient unit, or is located at another campus, an acutely unwell person must
sometimes travel some distance which may be challenging for someone with severe
symptoms. Waiting areas also may be inappropriately situated, providing less than
adequate privacy. In contrast, ECT suites collocated with acute inpatient units have
greater flexibility with time and space, although do not have the full range of staff

and resources that theatre suites have.

(m) Other specialist statewide and regional services that stream consumers to provide

specialist treatments include a statewide neuropsychiatry unit at Melbourne Health
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specialising in mental ilinesses associated with disorders of the nervous system; the
Alfred Psychiatry Intensive Care Statewide Service, caring for inpatients of area
mental health services who present with significant behavioural or treatment
difficulties in those settings; a statewide brain disorder service at Austin Health for
people with acquired brain injury or neurodegenerative conditions with associated
psychiatric conditions; and the statewide trauma service provided by Foundation

House.

272 There are particular groups where both consumers and staff would benefit from alternative

options to these. | describe some of the most pressing challenges below.

Challenges for young people

273 Young people with conditions such as autism spectrum disorder, emergent personality disorder,
intellectual disability or eating disorders can face particular challenges. Child protection, the
NDIS, and paediatric specialists may be involved in their care, however there are few services

with accommodation options specialising in these consumers’ specific needs.

274 In addition, there is a significant care interface between paediatric units and mental health units,
as well as outpatient services provided by each discipline. Often, conditions such as eating
disorders are primarily managed in paediatric units with consultation liaison input from mental
health clinicians. To provide coordinated and effective care, in-reach between departments is
needed. Similar to the discussion below regarding aged consumers, improved consultation and

liaison services could address some of the issues in the paediatric and child and youth space.

Aged mental health consumers

275 For ageing consumers with cognitive impairments and psychiatric symptoms, there is a
significant care interface between aged mental health (bed-based and community) and geriatric
medicine.

276 In bed-based services, consumers with cognitive impairments and low acuity psychiatric
symptoms (such as behavioural and psychological symptoms of dementia (BPSD)) are
managed in the geriatric setting, with consultation liaison in-reach provided by local aged mental
health clinicians. When acuity of psychiatric symptoms increases, transfer to aged mental
health wards may occur, with corresponding in-reach by geriatric medicine clinicians. These
arrangements, and thresholds for transfer between programs, are locally driven. Along with
access to aged residential beds, this may result in significant variation between services in the

proportion of aged mental health inpatients with cognitive or organic disorders.
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b) enhancing the existing consultation liaison model for mental health intervention,
which would improve the level of engagement with acute and subacute medical
services and consumers and carers during non-mental health bed-based and

community episodes of care

©) stronger links between services and the Victorian Centre of Excellence in Eating

Disorders, and with private and primary care resources and services.

Inadequate secure care options

281 The inadequacy of existing secure care options is highlighted at various points throughout this
statement. This inadequacy means that a growing cohort of consumers with complex forensic
mental health treatment needs is accommodated in acute inpatient units with limited
rehabilitation opportunities. Some members of this group may be awaiting transfer to a SECU,
however neither the acute inpatient unit nor the SECU setting is appropriately designed or

staffed to provide optimal care for this group.

282 The current SECU model does not meet consumers’ needs. As detailed at paragraphs 541 to
567 below, the relatively small bed stock limits access to beds, and the models of care and
staffing formula — designed to support consumers with subacute needs — pose challenges for
providing care to consumers with very high complexity and acuity of iliness. Incidents of
interpersonal violence have occurred against other vulnerable consumers, visitors and staff. In
addition, some consumers require ongoing care for extended periods, which may not accord

with rehabilitation programs (generally six to 12 months) or the trajectories of other consumers.

283 The demand for beds at Thomas Embling Hospital, discussed at paragraphs 152 to 157 of my
previous statement to the Royal Commission, impacts not only on service access for forensic
and security patients, but also on options for civil consumers (often former security patients)
who cannot safely be accommodated in an adult acute or SECU setting. Access to medium
secure beds outside of Thomas Embling Hospital, or alternative options to acute inpatient units

that are appropriately constructed, designed and staffed, would assist this cohort.

Consumers with dual disability

284 There are also significant challenges relating to consumers with dual disability, some of whom
are not well-served by current options. People with intellectual disability have a higher risk of
co-occurring mental iliness in comparison to the general population, with studies estimating that

between 30 and 40 per cent of people with intellectual disability will experience a mental illness

5240515_2\C
OFFICIAL





https://providers.dhhs.vic.gov.au/disability-mental-health-and-medication-implications-practice-word
https://providers.dhhs.vic.gov.au/disability-mental-health-and-medication-implications-practice-word

DHHS.0071.0001.0067

285 Consumers with dual disability require a supportive environment that is responsive to individual
needs, whether or not the setting is separate from other consumer cohorts in mental health
facilities. Core components for service provision for people with dual disability include the
provision of high quality assessment and treatment and continuing care; access to inpatient
services; crisis intervention; specially trained staff and a level of skill within the service system
to meet support needs; interprofessional service provision; and strong and collaborative
relationships between service providers.3° Building skills and capability through learning and
development opportunities across the broader mental health sector may lead to improved and

more systematic responses to meet the needs of this population.

Physical environments most conducive to the care, treatment and support of people with
complex needs or behaviours of concern

Question 18: What physical environments are most conducive to the care, treatment and support of
people with complex needs or behaviours of concern?

286 Environmental design plays an important role in mental health care. Across all mental health
settings, there are common elements that support the provision of safe and quality care,

treatment and support.

287 Different clinical settings are required to meet the needs of diverse groups of consumers. For
example, the setting appropriate in a child family unit will be vastly different from that in an acute
forensic unit or acute brain injury assessment unit. The building fabric, inclusion and exclusion
criteria, and staff skill sets — particularly the need for staff who are well-versed in trauma
informed care and a recovery care approach, as well as a holistic understanding of the
consumer, their families and carers, cultural background and connection to the land, and

developmental stage of life — are all essential elements.

288 Regardless of the physical environment, services can be delivered within a culture of care and
support, and with an interdisciplinary workforce that includes the lived experience and peer
workforce to support people in periods of recovery. The Mental Health Intensive Care
Framework, lived experience workforce models, Safewards, and work towards elimination of
restrictive interventions all support a transformation in the way services are delivered and

experienced.

55 Department of Human Services 2013, Senior Practitioner — Disability: Building capacity to assist
adult dual disability clients access effective mental health services, State Government of Victoria,
Melbourne.
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291 In addition to these guidelines, the Department of Health and Human Services and the Victorian
Health and Human Services Building Authority (VHHSBA) also provide guidance to services
and impose requirements that reflect and influence contemporary practice, including in relation

to single bedrooms, single gender areas, vulnerable consumers, and anti-ligature safety.58

292 Existing settings do not always provide an appropriate environment for providing safe and
therapeutic care and one that is consistent with the principle of least restriction. While the design
guidelines apply to new builds and renovations, they do not address existing infrastructure, and
so a broader approach to respond to distress needs to be addressed through workforce

cultures, therapeutic engagement and workforce capability.

293 The Mental Health Intensive Care Framework conceptualises the care setting not only in terms
of its environmental design and construction, but also the community it supports and influences
within it. The care setting should be based on the person’s needs and preferences, and the

setting that is least restrictive and best supports the person’s safety needs to be chosen.

294 The physical environment should be designed and built to enhance the physical and mental
wellbeing of consumers, carers, staff and visitors, with consideration given to matters such as
universal access, wayfinding, sensory modulation, low stimulation, care areas based on

treatment needs, and the proximity of security staff.

295 In terms of process, major capital builds are led by VHHSBA, which works closely with the
Mental Health and Drugs Branch and relevant services to ensure that the work aligns with the
Department of Health and Human Services' guidelines and policy directives. For smaller
remodelling projects, the relevant health service is responsible for adhering to guidelines and
contemporary practice, but there is an expectation that services keep the Mental Health and

Drugs Branch informed.

296 A co-design process that ensures consumers and carers are involved from the beginning of the
project is essential. The Department of Health and Human Services has worked with VMIAC,
Tandem and services in this area, and consumers and carers participate in the development of

all capital projects.

58 These include the Chief Psychiatrist's guidelines Appropriate locations for the use of seclusion in
designated mental health services and High dependency unit guidelines (due to be updated), and my
advice on ligature point audits in the Chief Psychiatrist’s Quality and Safety Bulletin 2018/1. Other
guidelines include the VHHSBA's Planning and development guidelines, and the Department of
Health and Human Services Guidelines for behavioural assessment rooms in emergency
departments and the Mental health prevention and recovery care unit — Part B: health facility briefing
and planning.
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Age-based streaming for children, adolescents and youth

Question 19: Could services for children, adolescents and youth be streamed by age, and why?
(a) What are the challenges associated with age-based streaming?

(b) Could the aims of aged based streaming be met through alternative means? For example, by
streaming based on different criteria.

(c) Are there examples of high-quality systems and services that don’t use age-based streaming?

297

298

299

300

Specialist mental health services are currently streamed on the basis of age, with separate
services for infants, children under 13 years, adolescents (from 13 to 18 years old) and young
adults (from 18 to 25 years old), and mother-infant streams for those with postpartum mental
illnesses. In addition, there are two statewide child inpatient units; some CAMHS that have
been redesigned as Child and Youth Mental Health Services (CYMHS) and provide services
up to age 25; Orygen Youth Services for ages 15 to 25; and a headspace youth model for those
aged 12 to 25.

The models of care are very different for each age cohort, requiring diverse approaches, training
requirements for staff, and linkages to support agencies. Each area is regarded as a sub-
specialty area in mental health, requiring further training and advanced qualifications to take on

this work.5®

All streams use a broad biopsychosocial model set within a developmental framework, with
both an individual and family context. Separation by age — children under five, ages five to 12,
ages 13 to 17, and ages 18 to 25 — is a sensible framework given the involvement of key
agencies: kindergartens, maternal child health and early childhood services; primary and

secondary schools; and post-secondary higher education or vocational training.

Within the existing mental health system, specialist services for each age group tailor their
models of care. The two statewide child inpatient units have complementary models, with
Monash Children’s Hospital's Oasis unit focusing on acute admissions and assessment, and
Austin Health on longer-term admissions and a systemic family-based approach to treatment.
A further example is the infant and preschool service provided by Alfred Health’s CYMHS, which

provides direct clinical support to families and caregivers of infants and young children who are

59 For example, a RANZCP qualified child and adolescent psychiatrist requires a further two years of
comprehensive and rigorous advanced training in child, adolescent and family developmental
psychiatry, with one day per week of lectures and clinical supervision at Mindful Centre for Training
and Research in Developmental Health, two years of clinical placements in accredited CAMHS with
college accredited supervisors, followed by RANZCP accreditation if all requirements are met. Many
staff in this area have also undertaken further advanced qualifications, such as a three-year masters
in Family Therapy through the Bouverie Family Therapy Centre, Masters in Child Psychotherapy
through Monash University, and Graduate Diploma in Infant Psychiatry through the University of
Melbourne.
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yet to start primary school and who have difficulties in emotional, social and development areas,
as well as providing consultation to professionals in maternal and child health services and
kindergartens. Parent and infant programs employ different models of care again, with services
across the state such as Austin Health providing specialised inpatient and ambulatory care for

parents experiencing severe mental iliness in the postnatal period.

Challenges associated with age-based streaming

301 A key challenge associated with age-based streaming is the adult paradigm generally used by
mental health services. This can be challenging for CAMHS, CYMHS and aged mental health
services, as there can sometimes be a lack of understanding of the different models of care

and the central role of families in assessment and treatment.

302 Further challenges include:

€)) workforce training: there are insufficient clinical placements for senior registrars
wishing to become child and adolescent psychiatrists, and a significant financial
disincentive to undertaking advanced training, as senior registrars continue to be
paid at this level for a further two years while their colleagues are paid as qualified
consultant psychiatrists. Clinical psychologists in child and adolescent mental health
are also highly qualified — usually at university doctoral level — requiring additional
years of study and clinical placements. Clinical placements are generally required
by all disciplines in addition to formal education and training, with clinicians
undertaking a supervised clinical placement (effectively an apprenticeship model) in
child and adolescent mental health facilities, which is a considerable investment of

time and resources.

(b) providing a variety of clinical services: this requires a critical mass of qualified
clinicians for training, clinical supervision commensurate with level of experience,
and service provision. Providing an appropriate level of discipline-specific, clinical
supervision can be a particular challenge in rural and regional services, especially
with regard to consultant child and adolescent psychiatrists and various other
disciplines.

© providing an interprofessional approach and a variety of interventions when there is
a shortage of disciplines such as occupational therapy, speech pathology,
psychology and neuropsychology, and still less access to creative therapy
disciplines such as art therapy and music.
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305 A different model of care and approach is needed: by way of example, the approach needed
with a pre-pubertal child experiencing an eating disorder in the context of family and school will

be very different from that used with an adult living independently from their family.

306 Children and adolescents are vulnerable, and it is risky and traumatising to treat them within an

adult framework. This risk is even further heightened in an inpatient setting.

307 In my own experience, there are considerable risks in placing children and adolescents in an
adult setting. In my early years practising child psychiatry, there was only one adolescent
inpatient unit — Travancore Centre in Flemington — servicing the whole state. At that time, the
upper age threshold for CAMHS was 16 years. Without rural CAMHS services or options for
regional autism assessments, families had to travel to Melbourne, and adolescents were
transferred to adult facilities on reaching the age of 16. This approach did not make sense for
vulnerable adolescents, some of whom were still at secondary school and living at home with
their families, and it was traumatic to impose an adult individual model on both the adolescents
and their families. It also resulted in vulnerable teenagers being placed in acute adult facilities,

and posed substantial risks of sexual exploitation, violence and drug use.

308 | am unaware of any services in the developed world where it would be seen as acceptable not
to stream children and adolescents separately from adults, in the same way that children and
youth justice clients are not placed in adult prisons. Likewise, | am unaware of any programs of

excellence that do not stream children and adolescents separately from adults.

309 | consider that aged-based streaming for children, adolescents and young people is essential
to providing safe and appropriate care. Within this framework, however, there needs to be
flexibility to determine how a consumer’s needs can best be met, as rigid criteria for age,
diagnosis or acuity may not result in an appropriate outcome for an individual. In my view, it is
worth considering:

€)) streaming for intensity of service provision within each age cohort — for example,
through IMYOS teams for adolescents with challenging behaviours whose needs
span different service systems (such as child protection or out of home care) and

who would benefit from an outreach service.

(b) the most appropriate model for youth between 12 and 25, noting that there is not
consensus on the suitability of this model which covers a diverse age range. The
youth model has less of a developmental focus and is less family-based than other

models, however a person under 18 living at home — or indeed a person over 18
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use of substances were recorded for alcohol (29 per cent), stimulants (18 per cent), cannabis
(19 per cent), opiates (14 per cent) and benzodiazepines (6 per cent). Use of multiple

substances was common.

328 With respect to their social circumstances, most (70 per cent) were single, separated or
divorced, and nearly half (48 per cent) were unemployed or on a disability pension. Small
proportions of people had identified as belonging to Aboriginal or Torres Strait Islander (1 per

cent) or LGBTI (4 per cent) communities.

329 Social stressors in the three months prior to death were common, especially for those with
depressive or anxiety disorders. The most frequently cited difficulties were separation from a
spouse or partner (21 per cent), other interpersonal conflict (16 per cent), finances (12 per cent),
work (12 per cent) and physical ill-health (11 per cent). A fifth (20 per cent) were known to have

inflicted some sort physical self-harm within this time-frame.

330 Just over half (56 per cent) of those who died by suicide had been in contact with a mental
health service for more than a year. A few (2 per cent) had spoken just with a triage service

though this is likely to be an under-estimate as services are sometimes not told of their deaths.

33 Most people (71 per cent) had been admitted at least once to a mental health facility. Some (13
per cent) had been admitted more than five times. For those with recent inpatient experience,

there was a peak in death by suicide in the two weeks following discharge.

332 The majority of people who died while still registered as consumers (some had been discharged

by the service) had been seen within the week prior to their death.

333 Causes of consumers’ deaths can be complex and multifactorial. There can be factors outside
the domain of the treating service that contribute to an individual’s death. | have taken steps
over the last year to improve the quality of the information | receive about consumers’ deaths
and to use this information constructively to help providers improve the quality and safety of

their work.

334 The notification form has been made more structured to help capture detailed information about
the individual, their circumstances and the type of care they had received. Once received by
my office, they are reviewed by one of my deputies who contacts the notifying clinician to clarify
details if necessary and raises questions for the clinical team to consider in its own internal
review. These reviews must then considered by the service’s own risk review committee to
ensure that learnings are fed back to clinical programs to reduce the likelihood of a recurrence.
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mental health team. If these specialised interventions were judged not to be warranted, people

were returned to the care of their general practitioner.

341 To remedy this gap in care, Victoria embarked in 2016-17 on a six-site pilot of the Hospital
Outreach Post-suicidal Engagement (HOPE) program, the initial roll-out of which was led by
the OCMHN. The HOPE program offers individuals who present to hospital after attempting
suicide intensive, comprehensive, individually-tailored support for a period of three months by
clinicians from a range of backgrounds to address stressors in their life including difficulties with
relationships, family, education, training, work, Centrelink or drug and alcohol use. Clinicians
also support carers, family members and friends to bolster their ability to protect the person and

build resilience.

342 An additional $18.7 million recurrently was provided in the 2018-19 State Budget to expand
HOPE to a further six sites across Victoria giving 12 in total, to ensure an equitable spread
across metropolitan and regional centres. The 12 sites are: Albury Wodonga Health, Alfred
Health, Ballarat Health, Barwon Health, Bendigo Health, Monash Health’s Casey Hospital,
Latrobe Regional Hospital, Eastern Health’s Maroondah Hospital, Peninsula Health, St
Vincent’'s Hospital Melbourne, Western Health’s Sunshine Hospital (operated by Melbourne
Health) and Mercy Health’s Werribee Hospital. The Commonwealth is contributing to costs at

three of these sites as part of its bilateral Aftercare suicide prevention program.

343 The Royal Commission has made an interim recommendation that HOPE be expanded to all
adult area mental health services, including establishing a regional and sub-regional health
service approach and broadening referrals to include consumers of community-based mental
health teams. In addition, the Royal Commission has recommended developing a model
specific for children and young people. It looks forward also to collaboration between HOPE
and local Aboriginal social and emotional wellbeing teams to help reduce barriers to
engagement with mental health services. The Mental Health and Drugs Branch is working

closely with Mental Health Reform Victoria to deliver these recommendations.

Challenges facing the mental health workforce

Question 21: From the pattern and nature of issues you see in your role, what do you think are the
most significant issues facing the mental health workforce?

344 There are significant challenges facing the mental health workforce, many of which are

experienced in every jurisdiction in Australia as well as other jurisdictions internationally.

345 In my experience, the most significant issues facing the mental health workforce in the current

system are workforce supply (specifically supply of nurses and psychiatrists), retention and
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discipline, more lived experience workers need ongoing training, as well as options to progress
their careers.

351 There is a heavy reliance on an international workforce, particularly psychiatrists, with mental

health services increasingly dependent on sourcing qualified workers from abroad.

352 The ageing workforce also contributes to these challenges, with 62.7 per cent of the mental
health nursing workforce aged 40 or above, and 30.4 per cent of the psychiatry workforce aged

60 years or older.”®

353 Accurate and timely data to describe the current situation for the mental health workforce is a
challenge, as there is no consolidated source of this data held by the state at

a sufficiently detailed level.

354 Supply shortages in nursing and psychiatry place pressure on the mental health workforce,
which in turn leads to retention issues.

Retention

355 In my role, | also observe the difficulties experienced by mental health services in retaining their
workforces. Recruitment and retention difficulties result in a less experienced clinician group in
acute mental health units, and less effective management of consumer distress. This in turn

contributes to higher rates of staff attrition.

356 For psychiatry in particular, workforce retention can pose more of an issue than supply, with
clinicians leaving the public system for the private system. In addition to differences in
remuneration, psychiatrists express that they are not able to provide psychotherapeutic

supports within the public system, limiting their scope of practice.

357 The work environment, particularly in demand-pressured inpatient units, has an impact on
workforce wellbeing, and staff report their dislike for working in an environment which is not

conducive to providing therapeutic care.

358 Occupational violence is a further issue that contributes to workforce wellbeing, which then has

an impact on workforce retention. Research indicates that up to 95 per cent of healthcare

78 Department of Health, National Health Workforce Dataset, Table .02 (Total number of registered
medical practitioners and FTEs employed in Victoria by specialty) and Table .07a (Total number of
registered nurses employed in Victoria by nurse main job areas).
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Workforce enablers

363 Addressing the issues outlined above would require:
@ greater workforce planning capability and access to timely, relevant workforce data

(b) reconsidering the current medical model of care, where the majority of the mental
health workforce comprises nursing staff, yet there has not been a needs or costs

analysis to determine whether the workforce composition is appropriate

©) improvements to infrastructure, and in particular changes to inpatient unit

environments which are not conducive to providing therapeutic care

@ greater respect for consumers’ autonomy and self-determination, noting the effect a

locked unit can have on both consumers and staff

() research and funding into supportive therapeutic techniques and modern
medications, noting the impact on morale and retention when staff perceive that

available treatments make little difference to the consumer.

Challenges to achieving collaborative, cross-disciplinary professional practice across different
service settings

Question 22: Are there particular challenges to achieving collaborative, cross-disciplinary
professional practice?

(a) If so what are they across:

(i) different service settings?

(ii) different workforce professions and disciplines?
How could greater collaboration be fostered?

364 The Victorian model of devolved governance results in area mental health services offering
different services. The composition of the workforce by discipline will therefore differ from one

service to another, resulting in different levels of knowledge.

365 The different governance, funding and operating models of Commonwealth, state and privately
operated services can result in broken care pathways and poor collaboration between services.
There can be a culture of services ‘competing’ with one another, creating barriers to cross-
disciplinary practice. In addition, hospital-specific health records can compromise continuity of

care when a consumer is referred to another provider.

366 Several workforce challenges have been illustrated in the Victorian place-based suicide

prevention trials, including barriers to effective cross-sectoral coordination and integration.
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@ A key component of the trials’ activities is building workforce capability through
training: gatekeeper training, including general practitioners, teachers and
pharmacists who are in a position to identify early warning signs of suicidality, and
frontline training, including emergency services. There are challenges within and
between these workforces and sectors.

b) Quarterly and annual reports indicate challenges to service linkages in several sites.
Workforce capability is particularly variable and limited in the effective identification,
assessment and appropriate and timely referral of consumers with elevated risk
factors for self-harm and suicidality. Trial coordinators report that this is commonly
found in primary healthcare, including general practice, but also in a range of allied
health services. Awareness of referral pathways is also limited, particularly between
the health, education, and social service sectors.

©) Services and the workforce do not necessarily have the capacity or the capability to
meet the increased demand resulting from increased awareness of mental health
issues, self-harm and suicidality in the community. Capacity is further limited in rural
and regional communities due to less services and greater distance to access them.
General practice as a medical home in a person-centred model is compromised in
rural and regional communities because of an under-supply of general practitioners
in these areas. A lack of a medical home limits accessibility to a range of other
services and sectors.

Challenges across workforce professions and disciplines

367 Across the different mental health workforce professions and disciplines, feedback from the
sector suggests that individual disciplines are not fully cognisant of the role and purposes of
other disciplines. Individual disciplines can be protective of their scope and reluctant to ‘dilute’
their specialty where there are competing disciplines or a perceived lack of respect. Workplace
hierarchies and cultures — for example, doctors’ willingness to listen to nurses — can also act as
barriers to cross-disciplinary collaboration and communication.

368 In addition, the current medical model of care prioritises doctors and nurses in consumers’ care,
resulting in the perception of allied health and other disciplines as less valuable. Current
structures within the Department of Health and Human Services do not challenge this
perception: as noted at paragraph 54 above, while doctors and nurses are represented through
me and my deputies and the Chief Mental Health Nurse, there are currently no senior

practitioners representing allied health within the Department of Health and Human Services.
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careers on the roles, purpose and scope of other disciplines, and their value to mental health

consumers.

375 By way of example, the Victorian Reducing Restrictive Interventions Sensory Modulation and
Trauma Informed Care Trainer Program used multidisciplinary and collaborative approaches to

training.%3 Learnings from this program suggest that:

€)) a multidisciplinary trainer approach supports collaboration between disciplines
through interprofessional learning; role models strong, positive and connected
leadership; and strengthens education as a valuable strategy to help gain buy-in

from multiple disciplines

(b) a collaborative approach to training is particularly relevant for rural and remote
services where there can be limited access to specialty or allied health staff. It can
also improve the availability, quantity and depth of content, in contrast to when

single-discipline trainers are used. This is ultimately of benefit to consumers.

Compulsory treatment

376 The MHA provides for people with a mental illness to receive compulsory treatment, subject to
strict criteria being met. A compulsory treatment order may be made where a person needs
immediate treatment to prevent serious deterioration in their mental or physical health, or to

prevent serious harm to the individual or any other person.

377 Compulsory treatment is an essential element of the mental health system. It can allow people
with a mental illness to receive treatment in a timely manner and in a setting of reduced risk, as
some vulnerable consumers do not seek or receive treatment voluntarily when experiencing
severe symptoms of illness.

378 However, compulsory treatment places real and tangible limits on a person’s human rights.
Compulsory treatment should never be used without significant consideration, and the

consumer and their legally protected rights must always be central to any decision making.

379 The MHA seeks to minimise the use and duration of compulsory treatment to ensure that

treatment is provided in the least restrictive and least intrusive manner possible. Aspects of the

83 McEvedy S, Maguire T, Furness T, McKenna B, 2017, ‘Sensory modulation and trauma-informed
care knowledge transfer and translation in mental health services in Victoria: evaluation of a statewide
train-the-trainer intervention’, Nursing Education in Practice, vol. 25, pp. 36-42.
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MHA framework allow care to be delivered in ways that maximise levels of autonomy and

choice, even where compulsory treatment is necessary. For example, the MHA:

@ allows compulsory treatment to be provided both in inpatient and in community
settings

(b) includes leave of absence provisions for people on inpatient treatment orders

©) includes provisions that enable and support consumers receiving compulsory

treatment to make or participate in decisions about their treatment, including
advance statements and second psychiatric opinions, which | consider further in my

discussion of safeguards at paragraphs 401 to 414 below.

380 The challenge for service systems, clinicians, consumers and carers, as well as others involved
in care, is that mental health and risks to self and others are not fixed states. These states are
fluid and can change over time, location, setting, and a multitude of known and unknown factors
specific to the individual, their environment and their support systems, such as homelessness,

relationship breakdown and traumatisation.

The role of compulsory treatment

Question 24: From your perspective, in what ways, if any, does compulsory treatment provide
benefit to:

(a) people living with mental illness, including children and young people
(b) a consumer’s family and carers
(c) the community

(d) diverting demand for more acute mental health services, such as admission to an acute mental
health inpatient unit?

381 Compulsory treatment can allow a health service to intervene and deliver optimal care for the
stage of illness experienced by the consumer at a specific time. It plays an important role in
enabling treatment planning to occur and can be appropriate when a person’s mental illness

poses a risk to self, carers, family members or the wider community.

382 The severity of a person’s iliness, and the likelihood of the use of compulsory treatment in their
care, is influenced by a person’s symptoms, their pattern of ililness expression and their
response to treatment and recovery. Biopsychosocial factors, including culture, developmental
issues, the supports in place, and conditions and situations which complicate treatment and
care — such as acute and chronic health conditions, substance use disorders, forensic and
criminal justice orders and associated risks, personality disorders and conditions, and

homelessness and limited accommodation options — also play an important role. Factors such
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as a general rule, a 14- or 15-year-old could be considered to have capacity to make decisions
regarding their medical treatment. Their wishes for privacy also need to be respected. As a
result, it may not be appropriate to rely on parent/guardian consent as one would for younger
children. In some cases, the MHA may need to be used for community and inpatient treatment,
especially if restrictive interventions such as seclusion and restraint are to be used. In my

opinion it is inappropriate to use parental/guardian consent to apply restrictive interventions.

387 Families and carers always play a significant and complementary role in recognition, care,
support, and enhancement of treatment. Compulsory treatment should always support the
ability of families and carers to participate and perhaps play a more significant role in a
consumer’s care, and their involvement can provide a foundation for the consumer’s ongoing
engagement with mental health services. In addition, we know that families and carers are often
left to manage the significant impacts that mental illness can have on the family and the home,
which can include violence, disturbing or threatening behaviour, or episodes of self-harm.
Compulsory treatment in these situations can provide a protective space and period for care,

allowing for stabilising of symptoms and identification of necessary support needs.

388 However, compulsory treatment can disempower families and carers who would normally be at
the forefront of care and management. Even when a person is voluntarily accessing treatment,
there is an inherent power imbalance that treating teams need to be cognisant of. For people
subject to compulsory treatment orders, it is vital that a balance be struck so that families and
carers are included during acute episodes of care, as the family will often be essential to

supporting the person’s care and recovery over the longer term.

The legal framework for compulsory treatment

Question 23: How and why does the approach to compulsory treatment for mental iliness, differ to
other areas of healthcare where greater agency is provided to the individual?

389 Compulsory treatment for mental iliness differs from physical health care due to the different
legal frameworks that apply to each. The differences in those frameworks are a consequence
of the requirement to include safeguards around compulsory mental health treatment that
recognise that persons with mental illness will sometimes lack capacity to give informed

consent.

390 The threshold requirement for physical health care is the person’s informed consent to
treatment. The only exceptions to this are emergency treatment, public health control orders
and special arrangements for persons under legal disabilities. The Medical Treatment Planning

and Decisions Act 2018 establishes a single framework for medical treatment decision making
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for people without decision making capacity that ensures that people receive medical treatment

that is consistent with their preferences and values.

391 It is assumed that every person has the capacity to provide informed consent to medical
treatment, unless there is evidence to rebut this presumption. At the outset this means the
person (albeit relying on the advice of their clinician) decides whether to have treatment and
which treatment to have. Once medical treatment is commenced, the person is entitled to

withdraw consent at any time and stop the treatment.

392 By contrast, the primary threshold requirement for compulsory mental health treatment is not
consent but risk: risk of a serious deterioration in the person’s health or a risk of serious harm

to self or others.

393 Compulsory treatment is a significant interference with an individual’s rights and the MHA sets
out the criteria for compulsory treatment (which include the ‘risk’ criterion). Having a mental
illness by itself is not enough to justify compulsory treatment. All the criteria in section 5 of the

MHA must apply.®”

394 Once a compulsory treatment order has been made there is a statutory obligation to seek the
individual’s informed consent to treatment under the order.® The MHA introduced a statutory
presumption that a consumer subject to a compulsory treatment order has the capacity to
provide informed consent to mental health treatment, unless there is evidence to rebut this
presumption (this is no different to other areas of healthcare). The MHA requires consent to be
sought for each episode of treatment under the order and requires persons receiving treatment
to be supported to be involved in all decisions about their assessment, treatment and recovery.
The MHA seeks to preserve as much of the consumer’s rights and autonomy as possible with
respect to treatment while they are subject to an order. This means a consumer subject to a
compulsory treatment order will provide informed consent to their treatment or participate in
treatment decisions, depending on their capacity to give informed consent to treatment at a
given point in time under the order. In the event an individual is unable to provide informed
consent or does not give informed consent, the MHA allows the authorised psychiatrist to make

a treatment decision if they are satisfied there is no less restrictive way for the person to be

87 The treatment criteria in section 5 of the MHA require that: (a) the person has mental illness; (b)
because the person has mental iliness, the person needs immediate treatment to prevent serious
deterioration in their mental or physical health or serious harm to another person; (¢) immediate
treatment will be provided if the person is subject to an order; and (d) there is no less restrictive
means reasonably available to enable the person to receive the immediate treatment.

88 Mental Health Act 2014, s. 70.
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treated.8® The MHA provides that a person must be given treatment for their mental illness. 0
This reflects the principle of reciprocity, so that where a decision is made to impose compulsory
treatment order on an individual (and therefore limit human rights), there is a parallel obligation

on the mental health service provider to provide safe and appropriate treatment and services.

Before making such a decision the authorised psychiatrist must have regard to the consumer’s
views and preferences and those views expressed in any advance statement. They must also

have regard to the views of others such as the nominated person or a carer.®

Although the individual cannot terminate the order, they can apply to the Mental Health Tribunal
at any time to stop the order.2 Both the authorised psychiatrist and the Tribunal must end the
order if they are satisfied the criteria no longer apply to the person.®® Orders are of a fixed
duration and expire unless an application for a further order is made to the Tribunal.®* The

Tribunal is required to regularly review all orders to determine if the criteria continue to apply.®

Application in practice

Question 26: In Victoria, the Mental Health 2014 (Vic) states that the compulsory treatment is to be
used to provide immediate treatment to prevent a serious deterioration in the person’s mental or
physical health or to prevent serious harm to the person or to another person.

(a) Are there other factors that influence how people may seek to use compulsory treatment?

Please consider the impacts, if any, of resource constraints within the current mental health
system.

397

398

An assessment order or treatment order cannot be made unless the MHA criteria for
compulsory mental health treatment apply. However, the complexity of the mental health
system, and the broad range of settings, support services, consumers and carers, means that
the use of compulsory treatment may differ depending on the person’s presentation, setting of
assessment, and even the time of day or day of week. From the perspective of consumers and

carers, these variations may appear arbitrary and inconsistent.

Within the current system, there is also a spectrum of people whose needs are complex. This
can include individuals with disability, eating disorders or physical conditions, personality

disorders, experiences of trauma, those experiencing homelessness, domestic violence or child

89 Mental Health Act 2014, ss. 75-76.

%0 Mental Health Act 2014, s. 72.

91 Mental Health Act 2014, s. 46.

92 Mental Health Act 2014, s. 60.

93 Mental Health Act 2014, ss. 55(b) and 61.

% Mental Health Act 2014, ss. 51, 57 and 54.

% A number of sections in the Mental Health Act 2014 give rise to an obligation for the Mental Health
Tribunal to consider if the criteria for a Temporary Treatment Order or Treatment Order apply,
including section 50(2)(a), 53, 54(5), 58(5) and 59.
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protection issues, as well as those who display challenging behaviours at various points in time.
These factors frequently contribute to the level of risk, and the possibility that the threshold for
compulsory mental health treatment will apply to an individual. As described in my previous
statement to the Royal Commission, resource constraints significantly hinder smooth pathways
of care for some consumers, particularly those with complex needs. Factors such as limited
access to secure extended care beds, the absence of medium secure beds outside of Thomas
Embling Hospital, and limitations on access to beds at Thomas Embling Hospital for prisoners
with acute mental health conditions can lead to higher acuity iliness prior to presentation and
delayed transfer to appropriate specialist settings. Limited or delayed access to specialist
treatment, along with the frustration experienced by the consumer, contribute to an increased

level of risk.

399 Some of these individuals are likely to meet the criteria for compulsory mental health treatment,
however it can still be challenging to engage, provide and link them in with appropriate services

across different systems. Challenges can include:

@ service delivery for people with dual disability, which often requires the involvement
of mental health, housing and youth justice systems

b) treatment options for individuals with autism spectrum or eating disorders, where
compulsory treatment may be considered for the person’s protection, but could be

counterproductive because of the corresponding loss of autonomy

©) limited options for consumers requiring secure care, noting the difficulties in
accessing SECUs, the lack of medium secure options, and the environmental

robustness and staffing levels that are required

@ the lack of supported accommodation and “step down” options for individuals with
complex needs, noting that these may require specialist construction and design

and appropriate staffing

() insufficient housing or out of home residential care for minors. There are currently
insufficient residential care options for minors under child protection orders, and it is
almost impossible to find out of home residential care for those not involved with
child protection. Some minors are not able to be managed safely within the
residential care options currently available, and it is very concerning to my office
when | am informed about a minor inappropriately remaining in an acute inpatient

unit due to the lack of supported accommodation in the community.
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400 My office devotes significant effort to addressing challenges for individual consumers and works
with the sector and across the Department of Health and Human Services to ensure access
and appropriate support, advocate for consumers, and ensure that compulsory treatment is

being used appropriately.

Safeguards

Question 27: To what extent are the existing safeguards contained in the Mental Health Act
(including advance statements, nominated persons and the second opinion scheme) as well as
current non-legal advocacy and legal representation arrangements:

(a) reflective of contemporary practice and evidence?

(b) compatible with international conventions on human rights?

(c) operating as intended?

(d) currently taken up by consumers?

(e) currently taken up by families and carers?

(f) currently considered in practice by clinicians when determining assessment and temporary
treatment orders?

(g) currently considered by the Mental Health Tribunal when determining treatment orders?

401 The MHA was developed to promote recovery-oriented practice and create additional

safeguards to protect the rights and dignity of people with mental illness.

402 Central to recovery-oriented practice was the establishment of a supported decision-making
model (SDM) in the legislation. This model includes a statutory presumption that consumers
have capacity to make decisions about their treatment, that informed consent be sought for
treatment, having non-legal advocates and nominated persons to assist consumers to
participate in treatment decisions and advance statements to enable consumers to record their
treatment preferences. SDM seeks to maximise the autonomy of consumers by using these
mechanisms and others, such as rights statements and second psychiatric opinions to enable
consumers to make or participate in decisions about their treatment. Substitute decision
making, when an authorised psychiatrist consents to treatment on a consumer’s behalf, can
occur in prescribed circumstances when a consumer subject to a compulsory treatment order
does not have capacity to give informed consent or does not give informed consent and the
authorised psychiatrist is satisfied there is no less restrictive way for the person to be treated.
The establishment of an independent Mental Health Tribunal, able to make treatment orders

and authorise ECT, was the most important new safeguard introduced by the MHA.

403 | consider that the reforms set out in the MHA largely continue to reflect contemporary practice
and that they remain compatible with the Charter of Human Rights and Responsibilities Act
2006, the United Nations Convention on the Rights of Persons with Disabilities and the

Convention on the Rights of the Child. However, the implementation and uptake of the
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term ‘custodial settings’ is used here to refer to correctional facilities such as adult prisons and

youth justice settings, not secure forensic mental health hospitals such as Forensicare.

417 The correctional and coercive culture of a prison is not therapeutic. There is an inherent conflict
between an environment to provide punishment and one that is to provide treatment and care
for people experiencing serious mental illness. The administration and operational imperatives
of prisons, which focus on security and placement, are in conflict with the culture and purpose
of a hospital. There is a risk that prison management will use compulsory treatment in prison,
including the forcible administration of medication, as a means of social and behavioural control

or to punish prisoners.

418 In custodial settings, deterioration in a prisoner's mental health and behaviour can lead to
management conditions that are restrictive, distressing and traumatising for prisoners, many of
whom have already experienced significant trauma. For example, prisoners with mental iliness

have experienced being isolated, locked down in their cells and restrained.

419 Restrictive interventions are not therapeutic and can be re-traumatising; they are intrusive
practices used as a last resort to prevent serious and imminent harm to the individual or another
person. The use of restrictive interventions in mental health services are monitored by my office
and there are safeguards in place in the MHA to protect consumers. Custodial services do not
use restrictive interventions in the same way, and they can be used as mechanisms for control

and punishment.

420 | am aware of voluntary mental health treatment for prisoners being disrupted as a consequence
of prison lock downs or prisoner movement and isolation. If compulsory mental health treatment
were offered in custodial settings, these operational imperatives are likely to conflict with and
constrain the delivery of the compulsory treatment, with serious adverse consequences for the
prisoners.

421 Governance and accountability structures would need considerable focus in any consideration
of compulsory mental health treatment in custodial settings, with clear separation of custodial
and treatment requirements. Clinical mental health services would need to be unequivocally
under the governance of mental health services, including decisions about placement,
treatment and care and safety, and the use of restrictive interventions. For example, if prison
officers became involved in administering medication or there was an operational decision to
lock a prisoner in their cell, significant risks such as over-sedation and the possibility of
positional asphyxia through physical restraint would arise. Such risks are very carefully

managed in psychiatric hospitals.
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422 The conflation of clinical and custodial roles would also upset the delicate balance that allows
clinical psychiatric services to function in custodial settings in a humane and effective way: there
would be a loss of therapeutic trust between prisoners and clinicians who work in prisons, and
that trust is necessary to manage risks such as suicide and self-harm, as the clinicians become
seen as just part of the prison system. Prisoners would learn that disclosing mental distress
may, ultimately, result in their being forcibly administered medication in a non-therapeutic
setting, such that they would not disclose symptoms at an early and more readily treatable
stage.

423 There is also a potential for a conflict of laws if compulsory treatment was permitted in prisons.
Both the Corrections Act 1986 and the MHA establish oversight mechanisms and safeguards.
The obligations to monitor the provision of mental health services in custodial settings owed by
the Secretary to the Department of Justice and Community Safety Victoria and the Chief
Psychiatrist overlap and create a potential conflict. For example, the Chief Psychiatrist has no
power to enter prisons without the agreement of the Secretary and the Commissioner for
Corrections. If compulsory mental health treatment in custodial settings were to be considered,
facilitative provision would need to be made for the Chief Psychiatrist to provide oversight of

the quality and safety of treatment and care in custodial settings.

424 Section 67 of the MHA does not currently permit compulsory treatment in prisons. This is
consistent with a long-established principle in Victoria that compulsory mental health treatment
must not be provided in correctional settings, and the National Statement of Principles for

Forensic Mental Health endorsed by all Australian Health Ministers.1%

425 Providing compulsory mental health treatment in a place of custody potentially engages a
number of human rights protected under the Charter of Human Rights and Responsibilities Act
2006 (the Charter), including the right to protection from torture and cruel, inhuman or degrading
treatment and the right to humane treatment when deprived of liberty. The Charter provides
that limitations on rights should be reasonable and demonstrably justified, which requires
consideration of whether there is a less restrictive way to achieve a policy objective. Providing
compulsory mental health treatment in a custodial environment is not the least restrictive

method of providing such treatment. The least restrictive method is to provide treatment in

105 The National Statement of Principles for Forensic Mental Health states that ‘legislation should not
allow coercive treatment for mental illness in a correctional setting’ (Australian Health Ministers’
Advisory Council, 2006).
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means that mental health orders made under the legislation of one jurisdiction often do not have

effect in another.

435 In Victoria, Part 13 of the MHA provides for the interstate application of mental health laws using
cross-border bilateral ministerial agreements that recognise other jurisdictions as having
corresponding orders. The bilateral ministerial agreements set out agreed administrative
arrangements to harmonise the differences and support the continuity of care for persons
moving between jurisdictions. Division 8, Part 11 of the MHA also deals with interstate security
patients.

436 There are cross-border bilateral ministerial agreements for both civil''! and forensic patients.
For example, the civil agreements enable: persons in one state to be assessed for compulsory
treatment in another (when we share a border with that state); consumers subject to a
compulsory treatment order to be transferred interstate; and persons absent without leave from
interstate facilities to be apprehended and returned using an interstate apprehension order. The
forensic agreements provide for the apprehension and return of forensic patients who are
absent without leave in another state.

437 During the last 20 years, Victoria has entered into cross-border bilateral ministerial agreements
with New South Wales, Queensland, South Australia and the ACT. Currently Victoria has civil
ministerial agreements with New South Wales, South Australia and the ACT and forensic
ministerial agreements with New South Wales and the ACT. Bilateral agreements have proven
to be an unsatisfactory vehicle to support the interstate application of mental health laws.
Bilateral agreements are resource intensive because they take time to negotiate and require
resources to maintain their currency because an agreement will require revision whenever the

parties’ mental health laws are significantly revised.

438 For example, Victoria’s cross-border bilateral ministerial agreements with Queensland ceased
to operate following the expiry of transitional provisions after the commencement of a new
Mental Health Act in Queensland. Victoria’s current ministerial agreements are difficult to read
and understand because they predate the commencement of the MHA and so refer to the

repealed provisions of the 1986 Mental Health Act.

439 In response to these issues my office routinely provides advice and support on cross-border

issues to mental health services. This may include advice about a cross-border bilateral

1 The term ‘civil patients’ refers to compulsory patients as defined in the Mental Health Act 2014
(persons subject to an assessment order, a court assessment order, a temporary treatment order or a
treatment order under that Act) and persons subject to an equivalent order under a corresponding law
in a participating State.
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ministerial agreement if applicable, but more often these matters are resolved by the spirit of
collaboration and cooperation that exists between the chief psychiatrists in each jurisdiction.
For example, | recently assisted with the transfer of two young people from Tasmania who
required acute inpatient treatment because that state does not have inpatient child and

adolescent mental health services.

440 As part of my role as Chief Psychiatrist, | am a member of the National Mutual Recognition
Project Interjurisdictional Project Steering Committee (Steering Committee) of the Australian
Health Minister’s Advisory Council (AHMAC) to oversee the development of an agreed national
legislative scheme to support mutual recognition of civil mental health orders. Forensic orders
are out of scope for the scheme. The project will explore the development of model legislation
or provisions to enable the recognition of other jurisdictions’ mental health orders to improve
continuity of care for people moving between jurisdictions. The project commenced in
November 2019 however the project times lines are being revised because of the impact of
COVID-19.

441 The work of the Steering Committee builds upon Action 26 of the Fifth Plan which commits
Australian governments to improving consistency across jurisdictions in mental health

legislation.

442 Pending the development of draft national legislation, the Mental Health and Drugs Branch is
in discussion with its counterparts in New South Wales, Queensland and Tasmania to explore
the development of cross-border memoranda of understanding that set out agreed principles to
assist clinicians with cross-border decisions. Those principles would seek to drive consistent
best practice, based on the applicable legal and human rights frameworks. Once draft
documents have been developed, my office will be involved in consultations about the draft
principles.

443 I note the legislative differences between jurisdictions do not usually limit the access of seriously
unwell people to interstate mental health services in border areas because the statutory criteria
for compulsory treatment in each jurisdiction are sufficiently similar to apply to this cohort.
Universal access applies irrespective of the person’s state of origin or whether they are already

subject to a compulsory treatment order made by another state.

Reducing rates of compulsory treatment through improved engagement

Question 25: Are there other alternative methods to compulsory treatment to engage people in
treatment? If so:

(a) what are they?
(b) what factors needs to be present in an individual for these methods to work?
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(c) what features or circumstances need to be present at a systemic level for these methods to
work?

(d) to what extent could these methods be replicated in Victoria?

Question 29: Other than legislation, what other mechanisms could be used to reduce rates of
compulsory treatment use? Please consider policy, funding and operational levers.

(a) How could they be deployed in Victoria? By whom could they be deployed?
(b) What is required to ensure the use of these levers are successfully implemented?

444 The rate of compulsory treatment is linked to the factors that support people to engage in
treatment because when people are given appropriate support to engage in treatment in a way

that is meaningful for them, there is likely to be less need for compulsory treatment.

445 Reducing compulsory treatment requires a broader range of treatment and support options and
an understanding of the risk factors that make it more likely a person will be subject to
compulsory treatment.

446 The current mental health system is based on a biomedical understanding of mental iliness with
treatment offered in bed-based hospital settings or the community, with limited step-up or down
options and services delivered by clinical staff expert in the administration of psychotropic
medications. While the concept of ‘trauma informed care’ is now better understood, its

application has not resulted in any fundamental change to the biomedical model.

447 Limited resources in the current system also restrict access to treatment for the most acutely
unwell. Improved engagement in treatment requires the ability to intervene earlier to avoid
escalation to crisis situations and emergency presentations of high acuity mental illness, as well

as a lower triage threshold that allows assessment and treatment at an earlier stage of illness.

448 There should be greater responsiveness in the system to incorporate evidence-based
innovation in the services provided. The literature emphasises the value of peer-led initiatives
and family involvement, less restrictive alternatives to traditional hospital-based care, and
support options such as advance planning and supported decision-making.''2 While there will
always be a need for a biomedical response, a shift is required to incorporate a broader
psychosocial understanding of mental illness. This would increase the availability of
environmental therapies (for example, individual behavioural therapy, family and group therapy,
and therapeutic communities), improve our understanding of their effectiveness and increase

their range and quality.

12 Gooding, Piers; McSherry, Bernadette; Roper, Cathy and Grey, Flick (2018) Alternatives to
Coercion in Mental Health Settings: A Literature Review, Melbourne: Melbourne Social Equity
Institute, University of Melbourne.
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449 Promoting the development of psychological therapies that increase wellness and reduce risk
would increase less restrictive options fortreatment and potentially reduce the need for inpatient

or community compulsory treatment or facilitate earlier discharge from those arrangements.

450 Incorporating a broader psychosocial understanding of mental illness would require greater
resourcing of a diverse workforce, experienced in a range of treatment modalities across a
range of settings — for example, staff education and training to build new skills with some
services delivered by or in partnership with non-health organisations. Ultimately this would
enable more options that could be better tailored to the needs of individual consumers.

451 These changes could increase capacity across the system to allow earlier access to treatment
and support before a person is in crisis. They would also improve access to mental health
services across different systems — including broader health, custodial, disability and child

protection — to enable parallel service delivery.

452 Any increase in the modality of services and service settings needs to be accompanied by a
cultural change that reduces coercion and enhances autonomy and self-determination. New
services would be co-designed with persons with lived experience as consumers, carers and
peer workers. People with lived experience will also need to have an ongoing role in directing
and delivering the services, to ensure they meet the needs of consumers into the future. Peer-
led alternatives to inpatient care have been explored in New Zealand, as acknowledged in the
Royal Commission’s interim report, and there have been some innovative pilots in the United

States of America.'3

453 Consumers, carers and families need to be better supported so they can direct and participate
in decisions about their treatment. Strong models of family involvement include the Open
Dialogue program in Finland, which takes the approach of working with families and social
networks in their own homes and helping those involved in a crisis situation to be together and

engage in dialogue. 1

13 Grey F and O’Hagan M, 2015, The effectiveness of services led or run by consumers in mental
health: rapid review of evidence for recovery-oriented outcomes: an Evidence Check rapid review
brokered by the Sax Institute (www.saxinstitute.org.au) for the Mental Health Commission of New
South Wales.

114 Open Dialogue, ‘Open Dialogue: An international community’ <https://www.open-dialogue.net>
[accessed 28 June 2020].
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454 Evaluation and research have also identified advocacy and crisis planning as effective ways to
support consumers, carers and families.115.11%% The current mental health advocacy service,
IMHA, could be expanded to support more people. Nominated persons and crisis planning
mechanisms, such as advance statements, require re-examination to understand the barriers
to their effectiveness. More timely access to second opinions is also needed to ensure they can

be considered in treatment planning.

Addressing clinical, structural and social factors

455 We also need to address the factors that influence the risk of a person being subject to
compulsory treatment. Current research indicates those factors fall into three categories:

clinical, structural and social.!'”

456 The clinical risk factors for compulsory treatment include a diagnosis of a psychotic disorder,
previous compulsory hospitalisation and perceived risk of harm. Psychosis can have an impact
on a person’s ability to make informed decisions, with a common symptom being a lack of
insight or belief that the person has an iliness. The very nature of the mentalillness, for example
with paranoid delusional thinking, may make the consumer believe in other external
explanations for their mental experience, such as auditory hallucinations. This may impact on
the consumer accessing early treatment which could minimise the serious consequences of
their illness for themselves and their family. In all cases, clinicians need to undertake a
comprehensive assessment to determine the best approach. It is imperative that the views of a
person’s carers are obtained and their perspectives taken into account. The level of family and
carer support also needs to be assessed so as not to overburden a carer beyond what may be
reasonable and safe for all parties, and the risks for individuals without carer or family supports
need to be evaluated carefully. Structural factors include the availability of less restrictive
options including community treatment, crisis planning and advocacy. As discussed above, a
diverse range of less restrictive options are likely to reduce the use of compulsory treatment.
Crisis planning mechanisms have been shown to significantly reduce the risk of compulsory

treatment by averting crisis and providing consumers with some control over the treatment

15 Maylea C, Alvarez-Vasquez S et al, 2019, Evaluation of the independent mental health advocacy
service (IMHA), Melbourne, Social and Global Studies Centre, RMIT University.

116 de Jong, M. Kamperman, A. et al, 2016, ‘Inteventions to reduce compulsory psychiatric admissions
a systematic review and meta-analysis’, Journal of American Medical Association Psychiatry vol.
73(7): 657-664.

17 Walker,S. Mackay,T et al, 2020, ‘Clinical and social factors associated with an increased risk for
involuntary psychiatric hospitalisation: a systematic review’, Lancet Psychiatry vol. 6, pp. 1039-1053.
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provided.!'® More research is required to identify what would be the most effective mechanisms

for the Victorian system.

457 The social determinants of mental health are well known and include poverty, both at a
population level and the deprivation experienced by individuals. Unemployment, social isolation
and a lack of affordable housing all contribute to poor mental health and increase the risk of
compulsory treatment. Supported accommodation designed to assist with mental health needs
could go some way to addressing this, as could an examination of the role of community
intensive home outreach support — such as mobile intensive support teams — for people who

require intensive support to remain in their home environment.

458 Belonging to an ethnic minority or having English as a second language increases the risk of
compulsory treatment. Recent Queensland research suggests this is also true for Aboriginal
people.® More resources are required in the system to support consumers to ensure the
services provided are culturally appropriate and that consumers and families can navigate and

communicate their desires and preferences.

459 Making changes to Victorian mental health services will not significantly reduce compulsory
treatment unless both the State and Commonwealth governments target the social

determinants of poor mental health in a coordinated and sustained way.

Restrictive interventions

460 The use of restrictive interventions has a long history in mental health services. Nationally and
internationally there are ongoing efforts to reduce and prevent the use of restraint in mental

health environments.

461 In mental health service settings, restrictive interventions have the effect of restricting the rights
of a person with a mental illness. They are intrusive practices used as a last resort to prevent
serious or imminent harm to a consumer or another person. Restrictive interventions are not
therapeutic, and should only be used after all possible preventative practices have been tried

or considered, and have been found to be unsuitable.

462 Part 6 of the MHA regulates the use of restrictive interventions, and requires services to report
to me on the use of any restrictive intervention on a person in a designated mental health
service. Attached to this statement and marked ‘NC-6’ is a copy of the Chief Psychiatrist’s

118 Walker (2020) and de Jong (2016) (above n 116 and 117).

18 Kisely, S. Moss, K et al, 2020 ‘Efficacy of compulsory community treatment and use in minority
ethnic populations: a statewide cohort study’, Australian and New Zealand Journal of Psychiatry vol.
54(1), pp. 76-88.
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guideline Restrictive interventions in designated mental health services, which sets out best
practice requirements for the conduct, monitoring, oversight and recording of restrictive

interventions.

463 The Chief Mental Health Nurse and | share a commitment to reducing and, where possible,
eliminating restrictive interventions in mental health services. This commitment aligns with the
Fifth Plan and the work of the Safety and Quality Partnership Standing Committee, of which |
am a member, and which works across jurisdictions to support state and territory governments
to eliminate the use of restrictive interventions.

464 Eliminating the use of restrictive interventions is a key focus of my office and the OCMHN, and
there has been extensive work over a number of years to reduce their use, including through
the Creating safety: addressing restraint and seclusion practices project in 2006, the 2013
Providing a safe environment for all: Framework for reducing restrictive interventions, the
implementation of the MHA, and the Safewards program, which | discuss further at paragraphs
519 to 532 below. Our offices continue to work closely with services to monitor their use at a

service level and support practice change.

465 Our ultimate aim is to eliminate the use of restrictive interventions, and planning has
commenced for a long-term program of work to eliminate the use of restrictive interventions in
Victoria. This is an ambitious objective which will require fundamental change and sustained
efforts in partnership with mental health services, consumers and carers, and industrial bodies.
Leadership, commitment and motivation will be critical to the success of this work, as will a

change culture underpinned by recovery with a focus on workforce and training.

Restrictions on human rights

Question 38: What psychological and physical impacts can restrictive practices have on consumers
and workers?

(@) How does the use of restrictive practices impact on consumer rights and empowerment?

(b) Do restrictive practices have the potential to be traumatising or re-traumatising? If so, why?

(c) What are the impacts of extended periods of seclusion or restraint? Under what
circumstances would extended periods of seclusion or restraint be necessary?

(d) In your experience, can experiences of seclusion or restraint in a mental health service
hinder consumers from seeking help for mental health problems in the future?

(e) Can the use of restrictive interventions impact on workers within mental health services? If
so, how?

466 By their nature, the use of restrictive interventions limits the rights of consumers. When the
MHA was introduced, the Statement of Compatibility with the Charter of Rights and
Responsibilities acknowledged that multiple rights from the Charter were impacted. These

include the right to protection from torture and cruel, inhuman or degrading treatment; the right
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Attached to this statement and marked ‘NC-7’ is a copy of the Chief Psychiatrist’s annual report
2018-19.

478 Policy work has included:

€)) development of the 2013 Framework for Reducing Restrictive Interventions, which
sets out the principles that underpin the task of reducing the use of restrictive

interventions

(b) best practice guidance for services, provided in the Chief Psychiatrist's Guideline
Restrictive interventions in designated mental health services

© the Reducing Restrictive Interventions initiative, led by the Chief Mental Health
Nurse, which is a statewide initiative to support mental health services to work
towards reducing and, where possible, eliminating the use of restrictive
interventions. Every mental health service across Victoria has participated in
developing local action plans (LAPs) for reducing incidences of restrictive
interventions. LAPs employ a range of strategies, including workforce development,
enhanced consumer and carer participation, strengthened clinical governance,
innovative therapeutic interventions and sensory modulation.

@ the Creating Safety online training program, which aims to assist staff to reduce the

use of restrictive interventions in adult acute inpatient units

) statewide rollout of the Safewards model, discussed further below at paragraphs
519 to 531.

Factors contributing fo the use of restrictive practices

Question 34: What factors contribute to the use of restrictive practices?

(@) What factors contribute to the use of restraint? (Please comment on different types of
restraint including mechanical, bodily and chemical forms)
(b) What factors contribute to the use of seclusion?

479 When considering the use of restrictive interventions, there are contributory factors at both the

organisational level and at the level of an interaction with an individual consumer.

480 Organisational factors contributing to the use of both restraint and seclusion include
organisational culture and systems, the environment, the capability of staff to anticipate need
and manage escalation. The level of acuity of symptoms being experienced by consumers on
a particular unit, as well as unit culture (for example, a culture that is coercive or creates conflict,

rather than a positive clinical culture) can also influence the use of restrictive interventions.
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481 Factors affecting the decision to use restraint or seclusion in a specific instance include:

@ the organisation’s policies and procedures, which should set out the types of

restraint options in the service

(b) the assessment by clinical staff — using their clinical knowledge and evidence based
assessment tools — that there is a high probability that the person will (or within the
near future will) seriously harm themselves or another person, and that it is

‘necessary to prevent imminent and serious harm to the person or to another

person’ 125
© the need to respond to challenging behaviour and to manage risk
(d) the treatment that is needed, and the use of physical restraint that follows in order

to administer treatment — for example, medication may be used to target symptoms
of mental illness and reduce acute arousal (noting, however, that the use of
medication to restrict movement can be hazardous, and has no defined place in the

MHA or in practice).

482 In my experience, restrictive interventions are less likely to be used where recovery-oriented
practice, trauma-informed care, supported decision making, and family and carer inclusive
practice inform workplace practices. For instance, for people experiencing deliberate self-harm
or suicidal ideation, the preferred model is for therapeutic engagement by the workforce — and
particularly the peer lived experience workforce which is highly regarded by people in distress

— rather than seclusion, which is never seen as therapeutic.

483 The Mental Health Intensive Care Framework, developed and in the process of being
implemented by the OCMHN, provides a framework for providing care in a way that responds
to individual vulnerabilities and risks when the severity of symptoms, distress or other factors
affect a person’s ability to self-manage. The provision of intensive care is not reliant on a fixed
environment or treatment setting. Rather, when considering service environments, compatibility
and the most appropriate setting for a person’s needs, there are a number of factors to balance,
and all possible alternatives should be explored before environmental restrictions are applied

or freedom of movement is restricted.

Variations in practice

Question 35: How does the use of restrictive practices vary within and between mental health
services? Please provide your views on the reasons for any variation.

125 Mental Health Act 2014, ss. 110 and 113.
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() the triage and referral systems in operation, and the availability of a PAPU or other
environment for assessment and shorter-term support that reduces the amount of

time spent in the emergency department.

492 It is hoped that the trial of the Safewards program in emergency departments, discussed below

at paragraphs 519 to 531, will reduce the likelihood of restrictive interventions in these settings.

Role of security staff

Question 42: What proportion of emergency departments, inpatient mental health units or other
areas of health services have security staff present?

€)) Why are they present? What role are they required to undertake?
(b) When did the presence of security staff start? Why did it start?
©) In your experience, how often are security staff required to intervene in mental health

presentations in
0] emergency departments?
(i) inpatient mental health units/wards?
(iii) other areas of a health service?

493 Security services in health services play an important role in ensuring a safe environment for

staff and consumers, and in preventing and managing occupational violence and aggression.

494 The Department of Health and Human Services does not require health services to report on
their security arrangements and does not routinely collect data on the proportion of emergency
departments, inpatient mental health units or other areas of health services that have security

staff present.

495 Locating security staff in emergency departments, short stay units and mental health inpatient
units has become more routine, and some services have moved to positioning security staff
close to the emergency department and including them as part of the clinical team in a mental

health inpatient unit. This may be in response to:

€)) the level of occupational violence across various areas of the service, including
emergency departments, general wards and acute inpatient units, and increasing

awareness of this as a workplace safety issue.

(b) high demand for inpatient treatment resulting in increased acuity in inpatient units.

© the impact of substance use (particularly amphetamine/ice and other similar

psychoactive stimulants).
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interconnected capabilities support the mix of interventions that will enable a sustainable

reduction in restrictive interventions (see paragraph 514 below).

508 Leadership and accountability are needed to set targets, develop methods to monitor and
reflect, enable front-line accountability, model the expected culture, and establish and support

effective change management processes.

509 Organisational systems — including policies, models of care, environments, and all components
governing service delivery — need to align with the service’s vision for reducing and eliminating
restrictive interventions, be responsive to the local environment, be collaboratively designed

with consumers and carers, and enable structures to support practice change.

510 It is essential that processes support self-determination, by respecting and facilitating a
consumer’s rights and wishes to plan for their recovery and focus on the issues that are
important to them. Key to this is embedding collaborative practice in both individual practice
and service design, ensuring that people with lived experience, carers and staff work together

on strategies to reduce restrictive interventions.

511 Model of care considerations should include the incorporation of programming that increases
access to allied health professionals and the lived experience workforce, in particular the peer
support workforce, to assist in the prevention of restrictive interventions. Alleviation of boredom,
thorough and timely discharge planning and assistance with rebuilding or maintaining healthy
relationships are all key elements of reducing conflict, and conflict in turn can lead to restrictive

interventions.

512 All members of the workforce — including health professionals, people with lived experience and
carers — need role clarity, to understand the application of contemporary practice, and to have

mechanisms in place to support accountability and reflection.

513 All efforts to reduce the use of seclusion and restraint must be underpinned by an approach to
care that is recovery-oriented and trauma-informed. Understanding and working with risk is also
essential to creating a safe environment that balances flexibility, responsiveness and people’s

unique circumstances and preferences with risk management obligations.

514 The Mental Health Intensive Care framework identifies the following four enabling factors to

reducing restrictive interventions:

(@ organisational culture and systems that align with organisational values and
objectives to reduce restrictive interventions, and that support practice and

continuous improvement.
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b) a healthy environment, which considers the physical setting, social dynamics and
cultural behavioural patterns that impact on the inpatient unit environment and
therapeutic milieu, which acknowledges people’s experiences and preferences, and

which supports open dialogue and a positive learning culture.

©) the ability to anticipate need and manage escalation in a way which involves the

person with a lived experience, their support people and health professionals.

@ review and quality assurance, and the effective use of data and feedback, to

contribute to continuous improvement in the reduction of restrictive interventions.

515 With this underpinning, professionals are more likely to be able to effectively employ alternate
strategies, leading to improved decision making that is consumer- and carer-inclusive, and that

is not merely a reactionary response.

Training

516 Effective training is essential so that all staff understand the importance of reducing restrictive
interventions, and are able to develop the skills and knowledge relevant to their role and
confidence in using these. Consistent with the Chief Psychiatrist's Guideline Restrictive

interventions in designated mental health services:

€)) all direct care staff and security staff should be trained in the service-approved
approach to restrictive interventions, noting that training requirements may vary

across disciplines depending on functions and roles.

(b) training should develop understanding and proficiency in a number of areas,
including evidence based preventative strategies (such as de-escalation techniques
and the use of sensory modulation); the legal framework, departmental guidelines,
and local policies and procedures; use of approved techniques, monitoring
requirements, recognising signs of physical distress, and emergency responses; the
need to consider the use of restrictive interventions within a framework that
promotes recovery-oriented practice and trauma-informed care; an awareness of
consumer experiences of restrictive interventions and of the impact of staff
behaviours and attitudes on consumers; and an understanding of the causes of

aggressive and threatening behaviour.

517 In addition, organisations need to ensure that training is accessible, available and appropriate
for building the knowledge and sKkills that enable staff to reduce and work towards eliminating

restrictive interventions.
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518 The national forums on restrictive interventions, discussed at paragraph 501 above, also
provide a powerful opportunity to share work and challenge thinking on restrictive interventions,

engage leaders and promote cultural shifts within services.

The Safewards model

Question 40: What is the SafeWards model?

(a) How widely is it used in Victoria?

(b) Has the use of the SafeWards model impacted on service delivery and use of restrictive
practices? If so, in what ways?

519 Safewards is a model of providing mental health care that was originally developed for
inpatients units in the United Kingdom. It was based on a broad body of evidence, including
several large research studies conducted by the team that developed the model, and a review
of more than 1,000 other studies from around the world.

520 Safewards is designed to reduce levels of conflict that may lead to aggression, violence and
absconding and, in response to these events, the use of restrictive interventions such as
seclusion and restraint. It aims to improve safety for both staff and consumers by teaching staff

to identify, avoid and respond to ‘triggers’ of conflict.

521 It examines aspects of six domains (patient community, patient characteristics, regulatory
framework, staff team, physical environment and outside hospital) that can give rise to
‘flashpoints’ — that is, situations where conflict could arise. The flashpoints are addressed

through ten practical, evidence-based interventions.

522 Safewards’ implementation in Victoria has so far targeted adult, aged, youth and secure
extended care mental health inpatient units. The Chief Mental Health Nurse has overseen the

implementation, with support from the Victorian Managed Insurance Authority.

523 A Victorian pilot of Safewards was established in seven services (18 inpatient units) in 2016.

524 The statewide rollout of Safewards (Phase One), was subsequently completed in 2017-18. The
OCMHN delivered Safewards training and implementation support to all in-scope mental health
services. Visual resources have been developed, enhanced by consumer perspectives and
reflections from the trial. Services have also received funding to incorporate sensory modulation
items into their recovery model and to improve the physical environment — for example, by

creating sensory courtyards and communal spaces.

525 Safewards Victoria is now a recognised resource in the National Safety and Quality Health

Standards and can be used as evidence in meeting health service accreditation requirements.
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of Health and Welfare also allows this to occur nationally. These resources aid services and
clinicians to reflect on their position relative to peer services, identify variations in practice
across these areas, and proactively work to deliver care that is least restrictive, person-centred,

safe and trauma-informed.

537 Further gains could be made through:

€)) improvements to the CMI/ODS system, as described at paragraphs 90 to 92, to
support more timely reporting, analysis and feedback on restrictive interventions
data.

(b) mandating the capturing and reporting of the same data on restrictive interventions

from all areas within a health service, including acute care settings and emergency

departments, in addition to mental health inpatient units.

© emphasis on a commitment to whole-of-health service elimination of restrictive
interventions in health service Statements of Priorities, with immediate attention to

duration of seclusion episodes and the use of physical restraint.

Towards elimination of restrictive interventions

538 It is clear from consumers, families and carers and workforces that the impact of restrictive
interventions is traumatic and not in the therapeutic interest of consumers. In my opinion, we
should work towards elimination of restrictive interventions, rather than searching for

standardised or safer ways in which to apply them.

539 The limitations of our current system — in terms of capacity and infrastructure — will mean that
elimination of these practices will require significant resources, training and support to enable

the workforce to use therapeutic interventions that engage and support people in distress.

540 It will also require further consideration of treatment environments — for example, different
environments to provide initial support for people with drug intoxication and withdrawal — where

people’s immediate needs can be supported by therapeutic interventions.

Secure extended care

541 SECUs provide medium to long-term inpatient treatment and rehabilitation in a secure
environment. They provide treatment for consumers with a severe and often unremitting mental

illness within a model of recovery-oriented service provision.
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542 SECUs are not physically based in every area mental health service. SECUs are located at
three metropolitan and three regional hospitals. Each area mental health service in Victoria has

a dedicated allocation of beds within a nominated SECU.

543 Area mental health services refer consumers to the SECU that hosts their respective bed
allocation, which may be located in a different area mental health service, and there are
established referral and discharge pathways between the referring service and host unit. There
are also additional statewide beds for consumers who are homeless. Clinical and operational
governance is maintained by the area mental health service that physically operates the SECU.

The SECU model

Question 44: Can you describe the model of care delivered in Victoria’s secure extended care
services?

(@) How, if at all, it has changed over time?

Question 45: Is the SECU model consistently applied across Victoria? If not, why not?

544 The SECU model was introduced when mainstreaming commenced, and the intended role and
function of SECUs has not fundamentally changed since that time. The emphasis on secure
treatment was intended to respond to the cohort’s high levels of psychosocial disability and
vulnerability, which made the prospect of living safely in the community or in a CCU setting

unlikely.

545 The SECU model of care was last reviewed in 2012, which resulted in the development of
guidelines that placed a greater emphasis on recovery-oriented practice, provided a framework

for SECUs to work from, and promoted consistent eligibility criteria.

546 Since that time, system pressures have resulted in increasing demand and client complexity
within all subacute services, including SECUs. All subacute services have reported increases
in referrals, with both community and inpatient programs increasingly considering PARCs,
CCUs and SECUs as options to address a range of needs including homelessness. Services
report an increasing level of acuity and behavioural disturbance in SECUs, which poses a
significant challenge for maintaining safety within the existing physical design and model of
care. In addition, SECUs are now commonly used as a ‘step down’ option from forensic

services, which has compounded the effect of limited bed stock.

547 Individual SECUs have adapted their service delivery models to meet demand and respond to
their local needs, with the intent of improving services and outcomes for consumers. Individual

subacute services will engage with the broader services required by their consumer cohort,
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such as housing support, access to acute and primary healthcare, and drug and alcohol
withdrawal, management and treatment.

548 However, this has resulted in different models of care, eligibility criteria, staffing profiles and
staffing levels, as well as infrastructure and environmental design. Across different units, there

are variations in relation to:

€)) the degree to which recovery-oriented practice is understood and delivered

b) the variety of psychosocial and evidence-based interventions offered, which can be
dependent on expertise within the service and available partnerships with
community supports and the NDIS

©) the management of acute presentations, which some services manage in the SECU,
but others transfer consumers to their local inpatient unit or emergency department
if no beds are available

(d) whether a unit will accept consumers with significant drug and alcohol and forensic

issues, due to the mix of consumer profiles and vulnerabilities in small environments

(e whether a unit will accept return of an individual due to challenging behaviour

® intake processes and requirements: after screening and prioritisation by the
referring health service, in-depth assessments are needed to determine needs and
suitability. However, this process can vary in timeliness due to staff availability. In
addition, SECUs generally require consumers to be in an inpatient treatment unit or
have an inpatient treatment order, and to have demonstrated a period of stability in

a low-dependency area before they will be accepted for care

@ bed availability, with services consistently experiencing long waiting lists, and
SECUs experiencing bed flow challenges due to the lack of safe housing and
supported residential care facilities that would enable discharge.

Barriers to access

549 Access to appropriate care is compounded by:

€)) a shortage of SECU beds
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b) a lack of specialist SECU beds outside of Thomas Embling Hospital for consumers
who require a medium-secure setting with a staff profile similar to an acute inpatient

unit, and appropriate amenity for recovery over a long period of time

© a lack of flexible bed stock to accommodate people with diverse needs

(d) patient flow issues across acute inpatient, SECU, CCU and forensic beds. Length
of stay data indicates there are considerable numbers of consumers with a
prolonged length of stay both in acute inpatient units (designed for acute short-term
care) and in other settings

) little turnover in beds specifically dedicated to homeless consumers, located at one
area mental health service but servicing the whole state, due to the complexity of

consumers’ needs.

550 Another common barrier to discharge results from NDIS participants receiving inadequate
support to access suitable housing and accommodation. There are currently a number of
consumers in SECUs who have or are eligible for NDIS packages, and who could potentially

receive support through the NDIS to live in supported residential accommodation settings.

551 Specialist Disability Accommodation (SDA) is an NDIS capital payment for NDIS participants
who have extreme functional impairment or very high support needs. There are currently very
low levels of SDA funding for NDIS participants with a primary psychosocial disability. Typically
SDA is funded for the psychosocial disability cohort only where they have complex needs
associated with a dual disability. Moreover, even where consumers receive funding for SDA,
the market for SDA is still maturing, resulting in shortages of SDA properties and vacancies. As
the SDA market matures, consumers with very high support needs may over time face fewer

barriers to transitioning from bed-based services to SDA.

552 NDIS participants can also receive a Supported Independent Living package, which is a
package of supports which can be received in a supported disability accommodation setting or
independently in the community. However, a lack of affordable housing and accommodation
options and inadequate NDIS support to identify and access housing and accommodation
remain a barrier to discharge. This includes inadequate levels of NDIS funded support
coordination, or a lack of a proactive approach from this support type to resolving housing

related barriers to discharge.

553 The introduction of the Psychosocial Disability Recovery Coach support item from 1 July 2020,

which will have responsibility for working with clinical mental health services to coordinate and
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streamline care for NDIS participants with a psychosocial disability, may resolve some of these
issues. This includes by participating in joint discharge planning to support timely discharge and
a smooth transition to community. Improvements in NDIS-related discharge delays have also
been achieved through the implementation of NDIA Health Liaison Officers who are responsible
for improving communication and providing a direct line of escalation between health services
and the NDIA.

554 A time-limited Intensive Support Team within the Department of Health and Human Services
has been acting as an NDIS transition team, and frequently has contact with my office to discuss
access issues for consumers with complex needs moving between settings such as prison,
SECUs and residential placements. The team also assists my office to find options for adults in
acute inpatient units where a SECU would not meet their clinical needs. In addition, funding
was allocated to ten health services in October 2017 to establish a mental health program lead
to develop NDIS readiness, implement practice change to support and sustain an effective
operational interface, and resolve local issues. Further funding was secured in 2019-20 for

NDIS program leads in six remaining clinical mental health services for one year.

Effectiveness of the SECU model in responding to consumers with complex needs

Question 46: How effectively does the current SECU model respond to consumers with very
complex treatment and support needs?

(a) Are changes required to the model of care, governance or system safeguards to ensure
effective treatment and support in SECUs consistent with the principle of least restriction in
the Mental Health Act?

Question 47: What is the Chief Psychiatrist’s role in facilitating access to SECU services for
consumers with very complex treatment and support needs?

(@) Can you please describe a recent practical example or examples of your role in relation to
facilitation of SECU access?

555 The current SECU model is outdated and lacks the capacity to adapt to the changing and
diverse needs of consumers with very complex treatment and support needs.

556 In my experience, SECUs are not configured or staffed to respond to consumers who have
complex needs such as intellectual disability, autism spectrum disorder, substance use or
personality disorder, and housing issues in addition to persistent or fluctuating mental iliness

acuity.

557 It is not the role of the Chief Psychiatrist to direct and manage access to bed-based services.
There are clear processes managed by area mental health services for referral and access to
SECUs.
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558 However, since joining the OCP in December 2011, my assistance has been regularly sought

by services, consumers, families and carers, and other agencies in situations where:

@ consumers have high levels of acuity, disability, complexity and co-morbidity, and

they seek my assistance to facilitate access

(b) consumers have had a prolonged length of stay in an acute inpatient unit, specialist
forensic unit in Thomas Embling Hospital or a prison hospital ward, but are unable
to access secure extended care because existing SECUs cannot provide an

appropriate level of care for their complex needs

©) complex negotiations have been required for the transfer of civil consumers from

Thomas Embling Hospital to an area mental health service, and vice versa

@ transition to a SECU has not been successful, and has resulted in the serious

assault of staff, other consumers and a visitor.

559 My office devotes substantial time and effort to assisting Clinical Directors to negotiate places
for consumers. This is a complex process of considering availability, consumer personal and
clinical history, staff resources and consumer mix. My ability to assist, however, is limited by
the options that are available.

Ensuring effective treatment and support for consumers with complex needs

560 In my view, changes are needed to the model of care, governance and system safeguards for
SECUs to ensure that consumers can receive effective and appropriate treatment in the least

restrictive way possible, consistent with the MHA principles.

561 Crucially, the shortage of SECU beds needs to be addressed. It is essential for beds to be
available in local areas to enhance consumers’ connections with family, environment and
culture. This requires consideration to be given not only to resourcing, but also to the current
governance and bed allocation arrangements that see issues arise when services exhaust their
bed allocation at the host site, or host sites with vacant beds are unprepared to accommodate

a consumer because of the high level of risk.

562 Contemporary and consistent models of care across the state are also required. Models of care
need to address the needs of subgroups, and the benefits for both consumers and staff in
separating consumer cohorts are described at paragraphs 263 to 285 above. Models of care
also need to be supported by investment into specialised training and supervision for the

workforce to provide evidence-based treatment for complex needs and intensive psychosocial
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rehabilitation. Without a streamed approach, consumers with specific needs requiring specialist
input are cared for alongside others with very different needs. This includes small numbers of
young people with severe developmental disorders such as autism spectrum disorders, as well
as involvement with child protection and youth justice; long-term forensic patients needing slow-
stream rehabilitation into the community; adults with various conditions and risk of severe
violence towards other consumers, visitors and staff; and small numbers of people who will be
unlikely to be able to transition to less restrictive community care and need long term care

options.

563 Additional options, and a variety of models, are needed to ensure that consumers with complex

needs can receive effective and appropriate treatment.

564 There are some examples of non-SECU facilities providing cohort-specific options, including
two TSUs that are intended to provide a step-down alternative to SECUs, and a transition option
between a SECU and a disability-enhanced mental health setting. In addition, the Brain
Disorder Unit at the Royal Talbot campus of Austin Health is a statewide specialist program
that provides community and inpatient based neuropsychiatric rehabilitation for individuals aged
16 to 64 with cognitive and psychiatric disability. These options alone, however, do not provide
the diverse service mix and capacity to ensure effective treatment and support for consumers

with complex needs.

565 The involvement of my office in individual cases, as well as my collaboration with senior
practitioners and others within the Department of Health and Human Services as described at
paragraph 601 below, assists in resolving some SECU access issues and coordinating service
responses for people with very complex needs. Without more options for providing appropriate
care, however, our ability to help those whose needs cannot be met by the current service

system is limited.

566 As highlighted throughout this statement, the lack of appropriate and supported accommodation
for consumers with complex needs remains a key issue that needs to be addressed. Greater
collaboration between mental health and housing services, and opportunities to give housing
stock nomination rights to designated mental health services to support transitions in

partnership with local housing support services, could expand current options.

567 Current work underway in developing an activity based funding model has the potential to more
specifically channel funding to those persons with complex needs. Work on the funding
classification to date uses level of complexity (using the Health of the Nation Outcome Scale
(HONOS), Life Skills Profile (LSP) scores and diagnosis) to place consumers in ‘complexity

classes’ which will have associated levels of service delivery. In the current system, this will be
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an expected level of service hours and contacts — for example, a consumer in a high complexity
class may be expected to be provided with, on average, ten hours of care per month. Further
developments will also see the collection of intervention codes against contact hours and
activities, which will allow this kind of funding approach to specifically require and hold services
to account for provision of key, evidence-based interventions (such as medical review, provision

of psychotherapy, peer support, psychoeducation, etc.)

Responding effectively to consumers with complex needs

568 My involvement is often sought in relation to service gaps for consumers with complex needs.

569 Some individuals with dual disability and co-occurring needs relating to mental health,
substance abuse or cognitive impairment may also have social and communication difficulties,
display challenging behaviours, and have needs relating to acute and chronic health conditions,
housing, and poverty. They may have involvement with services across multiple sectors,
including health, disability, child protection and justice, and may be difficult to engage in

treatment.

570 Such individuals may face barriers to accessing the services they need due to varying eligibility
criteria for different sectors, the lack of availability of appropriate services, the inability of
standard service responses to be tailored to individual needs, a lack of coordination between
services, and the capability and willingness of services to manage challenging behaviours and

risk of violence.

571 | have described some of the challenges in providing care for consumers with complex needs,
and particularly the lack of supported residential options, in my discussion of SECU services

from paragraph 541 above. Further challenges are discussed in more detail below.

Consumers with dual disability

572 The introduction of the NDIS has resulted in an increase in social admissions and subsequent

discharge delays for participants with complex needs associated with dual disability.

573 Social admissions involve participants being relinquished by their carers or NDIS providers at
emergency departments and subsequently admitted into inpatient care, without a clinical need
to be admitted or remain in hospital. This cohort often presents with complex support needs,
primarily in relation to acute behaviours of concern associated with multiple disabilities which

in many cases are not related to their mental health condition.

574 The key drivers of social admissions and subsequent discharge delays are:
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@ withdrawal or refusal of support by NDIS providers to participants with high levels of
complexity/behaviours of concern due to risk to staff, insufficient prices and

associated cost pressures

b) inadequacy of NDIS supports (where the person’s NDIS plan is inadequate, or the
person requires more support to implement their plan and engage with NDIS
supports) and/or plan underspend (where a person is not fully utilising the funding
in their NDIS plan) leading to breakdown in a person’s informal support network,
upheaval in the family home and neighbourhood fatigue (that is, impacts on
members of the local community due to behaviours that are not addressed or

adequately managed)

©) lack of suitable, affordable housing and accommodation options for this cohort,
including difficulties accessing SDA, and very low levels of support to access

housing in NDIS plans

@ lack of capacity and/or commitment by the NDIA, Local Area Coordination (LAC)
partners and NDIS funded Support Coordinators to work with health services to
ensure a proactive, coordinated response to shared clients/participants, including

protocols for sharing information.

575 Clinical mental health services are currently reliant on the Department of Health and Human
Services to escalate and broker solutions with the NDIA and NDIS providers, with many cases
being referred to my office and the Department of Health and Human Services' Intensive

Support Team for resolution.

Consumers with comorbid substance use

576 Mental health consumers have a high co-morbidity with substance use, with estimates that up

to half alcohol and other drug clients may have a mental health disorder. 1%

577 Stigmatisation of people with mental health issues and a dual diagnosis of substance use
serves as a significant barrier to seeking help and support, which can be exacerbated by

experiences of discrimination based on ethnicity, race, culture or sexual orientation.

578 Effective early intervention needs to be implemented to better detect and prevent escalation in

people with low acuity needs and emerging drug use. Opportunities being explored to support

36 Lubman DI, Allen NB, Rogers N et al. 2007, ‘The impact of co-occurring mood and anxiety
disorders among substance-abusing youth’, Journal of Affective Disorders, vol. 103, pp. 105-12.
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this cohort include building capacity of primary care to support people with substance use
issues, flexible and multidisciplinary outreach teams that allow for a more targeted intervention

and expanded regional/rural outreach to promote more equitable access to services.

579 Opportunities could also be explored to provide tailored intervention services to those people
with co-occurring needs who are involved with the justice system, which as well as increasing

health and wellbeing, supports broader community safety efforts through reducing recidivism.

580 While the capability of the mental health and AOD workforce should continue to be developed,
a balance needs to be achieved between specialisation and co-occurring skills. Vast
improvements to primary care, mental health and AOD practice can be made by through strong
cross-disciplinary protocols, comprehensive assessment practices, interdisciplinary training,
and shared resources and specialist expertise. This includes a shared appreciation of the role
that substance use plays in the way people manage their mental health and how AOD services

and principles, such as harm reduction, can be adopted in clinical mental health practice.

581 There are some mental health and AOD specialist skills, however, that require specific

investment and support, such as pain management and addiction medicine specialists.

582 A ‘no wrong door’ policy where people can get access to the care they need, along with
seamless care approaches that meet people where they are, is required. The mental health
and AOD service system should anticipate a high degree of co-morbidity in its clients and
consumers and plan accordingly. This is not only a matter of providing a higher baseline of
service availability, but improved responsivity to people’s individual circumstances, from their
underlying health, social and economic needs through to integrated practice. Greater

coordination of care and integrated treatment will improve outcomes for clients.

583 Just as treatment stability is critical to people with co-occurring mental health and AOD needs,
s0 too is economic and social stability. In particular, coordinated national effort on ensuring

stable housing is available to all will have immediate and longer-term benefits to all Victorians.

Mental health consumers on supervision orders under the Crimes (Mental Impairment and
Unfitness to be Tried) Act 1997

Question 48: Can you describe the current role of the Chief Psychiatrist in oversight of services to
people with complex needs under the Crimes (Mental Impairment and Unfitness to be Tried) Act?

584 As part of my statutory role, | sit on the Forensic Leave Panel for forensic patient hearings. '3
In addition, | maintain a broad monitoring role in relation to the treatment and management of

137 Crimes (Mental Impairment and Unfitness to be Tried) Act 1997, s. 59.
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mental health consumers on supervision orders under the Crimes (Mental Impairment and

Unfitness to be Tried) Act 1997 (CMIA), some of whom have complex needs.
585 The role includes receiving:

@ copies of documentation related to the making of supervision orders, including the
order, clinical reports prepared for the court, the certificate of available services, the
clinical report required under section 41 of the CMIA and any available information

concerning the offence
b) copies of the annual report required under section 41(3) of the CMIA

© ad hoc clinical reports (as necessary) concerning the treatment and management of

individual people.

586 As part of this role, | respond to issues identified through this monitoring process on an ‘as
required’ basis. For example, | have responsibilities for suspension of leave (special, off-ground
and extended leave) if the safety of the person on leave or members of the public will be
seriously endangered if leave is not suspended.'® | also have a key role in supporting the
functions of the Mental Health and Drugs Branch and Legal Services at the Department of
Health and Human Services under the CMIA (primarily focused on activities related to court
hearings) by providing expert advice and consultation and by liaising with mental health service

providers as required.

587 | also provide instructions to the Department of Health and Human Services' Legal Services
branch in relation to the Secretary to the Department of Health and Human Services’ position

for all proceedings under the CMIA.

588 | may also be consulted and involved in facilitating a resolution where there is a dispute
regarding responsibility for the treatment and case management of a person on a non-custodial
supervision order, and this cannot be resolved through an internal escalation process.

Changes to CMIA oversight arrangements

Question 48(a): How, if at all, could current oversight arrangements change in future?

589 The Victorian Ombudsman’s report of the Investigation into the imprisonment of a woman found
unfit to stand trial was tabled in the Victorian Parliament in October 2018. The investigation

concerned ‘Rebecca’, a 39-year-old woman who spent over 18 months in prison after being

138 Crimes (Mental Impairment and Unfitness to be Tried) Act 1997, ss. 55 and 58.
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found unfit to stand trial and not guilty because of mental impairment under the CMIA after

breaching an intervention order.

590 ‘Rebecca’ has complex needs, demonstrated by a long history of challenging behaviours and
compounded by disagreement between mental health and disability services about her
diagnosis. The Ombudsman found that ‘Rebecca’ remained in prison because services were

not made available in the community to meet her complex needs.

591 The Ombudsman recommended the Department of Health and Human Services designate a

senior officer to:

€)) coordinate and oversee the Department of Health and Human Services' service

responses to people subject to CMIA proceedings; and

(b) act as a contact point regarding the Department of Health and Human Services
service responses and advice for agencies and people involved in CMIA

proceedings.

592 As an interim step, the Deputy Secretary Health and Wellbeing was appointed to be the
accountable officer for the coordination and oversight of the Department of Health and Human
Services service responses to people subject to CMIA proceedings and act as a contact point.

593 The Department of Health and Human Services is developing operational arrangements to
support the Deputy Secretary in this role. Proposed arrangements involve establishing an
advisory panel to consider service delivery options for people subject to CMIA proceedings or
CMIA supervision orders who are at risk of poor outcomes because their needs fall outside
standard service responses, the system does not have appropriate options, or existing
pathways have been ineffective or unsustainable. | will chair this panel, in addition to my current

oversight responsibilities.

Multiple and Complex Needs Initiative (MACNI)

Question 49: What is the Chief Psychiatrist’s role in engaging with, and supporting, the operation of
the Multiple and Complex Needs Initiative established under the Human Services (Complex Needs)
Act?

(@) From your perspective, what policy, legislative, resourcing or operational changes are
needed in future to ensure the MACNI program provides effective support to people with
complex needs as defined by the Act?

594 Under the Human Services (Complex Needs) Act 2009 (HSCNA), the Secretary to the

Department of Health and Human Services has powers and functions related to the operation
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599 | regularly collaborate with other senior practitioners within the Department of Health and
Human Services, including the Chief Practitioner Human Services, the Senior Practitioner,
Disability and other departmental leaders to improve service responses for people with very
complex needs who are at risk of poor outcomes because their needs fall outside standard
service responses, the system does not have appropriate options, or existing pathways have
been ineffective or unsustainable. This includes developing individual service responses and

considering systemic improvements.

600 The Department of Health and Human Services is currently developing policy, processes and
services that would enhance support and improve outcomes for people with complex needs
who pose an unacceptable risk of harm to others. | am collaborating with other senior
practitioners and leaders from the Department of Health and Human Services, as well as with
experts from the sector, to ensure this design and development work is informed by expert

advice.

601 This work aims to enhance support and improve outcomes for people with complex needs,
while also reducing risks to community safety, by exploring new or expanded service options
for assertive outreach, earlier coordinated support and service coordination, as well as any
changes to existing legislative frameworks required to establish service system leadership,
governance and coordination. This work takes into account the significant barriers that people
with complex needs can currently face accessing services, as well as the current challenges

coordinating appropriate services within existing legislative and governance arrangements.

602 This work is currently at the development stage and will inform future departmental advice to

government on possible service system improvements and investment.

Safety and quality of mental health treatment delivered in prison and youth justice settings

Question 51: What is your current role in oversight of the safety and quality of mental health
treatment delivered in prison and youth justice settings?

(@) What is your view on the appropriate oversight powers of the Chief Psychiatrist insofar as they
relate to mental health care and treatment delivered in prison and youth justice settings?

(b) What changes, policy or legislative, would be required to clarify this role?

(c) Do you have any observations of good practice safety and quality oversight models in prison
and youth justice settings in Australia or internationally?

603 In practice, | have no direct oversight of the safety and quality of mental health treatment
delivered in prisons and youth justice settings. Justice Health, under the direction of the
Secretary to the Department of Justice and Community Safety, is responsible for the delivery

of health services for persons in Victoria's prisons, including contracting services, setting the
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policy and standards for health care, and monitoring and reviewing health service provider

performance.

604 Under the Corrections Act, the Secretary to the Department of Justice and Community Safety
is responsible for monitoring the provision of all adult correctional services to achieve the safe
custody and welfare of prisoners. Mentally ill prisoners have the right to have reasonable access
within the prison or, with the Governor's approval, outside a prison to such special care and

treatment as the medical officer considers necessary or desirable in the circumstances.

605 The MHA is not explicit about my powers in custodial settings. | am responsible for clinical
leadership and regulation of mental health service providers, some of whom deliver services in
custodial settings. For example, the mental health service provider Forensicare delivers mental
health services in all adult public prisons in Victoria, and Orygen delivers mental health services
in youth justice facilities. While | understand that my powers can be interpreted to extend to
custodial settings, there are inherent tensions between the operational requirements in a
custodial environment and the provision of therapeutic treatment (which | described in relation
to compulsory treatment in paragraph 417 above, and which are also relevant to voluntary
treatment in a custodial setting). There are also practical difficulties in performing my monitoring
role as set out in the MHA in prisons and youth justice facilities. For example, the Chief
Psychiatrist has no power to enter prisons or youth justice facilities without the agreement of
the Secretary and the Commissioner for Corrections. As a consequence of my not having
oversight, | have limited access to information about the provision of mental health services in

prisons or youth justice facilities.

606 In 2014, it was agreed between the Department of Justice and Community Safety and the
Department of Health and Human Services that the Chief Psychiatrist would not exercise any
power under the MHA in relation to prison-based mental health services.

607 The current framework means the mental health services provided in custodial settings are not
subject to the same oversight by me as services in the broader community. Other bodies such
as the Victorian Ombudsman, the Commission for Children and Young People’s Independent
Visitor program, the Victorian Equal Opportunity and Human Rights Commission, the Victorian
Auditor-General’s Office, the Coroners Court of Victoria, the Office of the Public Advocate, and
the Victorian Independent Broad-based Anti-corruption Commission provide some oversight of
these settings. However, these bodies do not have the specialist expertise to provide oversight
of mental health services. In my view, it would be appropriate for me to have oversight of mental

health services in prisons and youth justice facilities.
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608 In other Australian and many international jurisdictions (e.g. Queensland, New South Wales,
England and Wales), the Department of Health has oversight of health services in custodial
settings in accordance with its system manager responsibilities. This also supports the
integration of custodial health services and community health services (per the principle of
equivalence of care) and makes it more likely that health staff working in prisons have the sole

purpose to care for and advocate for the health and wellbeing of prisoners.

609 However, this does not always guarantee effective oversight. | am aware that the Queensland
Government has recently established the Office for Prisoner Health and Wellbeing (OPHW) in
response to similar concerns relating to primary health care, as set out in the Offender Health
Services Review 2019. OPHW was established even though the Queensland Department of
Health already had system manager responsibilities for offender health services, because there

were barriers to the Queensland department being able to exercise leadership in that area.

610 It is too early to assess the effectiveness of the OPHW, but the benefits of resourcing a body
with a clear remit to address governance and systemic issues has the potential to improve
primary healthcare services for prisoners in that state. It could also provide some learnings for
us about the oversight of mental health services in custodial settings in Victoria.

611 Effective oversight by me of the mental health services delivered in custodial settings would be
facilitated by amendment of both the MHA and the Corrections Act 1986 to clarify the scope of
my powers in custodial settings and youth justice facilities. It would also require changes to the
current policy and operational arrangements to facilitate my oversight. Such changes could only
occur with the support of the Department of Justice and Community Safety and Corrections

Victoria.

612 Adding oversight of custodial settings to my functions has implications for the scope of my role.
Currently my focus is specialist mental health service providers (as defined in the MHA)
delivering compulsory treatment. Voluntary, not compulsory treatment is delivered in custodial
settings and mental health services are delivered by a variety of organisations, not just mental
health service providers. Extending my role to voluntary mental health services provided in
custodial settings and youth justice facilities would be a significant change to the scope of the

Chief Psychiatrist role.

613 To provide effective oversight of mental health services in custodial settings, my office would
require significant additional resources in the form of funding and staff to be able to monitor the

services being delivered to the large numbers of people currently detained in Victoria.
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619 A number of service providers have expressed concern that provision will need to grow for
consumers made homeless by the pandemic, particularly for those who decline offers of
emergency housing. Many have very severe, persistent mental disorders and are more than

usually vulnerable to illness.

620 The Department of Health and Human Services, through its data link with the Coroners Court,
is tracking the number of suicides in Victoria on a week by week basis. There had been no

change at the time of writing. This will continue to be monitored.

621 Restrictions in physical access to inpatient units by the agencies charged with oversight of
consumers’ rights — the Mental Health Tribunal, Victorian Legal Aid, IMHA advocates and
Community Visitors — are using telephone and video calls. Mental Health Tribunal hearings are
now paperless and happen using teleconferencing, with plans to move to video conferencing.
The Tribunal reports that participation rates by consumers and carers have actually increased
following the move to teleconferencing. There are enormous opportunities to create consumer
choice, improve flexibility and improve reach at this time. However, there are multiple factors
impacting on the experience of consumers, and review and analysis is required to capture the
benefits and potential improvements to capitalise on the potential.

622 Health services have reported a reduction or even cessation of face-to-face supports by NDIS
providers to consumers with psychosocial disabilities. For people with complex needs, this has
resulted in some instances in escalating behavioural symptoms, increased carer burden and

admissions to hospital.

623 In my view, NDIS support workers should continue to provide face-to-face support to severely
disabled clients with appropriate screening for COVID-19. In reality, NDIS providers have varied
in their practices and the NDIA has provided no clear direction. Its only requirement to date is
that providers comply with its standard code of practice. This situation will require careful
monitoring. Once care in the community fails, it can take months to establish new
accommodation and supports. In the interim, clients with conditions like developmental
disabilities who return to hospital will wait for lengthy periods on busy, noisy inpatient units that

struggle to meet their needs.

Longer term opportunities for new approaches to service delivery for the benefit of consumers
and carers

Question 53. Could these changes emerge into longer term opportunities for new approaches to
service delivery, for the benefit of consumers and carers?
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escaped wide-spread infection to date, the closure of schools, universities and businesses, and
the requirement that people remain at home for all but essential purposes, can be expected to

generate high levels of social stress.

630 This impact is not likely to be distributed equally. Groups with greater than average
psychological vulnerability to the present and emerging situation can be expected to include:
(a) those at increased risk of infection by reason of age or physical co-morbidity; (b) those with
pre-existing mental health conditions; (c) those who lose employment or housing or fear the
loss of employment or housing; (d) those separated from family and friends; or (e) health care

professionals and other workers exposed to COVID-19 through their work. 143

631 Australia has a distinguished track record of research into the mental health sequelae of natural
disasters and exposure to combat. After the Ash Wednesday bushfire of 1983, 42 per cent of
the respondents in a survey a year later met criteria for ‘probable mental disorder’ (mostly
anxiety and depression) based on scores on a widely-used rating scale. This ongoing
psychological morbidity was predicted not just by levels of threat and loss at the time of the fire
but by prior coping style and previous levels of psychological symptoms. Once established,
though, these conditions were often persistent. 144

632 The consequences of disasters tend not to be apparent immediately. Admissions to mental
health inpatient units fell by 20 per cent in the aftermath of the Christchurch earthquake in 2011.
This was followed, however, by an increase of 40 per cent in rates of post-traumatic stress
disorder, anxiety and depression in those exposed to the earthquake compared to unexposed

groups. 14

633 Loss of employment and financial stressors are well-recognised risk factors for suicide. There
was a rise of nearly 50 per cent in suicide rates for men during the Great Depression of the
1930s, for example, followed by a sharp decline during the Second World War.'% During the

143 Gunnell D, Appleby L, Arensman E et al, 2020, ‘Suicide risk and prevention during the COVID-19
pandemic’, Lancet Psychiatry, published online 21 April 2020. https://doi.org/10.1016/S2215-
0366(20)30171-1.

144 McFarlane AC and van Hoof M, 2014, ‘Learning for the future: the challenge of disaster research’,
Australian and New Zealand Journal of Psychiatry, vol. 48, pp. 600-2.

145 McFarlane AC and van Hoof M, 2015, ‘The counter-intuitive effect of a disaster: the need for a
long-term perspective’, Australian and New Zealand Journal of Psychiatry, vol. 49, pp. 313-4.

146 Bastiampillai T, Allison S, Looi JCL, Tavella A, Agis U, 2020, ‘Why are Australia’s suicide rates
returning to the hundred-year average despite suicide prevention initiatives?’ Australian and New
Zealand Journal of Psychiatry, vol. 54, pp. 12-14.
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SARS epidemic in Hong Kong in 2003, there was a 30 per cent increase in suicide among

people aged 65 years and older.14

634 In the current pandemic, there have been reports locally of a rise in calls to mental health and
family violence help lines. These changes in help-seeking behaviours, which act as markers of
social stress, might not remit quickly. While restrictions to social contacts will lift shortly, the

economic consequences of the pandemic are likely to be long-lived.

635 Evidence suggests that these economic changes are likely to be the major drivers of new-onset
or exacerbated mental disorders in coming months and years. The present lull in presentations
to specialist services is predictable and will be followed by a rise later, especially to primary

health care providers before progressing to specialist services. 148

Mitigation of negative impacts

636 Given the clear connection between economic stress and mental disorder, the Commonwealth
and State governments’ investments in financial support to individuals and businesses to

maintain employment and buffer the effects of job loss are likely to prove helpful.

637 Many of the evidence-based interventions recommended by international and local experts
have now been implemented as part of the National Mental Health and Wellbeing Pandemic
Response Plan. At a population level, strategies to improve mental health include social
messaging to limit alcohol and drug use, support by emergency and social services for people

affected by family violence, and neighbourhood events to offset social isolation.14°

638 For members of the community with significant psychological symptoms, interventions include
an increase in funding to telephone and online counselling services; more digital assessments
and interventions by suitably qualified organisations; and support to recruit and train new

clinicians and volunteers.

639 Within mental health services, recommended interventions include simple ‘one door’ referral
pathways, telehealth and face-to-face assessments; access to psychological and psychiatric

therapies with online therapies as an option; and crisis hotlines for people with urgent levels of

147 Holmes EA, O’Connor RC, Perry VH et al, 2020, ‘Multidisciplinary research priorities for the
COVID-19 pandemic: a call for action for mental health science’, Lancet Psychiatry, published online
15 April 2020. http://doi.org/10.1016/52215-0366(20)30168-1.

148 McFarlane AC and van Hoof M, 2015 (above n 145).

148 Holmes EA et al, 2020 (above n 147).
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Department of Health and Human Services
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1990 Family Therapy training — Williams Rd Family
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1986 Foundation Member — Faculty of Child and

Adolescent Psychiatry, Royal Australian and
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(RANZCP)

1985 RANZCP - Fellowship
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1977 Faculty of Medicine (Clinical School — Austin
Hospital — MB, BS)

EMPLOYMENT HISTORY

2016 — Current
Chief Psychiatrist, Department of Health and Human Services

2015 - 2016
Acting Chief Psychiatrist, Department of Health and Human Services

2014 - 2016
Deputy Chief Psychiatrist, Children and Youth, Office of the Chief Psychiatrist, Department
of Health and Human Services — full time position

2011 - 2014
Deputy Chief Psychiatrist, Children and Youth, Office of the Chief Psychiatrist, Department
of Health — on secondment on a part time basis.

2010 — 2011
Berry Street, Victoria, Sessional Consultant and Take 2 Therapeutic Program

2003 - 2010
Berry Street, Victoria, Board of Directors, Board Member (Honorary)

1996 — 2001
Wangaratta Health, Visiting Consultant, North East CAMHS
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1996, 2004 and 2006 — 2008

Director, Mindful Training Program for Developmental Psychiatry, Heidelberg (part time).
This is the training program for advanced training in child psychiatry for psychiatry registrars,
psychologists and allied health disciplines.

1993 — 2014

Austin Health, Director of Clinical Services, CAMHS.

Acted as Medical Director, Mental Health Clinical Services Unit, Austin Health, covering
leave periods

1991 — 1993
Monash Medical Centre, Consultant Psychiatrist and Team Leader, Adolescent Inpatient
Unit

1987 — 1994
Pathway Centre, Adolescent Unit (the forerunner of Albert Road Centre for Health) —
part-time private practice, including periods as Acting Medical Director

1986 — 1991

Travancore Child and Family Centre, Flemington

Consultant Psychiatrist and Team Leader, Adolescent Unit, Deputy Superintendent
Visiting Consultant, Geelong Hospital CAMHS

1984 — 1985

Advanced Training Child and Adolescent Psychiatry
South Eastern Child and Family Centre, South Melbourne
Travancore Child & Family Centre, Flemington

1980 — 1983
Larundel Psychiatric Hospital — Psychiatric Registrar

1979
Family Medicine Trainee — College of General Practitioners

1978
Intern, Repatriation Hospital, Heidelberg

UNIVERSITY APPOINTMENTS

1993 — 2014

¢ Senior lecturer, University of Melbourne

¢ Senior lecturer, Monash University

e Senior lecturer, La Trobe University

¢ | lectured in undergraduate and postgraduate courses in medicine, psychiatry,
psychology and related fields
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TEACHING

Department of Human Services — Child Protection
e Various courses for Child Protection Practitioners
¢ Basic orientation

¢ Advanced training

Mindful Centre for Advanced Training in Development Psychiatry
Various guest lectures including leadership module in psychiatry, trauma in childhood, and
neurodevelopmental psychiatry.

Berry St, Victoria

¢ Regular secondary consultation and teaching to Take 2 Therapeutic Program (this is a
clinical treatment service for clients of Child Protection in out of home care with history of
severe trauma)
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Education and Early Childhood Development
o Regular teaching to Student Support Staff and Welfare Officers in government schools

COMMITTEES AND WORKING PARTIES

Current

+ National Safety and Quality Partnerships Standing Committee (a Standing Committee of
the national Mental Health Principal Committee) — Victorian member

¢ Clinical Network in Mental Health, Safer Care Victoria, Department of Health and Human
Services — committee member

o Berry Street Victoria — Risk, Quality and Safety, and Governance Board subcommittees

Past
¢ Mindful Centre for Advanced Training in Developmental Psychiatry
¢ RANZCP - Faculty of Child Psychiatry, Victorian Branch, Secretary and committee
member for 15 years
¢ RANZCP - Victorian Postgraduate Training Committee. From 2006 to 2008 | was state-
wide Director of Postgraduate Training in Child & Adolescent Psychiatry
Mental Health Foundation of Australia, Executive Committee Member
Centre for Excellence in Eating Disorders (CEED) — Advisory Committee
Paediatric Clinical Network, Department of Health — committee member
Child Protection Clinical Practice Standards — committee member
Various Ministerial Committees
o Bushfire Recovery Advisory Committee
o Therapeutic Treatment Orders Committee (program for juvenile sex offenders)
o Victorian Child Death Review Committee for Child Safety Commissioner
¢ Coronial subcommittee for investigation of suicide clusters in Barwon Region
+ Headspace Collingwood
o Member of consortium
o Advisory Committee
o Clinical Governance Committee
¢ Victorian Aboriginal Child Care Agency, Clinical Governance Committee
o Take 2/Berry St Victoria
o Board Director
o Consortium member, Take 2
e President, Austin School Council — 1994 — 2014
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LEGAL EXPERIENCE

¢ Court expert witness for cases in Children’s Court, Family Court and Supreme Court

¢ Evidence as expert witness to assist the court in complex child and adolescent issues, in
determining the best interests of the child

¢ Assisted in coronial inquiries as independent expert withess
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