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survey (Sawyer et al) from the Mental Health Special Programs Branch, Commonwealth

Department of Health and Aged Care (2000).4

19 The prevalence of mental illness or mental disorder has remained largely constant over
the last 15 years in children and infants. However, what has changed for children over
the age of 12 is their access to public information and online resources. Not all online
resources are reliable about mental health, but we know many children are turning to
them as a firstline resource, as indeed are their parents. Common sources of information

are Emerging Minds, Raising Children Network, and Beyond Blue.

20 International studies in the USA and Scandinavia® suggest prevalence of mental health
disorders in the 0-4 years age group is 10-15%, approximately comparable to the
prevalence of mental health disorders in Australian 5-11 year olds. The Australian Early
Development Index also identifies problems of an emotional and wellbeing nature in 12-
16% of Australians prior to the age of 5. A key issue is that Australia does not have a
national baseline survey for mental health problems in the 0-4 age group. This remains
an outstanding issue that needs to be addressed as it would enable assessment of
changes in community mental health that are emerging or have emerged, and monitor
them. Victoria could lead the way in commissioning such a survey to better plan and
deliver mental health and related services for this age group, as care needs appear
significant, but access to intervention early in life is unrealised and a missed opportunity

in health care for the most vulnerable in our community

21 Another issue with determining prevalence arises due to the discrepancy between what
you would find in a random community doorknock and what is identified in a treatment or
clinical setting. Often, the proportion of children accessing treatment (treated prevalence)

is much less than the prevalence in the community. The best data we have about

4 Sawyer, M., Arney, F., Baghurst, P., Clark, J., Graetz, B., Kosky, R., Nurcombe, B., Paton, G., Prior, M.,
Raphael, B., Rey, J., Whaites, L. and Zubrick, S., 2000. Department Of Health | Mental Health Of Young
People In Australia. [online] Www1.health.gov.au. Available at:
<https://www1 health.gov.au/internet/publications/publishing.nsf/Content/mental-pubs-m-young-toc>
[Accessed 25 August 2020].

5 Kowalenko, N. M. (2012). The three year old social and emotional well-being check is good news.
Australian & New Zealand Journal of Psychiatry, 46(10), 928-931.
https://doi.org/10.1177/0004867412461534
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community prevalence from the Australian surveys is that, at the very best, half of the
children that have mental disorders or reach criteria for mental illness access any form of
contact with any health practitioner, and the adequacy of treatment is surprisingly low,
with only one third of treatment provided reaching a standard that is minimally adequate.?
When children receive treatment in hospitals, emergency departments, with
paediatricians, or General Practitioners (GPs) for common conditions such as anxiety
and depression, the quality of care they access is generally quite poor.” Poor quality care

compounds needs, which remain insufficiently met, or not met at all.

22 In relation to access to mental health services, there is an underrepresentation of this
younger age group (0-12 years) when compared to youth (children aged 12-18 years)
that are accessing psychological services in the primary health care system or in other
parts of the health system. The implication is that most disorders continue without
treatment or get some intervention in other sectors (education, social services, justice,
welfare). For example, they may not get mental health treatment, but they may receive
an intervention or remediation to address their other needs that do not specifically
address mental health needs, for example in the school education or early childhood
education sectors, where managing poor academic performance or behaviour may be

the sole target of intervention.

23 Another emerging issue from the national data is that even if a child is able to access
treatment in primary care (GP, psychologist, nurses), or specialist services, it is likely to
be minimally adequate and not of the quality that meets the criteria in guidelines for

adequate treatment consistent with the evidence base.

24 Therefore, we know that less than half of infants and children that require mental health
treatment are accessing appropriate treatment, and of those who access treatment, a

very low percentage — 50% at best — are receiving adequate treatment. That is very poor

& Sawyer MG, Reece CE and Sawyer ACP (2018) ‘Adequacy of treatment of child and adolescent mental
disorders in Australia: A national study’, Australia and New Zealand Journal of Psychiatry, $3:4, pp. 326-
335

7 Ellis LA, Wiles LK, et. al (2019) Assessing the quality of care for paediatric depression and Anxiety in
Australia’ Australia and New Zealand Journal of Psychiatry, 53:10
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performance, and means that many children and families continue to suffer

unnecessarily.

25 The YMMMHS survey found that approximately 14% of Australian children between the
age of 4 and 11 are experiencing mental disorders at severity that is mild, moderate or
severe. In those children, the more severe group has higher rates of access to treatment
than the others. However, it is the quality of the treatment that they are accessing that is
poor. Treatments often do not provide sustained interventions or sufficient monitoring of
the progress of difficulties over time. This includes comprehensive approaches to those
living with mental disorders, to adequate family support, adequate educational support,
and other supports (e.g. social) that ensure the best possible outcomes. Even the children
that do access treatment are likely to receive an inadequate quality of care, so they

remain a group at serious risk of persisting difficulties.

26 This suggests that a significant proportion of the children who are experiencing or dealing
with mental health disorders are not receiving mental health care that best supports their

recovery. There are very significant opportunities for early intervention.

27 Over the 15 years since the original epidemiological survey of child and adolescent
mental disorders, there has been little change in the prevalence or incidence of disorders,
and one would predict the impact of COVID-19 over the next several years may include

a significant worsening of children’s mental health.

The presentation of mental health issues or vulnerabilities in infants and children

28 Mental health issues and vulnerabilities present differently at different age groups. With
infants, it is often disturbed patterns of sleeping or feeding. This is sometimes referred to

as ‘settling difficulties.’

29 In early childhood (before primary school ages) it becomes more specific. It includes
sleep, but also attention and behavioural challenges. In early childhood, youngsters can

sometimes be withdrawn, hyper vigilant and clingy, so they don’t participate as actively
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in their usual activities. They can also be excessively shy in social interactions.

Developmental delays become more evident.

30 Also, more subtle issues regarding social interaction, group interaction, compliance with
group rules, performance in the pre-school environment and difficulties with learning and

language development emerge.

31 With early adolescents (13 to 14 year olds), | led a research study to conduct school-
based intervention for adolescents surveyed for symptoms of depression.8 By surveying
staff and their knowledge of students, about half of the students were identified as being
at risk of having a psychological or mental health problem. However, another half of the
kids we identified on screening were never identified within the school setting or at home.
We found that there was a vast over-representation of children with depressive symptoms
who had other difficulties identified in the school sector, such as difficulties learning.
These children were identified as children with high needs, but the mental health aspects
of their high needs were not routinely identified. This impacted on their recovery, with

persistence of difficulties more likely, and recovery prolonged.

32 Service providers that have the most contact with children are the ones most likely to
identify difficulties and vulnerabilities. For example, behavioural difficulties may often
manifest in the school setting, but may not access clinical care. For infants, it is usually
early childhood health nurses (in Victoria) where feeding or sleeping difficulties are
identified. For pre-schoolers, it is the early childhood education and care services and
GPs, as they are often a key source of advice. In the school sector, you have significant
input from welfare teachers and school counsellors. By adolescence, the most common
service provider where children will have first contact when they have mental health

difficulties will be within the school setting.

33 Of course the key group likely to identify their mental health problems are parents.

8 Kowalenko, N., Rapee, R. M et al. (2005). Short-term Effectiveness of a School-based Early Intervention
Program for Adolescent Depression, Clinical Child Psychology and Psychiatry, 10(4), 493-507.
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Australia. Various small projects — such as the Australian Capital Territory’s Kindergarten
Health Check — have looked at systematically identifying children at school entry who are
most at risk and then identify pathways to support their wellbeing, promote their health
and prevent mental iliness throughout the course of their school career and link that to
support from other sectors as required, which might include the mental health sector if
likely mental disorders are identified. Therefore, there are different options of how it can
be done, such as a stepped approach to early intervention, prevention or mental health
promotion. It could be enabled by better interaction between schools and the community,
or parents and community resources to consider systematic approaches of ameliorating
risk through identification and tailored early interventions. This is not widespread in
Victoria or Australia but there is some experience with Early Childhood Nurses in Victoria
which could inform such an approach given their experiences with the Ages and Stages

Questionnaire.

41 However, at the clinical level there are emerging steps, such as the practices that survey
likely adverse experiences antenatally and postnatally for mothers and their infants
through routinely assessing parental stressors, such as perinatal anxiety, depression, or
other risks that also impact on infants. These can be implemented systematically. With a
number of colleagues, | co-led work with Beyondblue - the National Action Plan for
Antenatal and Postnatal Depression in 2006-07. It was subsequently implemented
nationally. We found that this was best practice - implementing a routine assessment of
mental health problems at the time of antenatal assessment by midwives to facilitate
holistic comprehensive identification, supplemented by using an adjunctive screening tool
for mental health disorders. We found this was acceptable to users and staff, and was
feasible in practice pathways to care to address the difficulties identified and they could
then be discussed with patients screened, and an appropriate course of action
established collaboratively. Appropriate investment was required, and this is now a
routine procedure in Australia. A key learning from the implementation of this initiative
was the critical importance of establishing pathways to care collaboratively to facilitate

routine practice changes.
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As an example, children with current physical illnesses or neurodevelopmental problems
have much higher rates of co-occurring mental disorders. This is a clear ‘at risk’ group in

which mental disorders could be more readily identified with routine screening.

Therefore, there can be a flux throughout childhood and adolescence, where there is the
potential for the intergenerational emergence of mental health problems to manifest, in
terms of poor educational outcomes, but also sometimes the first onset of mental health

problems or mental iliness, such as depression and anxiety might be present in families.

In the context of parents’ postnatal depression, infants can suffer various adverse
outcomes such as language difficulties, and emotional and behavioural problems.
However, this is not invariable, particularly if parents are able to access appropriate
supports at home and in the community, and good treatment when required, and effective
preventive programs so that potential risks can be ameliorated, or their infants may be

protected from these risks by protective factors in the family, and other strengths.

Emerging Minds has strongly supported enhancing child-centred family-focused
approaches including family-inclusive practice, the fundamental role of primary care in
identifying and managing mental health disorders, and greatly enhancing children’s’
mental health workforce capacity across the health, educational, social, and drug and
alcohol sectors, particularly for 0-12 year olds. Addressing stigma is critical for this age

group, as in increasing community awareness and mental health literacy.

TREATMENT AND SUPPORT

Best practice approaches to supporting children experiencing or living with mental illness

46

84434897

A major task in terms of the community and the professions and service providers is
increasing mental health literacy - literacy about mental disorders and their experience,
not only in the health system, but also in the education system and the early childhood

education and care sector, and in social services. Itis well understood that those services
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poorly understand child mental health needs and how to respond to them, let alone how

to identify them reliably and provide support.

47 Therefore, expanding mental health literacy in the workforce to be child centred and family
focused is fundamental. The other issue is how we most ably support parents who are
the linchpin in sustaining and maintaining quality care for their children, in a non-
stigmatising range of settings. That is one of the other key barriers to best practice and a
systemic problem. Linking child mental health care to primary health care and delivery,
and bringing access to mental health care expertise into primary care settings, could
assist this. This is best addressed in establishing a ‘medical home’ for care that brings
the mental health care components into less stigmatising settings in primary care,
especially to address the needs of the missing middle, as identified as a key gap by the
RCVMHS. This has major implications for increasing workforce capacity. Integration will

require a greatly expanded workforce.

48 In addition, an initiative to consider is whether or not mental health care could be feasibly
provided in Victorian schools, where more actively engaging students and parents could
be considered. Online interventions that address the needs of children and parents can
also potentially assist the 0-12 year age group, but require evaluation. Expanding online
stigma-reduction, health literacy, and treatment options should be further developed,

evaluated, integrated and disseminated.

Community-based mental health services for infants, children and their families and carers

49 The Primary Health Network (PHN) system is the system that is now most responsible
for primary mental health care in Australia. It is a developing system of regionally based
health and related services. Children’s mental health workforce capacity is poorly

developed.

50 In terms of best practice, a principle is that service delivery should be community based.
Access to appropriate mental health services is a significant problem in the primary health
care sector for this age group. These services need to be readily accessible to the

children most at risk. Financial factors and poverty play a role: the costs of access to at
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risk groups is a particular issue and should be addressed. There have been some partial
steps to address this, but it is a barrier to best practice for the provision of community-
based services. Community-based services need to work in a supportive way that is
accessible, not just in their clinics and offices, but also in schools and the early childhood
education and care sector, and in the welfare and social services sector — this is where
many parents first raise issues about concerns about their children. This would assist
parents to obtain the information they need to help them make informed decisions about

the next steps in responding to the child’s needs.

51 The Raising Children website helps inform parents and increases their awareness. While
the information in those websites can be incredibly helpful in some respects, it has not
necessarily changed the outcome of children that have mental health problems or
vulnerabilities. There is not evidence yet available that access to the range of online
services in Australia has had any impact on the prevalence of mental health problems in

Australian children.

52 A stepped care model makes sense. In primary care, you need identification support and
parental resources - people in their local communities who understand the links and
support that might be available. There is a role for consumer-led organisations here
because they tend to be more welcoming, accessible and less formal — they help people
get to the front door and through it. This is important as a soft entry point is needed to
allow people to make choices about the treatment or interventions they might choose to

access. They may have other roles that require further exploration and development.

53 In a stepped care model, mild to moderate difficulties might adequately be addressed in
the primary mental health care sector. That is a step up from broad primary care. It is not
uncommon, for example, that children are recommended by their education provider to
discuss a mental health challenge with a GP. As a result, that becomes the first step that
places that family at the front door of a service with the choice to go through it or not.
These kind of pathways in local communities should be built around what is practical and

feasible in each community.
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54 This local community-based approach is critical and involves regional planning.
Depending on the local community, there is a risk with referrals, such as psychology or
an NGO, that the group will have a role in discussing, often with a GP, options for further
referral to a more specialised secondary level specialist service or a specialist service
such as a paediatrician or psychiatrist that might be prevented if access to specialist
advice is available to GPs'!, or if collaborative educational approaches are developed
such as those piloted in Victoria'2, or models of care with GPs and child mental health
nurses, such as in the UK, including child psychiatrists, child psychologists or other allied

health professionals, and research demonstrating effective outcomes.'3

55 The key issue is integration and coordination. The steps have to be linked in a way that
makes sense in a local community. It also needs to remain linked so, for example, once
someone has progressed to the secondary or tertiary sector because they require
intensive input, that person can only progress to the secondary (specialist) care level if

there is community integration that assists and supports ongoing recovery.

56 People who escalate up the scale of intensity of need will often come down as well. They
need to remain linked throughout that entire process, with primary care and all the other

allied health supports, education and other services.

57 There has been partial and inadequate development of school-based mental health
service delivery. While there is an emerging emphasis around prevention and mental
health promotion, there is not much that specifically addresses the ongoing needs of
children who have mental disorders and their experience in schools, in a way that
encourages children to receive treatment in school. The interaction between clinical
services and other service providers, such as educational, welfare, and social services,

requires integration. The Victorian Department of Education and Training has clearly

" Seierstad, Tori & Brekke, Mette & Toftemo, Ingun & Haavet, Ole. (2017). GPS' and child and adolescent
psychiatry specialists' experiences of joint consultations in the GP's office: A qualitative study. BMC
Research Notes. 10. 10.1186/s13104-017-2766-7.

2 Luk ESL, Brann P, Sutherland S, Mildred H, Birleson P. Training General Practitioners in the Assessment
of Childhood Mental Health Problems. Clinical Child Psychology and Psychiatry. 2002;7(4):571-579.
doi:10.1177/1359104502007004009

8 Espinet SD, Gotovac S, Knight S, et al. Primary Care Practitioner Training in Child and Adolescent
Psychiatry (PTCAP): A Cluster-Randomized Trial. The Canadian Journal of Psychiatry. 2020;65(5):319-329.
doi:10.1177/0706743719890161
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noted escalating need for mental health intervention given the increasing rate of
identification of emotional and behavioural difficulties at school entry (see interim report

of the RCVMHS November 2019).

58 In the British system, for example, services are better supported systematically through
specialist childhood mental health nursing workforce that is better engaged in general
practice liaison and support. Whereas, in the American system, service delivery is better
supported in schools. It is important that all the elements - from identifying risk through to
dealing with mental health issues and recovery in children who have chronic difficulties -
are linked with facilitated platforms across access, support and recovery in education,
clinical service delivery and primary care. The recently published draft Productivity
Commission report into mental health recommended significant further development of
the mental health nursing workforce and, if progressed, this might provide an opportunity

for such a key development.

Improving integration of mental health and other social services

59 There are three main arrangements that could be put in place to better integrate or
coordinate mental health and other social services (including parental and child health
services, other health services, child protection services and schools), particularly in

primary care settings, to ensure better overall health outcomes:

(a) Firstly, a common database that is shared across the sector: continuity of data
and information collection should extend across the primary health care sector.
This would prevent people from having to repeat their story to different services
and also address issues in the poor quality of data information and recording
across various tiers of the mental health system. This would significantly improve

the quality of the support, coordination and integration of services.

(b) Secondly, sharing skills across the health and social services. Currently, GPs
have some access to case conferencing. However, mechanisms to support
integrated and coordinated care still remains insufficient. We need to look at the

issues of integration as a core principle. This involves identifying the drivers
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across private funding, public funding, NGO funding can actually support
integration and coordination. In some systems (for example in the UK), child and
adolescent mental health nurses have been the workforce targeted to best liaise

and support such integration, and this could be considered in Victoria.

(c) Thirdly, capacity building across the sector: that is, the whole workforce should
be involved in child centred, family-focused and child-sensitive practices in adult
service provision. There should be some diminution of the boundaries between
adult service providers, child service providers, and a better integrated mental
health care system. This is important because the notion that patients are
parents, and have key roles as parents, is one that is not consistently addressed
in the healthcare sector generally, but particularly poorly developed in the mental

health system.

Paragraphs 52-58 detail what best integrates and coordinates everything from police,
welfare, legal services, right through to health care, mental health care and social support.
How all these services are engaged in the family violence sector is a good example of
how you might integrate and make available specialist mental health expertise and skills
to advise other service providers, such as those working with infants, children or their
families who have experienced trauma. However, an issue with the way family violence
services operate in some state jurisdictions is that they involve children's welfare, police
and other services, but often exclude child mental health services in practice, although
Victoria has made steps to rectify this with specific child mental health targeted
investment for 0-12 year old age group. However, traumatic experiences in 0-4 year olds
remains unseen and largely invisible despite evidence-based approaches for effective

intervention.

Similarly, South Australians conducted a series of child-focussed innovations in relation

to forming multi-disciplinary hubs in the 0-8 years age group. It found that services that
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(a) Mental Health Promotion: a child who is generally coping well, with sound
wellbeing and mental health (Emerging Minds estimates this to be 44% of the

population);

(b) Prevention: a child who is generally coping well with mental health, but they have
some difficulties that might increase risk for mental health disorder, but
consequences of this aren’timpacting on their overall functioning or mental health

(Emerging Minds estimates this to be 38% of the population);

(c) Early Intervention: a child who can manage their mental health, but is struggling
in their education or in their functioning; and may have mental health symptoms

(Emerging Minds estimates this to be 13% of the population);

(d) Coordinated, complex treatment which would better focus service
integration: a child who is not adequately managing their mental health
challenges, and their overall functioning at school or at home is clearly adversely

impacted (Emerging Minds estimates this to be 5% of the population.)

69 The other way of designing a model could be to identify children and families who have
had access to specialists and service delivery but whose outcomes have not much
improved. That would be a specific way of tailoring services that consider more intensive

needs or more comprehensive ways to address service delivery.

70 We have mental health services outcomes in Australian mental health services and in
children's mental health services as part of the National Minimum Data Set in mental
health. This has not been developed for children under four and is a gap in our system.

This is currently being developed, but awaits implementation.2°

71 Another issue is that while we have a national mental health system, we have not had the
capacity to adequately analyse, utilise or learn from our national outcomes system,
particularly at the local or regional service level. Therefore, although the system is in
place, we are not using it to its maximum capacity. This creates interesting opportunities

for how we target these issues of streaming. For example, adequate analysis of outcomes

20 Australian Mental Health Outcomes and Classification Network Newsletter, 1 September 2020
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could inform and measure the benefit or otherwise in existing service delivery of age-
streaming, and provide some information about whether or not streaming enhances

mental health outcomes and under what circumstances.

72 Age-based streaming must also have provision for family-based and family-focussed
approaches where parenting interventions might well be applied across age ranges (e.g.
with children of parents with a mental illness). Families such as this often have children
of many ages so a family-focussed orientation demands crossing some streams. A
number of neurodevelopmental disorders, and behavioural ones, can extend throughout
the life course, so require continuity of care. Transition between age streams requires

careful planning and coordination.

WORKFORCE

Professional mindsets, capabilities and skills for working with infants, children and their

families and carers

73 In the health and social services, mindsets are characterised by stigma and lack of skills
and capabilities in children’s mental health. This is widespread professionally, and in
welfare and social services, and also the voluntary sector. Emerging Minds has a key
communications function to better communicate with the workforce. Emerging Minds has
commissioned The Frameworks Institute (USA based) to advise about communication

strategies for the workforce given the stigma about children’s mental health.

74 There are particular professional mindsets, capabilities and skills that are needed for
working specifically with infants, children and their families and carers in mental health.
Across siloed professional worlds, there must be common language and common
understandings. This hinges on core foundations of helping professionals with child-

centred family-focused care, and the significance of developmental considerations.

75 We have systems that examine parents and parenting. We have systems that engage

children or infants. However, our linkage between the two systems is not sufficiently
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developed. This needs to be a core foundational understanding. WWe must have a core
knowledge base that can be shared across the professions, that can highlight child-

centred practice that is family-focused.

76 We also need a common mindset around multigenerational risks to mental illness,
prevention, and early intervention. The intergenerational impact on children of parents
who have chronic iliness, addiction or mental illness - this is missing in conceptualisation

in most considerations of professional mindsets and their routine practice.

77 Another issue is that we have a specialist service delivery approach — an extremely
reactive model to mental iliness, not a proactive model. This requires a serious mindset
change, towards mental health promotion, mental illness prevention, and early
intervention with the appropriate development of children’s mental health skills in general
practice and throughout primary care, in school settings and in early childhood services.
Implementing evidence-based practice is also lacking in this field in routine practice and
requires sustained leadership, promotion and professional development for

implementation.

78 We also need to meaningfully integrate strengths in families and communities - to build
on them in order to ameliorate adverse ongoing impacts of mental iliness. There is scope
for family-led interventions and their evaluation to facilitate assess, engagement and

efficacy.

The implications of the required professional mindsets, capabilities and skills for

workforces

79 In working with GPs, their feedback has been that they had not received training in
children’s mental health throughout their medical or professional training. This feedback
is commonly provided from many of those workforces working with parents, and many
working with children. Most training seems to occur in workplaces, and is limited. This
leads to very limited skills in practice, diminished confidence by practitioners, and

dissatisfaction by parents.
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80 These mindsets, capabilities and skills have implications for clinical workforces. They
have a critical role to play in the soft entry point to services. They also have a strong role
to play in peer workforces when working with children who have mental illness and
advocate between these children and the professionals who can often be experienced as
stigmatising, formal and as authority figures. Implications of this is that our primary
healthcare workforce, and other workforces, should be supporting child mental health
problems and be enabled to offer preventative and early intervention strategies, as
parents and children will best be supported by services close to their home and within
their usual systems of care. This may require significant mindset changes in the workforce
to address stigma about children’s mental health, and to provide additional training. Within
children’s mental health services in Victoria, the Victorian Auditor-General also found that
workforce challenges weren't considered. Implications for workforce planning, workforce

development and sustaining the workforce are considerable.

79 | work closely with maternal and child health staff in Tresillian settings which provide an
early parenting service offering families guidance and predominantly nursing assistance
in the early years of their child’s life. They are a service stream that | have engaged with
for a long time because they assist mothers and fathers who experience mental health
problems. With infants, they provide family-focused services. Their approach is effective
for mental health because they can provide non-stigmatising identification of mental
health problems in a constructive parent and infant family-focussed way in the context of
primary care. This is often referred to as offering a soft entry point to mental health advice,
information, support and early intervention. The integration of allied health, paediatric,
and specialised psychiatry services in the primary care setting also enhances their

acceptability, access and reach.

81 Emerging Minds has developed a framework for developing a family focused mental
health assessment and intervention plan outline. This framework was included in the

Emerging Minds submission to the RCVMHS 2!

21 Submission number SUB1000.0001.0831, pp. 15-16
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The parent and child health sector

80 The sector should be called the parent and child health sector, not the maternal and child
health sector. This is a misnomer by the professional workforce and organisations. It is
about fundamental knowledge systems, such as understanding the difference between
maternal and parental health. Infants and children are almost equally impacted whether
it is their mother or father with mental or chronic health challenges, yet all our services
talk about maternal health problems. Itis a systematic lockout and the reason why fathers
do not feel comfortable seeking care. Therefore, the language that we use becomes a
workforce issue. Of course the knowledge base is one issue. There is also what is
acceptable to the community and the existing workforce, and parents themselves, but the
evidence supports the need for a clear focus on parent’s mental health problems — both

mothers’ and fathers’.

81 Within the consultations undertaken by Emerging Minds, GP participants and those of
other disciplines often comment on their lack of training in child mental health, and their
consequent lack of confidence. This impacts adversely on quality of care provided. Most
workforces are willing to address child mental health needs if adequately trained,
supported, and have available to them consultative advice, training, implementation
support, and on the job training and supervision. These features should be implemented

and monitored to overcome workforce barriers to delivering optimal care and support.

RESEARCH

Priorities for research to support infants, children and young people

82 International studies, such as those in the US??2 and Scandinavia?®, note 10-15% of

children under five have mental disorders. There is also a growing understanding,

22 Egger, H.L. and Angold, A. (2006), Common emotional and behavioral disorders in preschool children:
presentation, nosology, and epidemiology. Journal of Child Psychology and Psychiatry, 47: 313-337.
doi:10.1111/j.1469-7610.2006.01618.x

2 Wichstrem L, Berg-Nielsen TS, Angold A, Egger HL, Solheim E, Sveen TH. Prevalence of psychiatric
disorders in preschoolers. J Child Psychol Psychiatry. 2012;53(6):695-705. doi:10.1111/j.1469-
7610.2011.02514 x
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particularly around identified risk factors, that targeted prevention can limit onset of child
mental disorders. This should be one of the major priorities for mental health research to
support infants, children and young people, based on a national epidemiological survey

of mental disorders in the under 4-year olds.

83 With effectiveness research, we look at how our understandings translate into routine
practice and are implemented broadly, and assess beneficial outcomes demonstrated in
research translate into practice. This can include evaluating the impact of improving on
outcomes for non-clinical, clinical, professional, non-professional, and health, education,
peer, welfare and justice interventions informed by the existing evidence base. This can
be reshaped by how you design and integrate service delivery, and where service delivery
occurs, particularly in primary care. For example, there are some state American systems,
that have strong mental health service delivery systems that are school based. \WWe need
to ask whether schools are more effective in service delivery - do they make treatment
more accessible or is it more stigmatising for school students? For infants and children,
but particularly for the under four years of age group, we could consider the early
childhood education and care sector or include a focus on parent support. In fact,
research into parent-led support services is also lacking and this could enhance parent

support.

84 Developing and commissioning a primary health care mental health service model that
specifically addresses the mental health early intervention needs of infants and children
aged 12 and under should be evaluated. Also, identifying those with significant ACEs and
with implementation of strategies to address them for prevention with adequate follow-up
could be commissioned and developed. This should actively include the infant and pre-

school age group.

85 For youth and children, considering developmental changes in research about design of
service delivery in order to best respond to dependence on parents and families is a

priority issue.
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86 This highlights that the core aspect in service delivery, which is shaping service delivery
to developmental needs, is missing. The reason why we have streaming in ages is
because it covertly addresses this issue of the dependence that children have on their
parents, and can contribute to addressing their individual development and the impact of
neurodevelopment in functioning, symptom expression, and appropriate intervention and

treatment.

87 Another issue is the impact on siblings and extended family of someone who has mental
health challenges in a family. Research on family sensitive practices are in their infancy.
There is potentially a great deal of strategic research required in this area to address
medium to long-term outcomes, to further demonstrate the emerging and promising

evidence for the reduction of intergenerational transmission of mental iliness.

88 In relation to family violence, there is some good work emerging around practice in mental
health services, but research is practically non-existent around effectiveness and whole
system responses. As a result, we have ideas, such as concepts of trauma informed care,
but little idea about how to implementit in a way that significantly improves access to and
quality of care. We have little understanding about what the effective components are or
models of trauma informed care for those aged 0-4 years and 4-12 years, despite an

evidence base for effectively treating PTSD in children as young as 3-6 years old.?

Embedding continuous learning and improvement in professional practice

89 The foundation stones for continuous learning and improvement in professional practice
have to be epidemiology, asking what the prevalence is of disorders in our community
and age groups, what access there is to treatment and if the treatment has quality. These

are foundation stones for adequate planning for the workforce and the skills it requires.

90 It also supports identifying needs for workforce learning and professional practice support

so professionals can respond to the needs of their local communities. The conditions for

24 gcheeringa MS, Weems CF, Cohen JA, Amaya-Jackson L, Guthrie D. Trauma-focused cognitive-
behavioral therapy for posttraumatic stress disorder in three-through six year-old children: a randomized
clinical trial. J Child Psychol Psychiatry. 2011;52(8):853-860. doi:10.1111/j.1469-7610.2010.02354 .x
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planning and service design are foundations that enable professionals to set priorities for
professional updates. We need to coordinate the surveillance of needs and bring them
into routine practice to examine how we are performing for kids that access mental health
care or health care, monitor child outcomes, and routinely monitor child and parent

satisfaction with the care received.

91 When you speak to professionals and ask what they most want, they seek access to
supervision, a structured approach, readily available resources to support practice and
skills training. For example, GPs will look for websites with pathways to care to assist with
a task, access to experts who could guide them step by step through the problem they

have encountered in their practice, on-site training, and programs for skills development.

92 However, in order to enable implementation of training, it needs to be followed up with
sustained individualised support and supervision to bridge knowledge into practice. And
finally, you need all the systems to embed that practice. Therefore, all the drivers for
everything from your job description, your service standards, your KPIs and through to

your professional organisation must drive and sustain professional learning.

93 The 2019 Victorian Auditor-General’s Office report ‘Access to Mental Health Services’
reviewed childhood mental health services design, delivery and performance in Victoria,
and found a failure to develop planning targets, KPIs and to monitor performance of the
system. As a fundamental platform, if there is an absence of leadership at that level, that
lack of leadership will cascade through the system, with poor professional practice as an
outcome unless the professions are carefully maintaining professional skills and they tend
to do so within their silos under such conditions. This report also noted the shortfall in
child and adolescent psychiatrists and recommended increasing the workforce to assist

in providing clinical leadership and specialist functioning in the state.

94 Accountability is missing throughout our system. Australia does not have prominent
national leadership in this area, particularly for children under 12, despite some emerging

features thereof. We do not have a child-centred, child sensitive, child aware and family
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focused children’s mental health system that's accessible to the Australian or Victorian

communities.

95 The mental health system can usually promulgate a person-centred model of care.
However, there are inadequate conceptual frameworks around understanding
development and dependence of children under 12 and the implications for family focused
practice through the entire mental health system. That cascades from the very top of the
system down to every level with implications of that for the large number of parents with

chronic health or mental health problems,

PREVENTION

Evidence that demonstrates that mental illness can be prevented and to what extent

96 In children and adolescents there is great scope for prevention, and evidence is outlined
in the Commonwealth’s work led by Beverley Raphael for the Department of Health and
Aged Care in the National Action Plan for Promotion, Prevention and Early Intervention
(2000), and its background papers. The Royal Australian and New Zealand College of
Psychiatrists also has a position statement on child mental health prevention, promotion
and early intervention highlighting the efficacy of preventative interventions for conduct
problems in young children, anxiety and depression, and to prevent mental health
problems in children of parents with a mental illness.2> Emerging Minds has established
and developed workforce training and parent, child and workforce resources for effective
preventative interventions for children of parents with a mental iliness, bringing effective
preventative intervention programmes from the USA and Scandinavia adapted to the
Australian setting. They are beginning to be implemented in Australia and Victoria, but
there’s much greater scope for the implementation of preventative interventions based on
the 2011 position paper on early intervention for children’s mental health, developed
under the auspices of AICAFMHA (as referred to in paragraph 15 above). Pre-school

preventative interventions for anxiety disorders have demonstrated efficacy but not

2% The Royal Australian and New Zeeland College of Psychiatrists, ‘The prevention and early intervention of
mental illness in infants, children and adolescents’, Position Paper 63, October 2010
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effectiveness yet. Evidence is strongest for preventing conduct disorders and this is a

field requiring further policy development and funding to implement broadly in Victoria.

The most effective approaches in preventing mental illness or its reoccurrence

97 Recently, Melbourne University’s Dr Anthony Jorm highlighted that given the prevalence
of mental disorders is not decreasing in Australia and even after greatly increased
investment in youth, that implementation and investing in preventive interventions may
be a much more effective strategy to improve population mental health, and decrease

prevalence of mental iliness and its impact.?

98 For the 0-12 age group, the most effective prevention strategies closely involve parents
or those in ‘loco parentis’ and include enhancing parenting skills and providing support.
Parents often highlight the importance of reliable, accessible, and timely advice, support,

and practical intervention strategies.

99 In 2012, Emerging Minds coordinated publishing a supplement with the publishers of the
Medical Journal of Australia, co-edited by myself and Victorians Prof Andrea Reupert and
Prof Darryl Mayberry, on the evidence base for prevention of mental illness, focusing on

children of parents with a mental illness.?’

100 Certainly, for onset of disorders, such as alcohol abuse, delaying first use of the drug
delays onset and severity of the trajectory of problematic use and alcohol abuse. Peer
group engagement, social and educational participation have a role in enhancing
recovery and possibly reducing relapses, and employment particularly reduces relapse
in youth. Coordinated comprehensive care reduces relapse in established disorders.
Early treatment, early in the course of mental disorders (where severity is mild) and early

in life (age), reduces severity of illness significantly. Professor George Patton’s

26 Jorm, A. F. (2014). Why hasn’t the mental health of Australians improved? The need for a national
prevention strategy. Australian & New Zealand Journal of Psychiatry, 48(9), 795-801.
https://doi.org/10.1177/00048674 14546387

27 Reupert, A.E., J Maybery, D. and Kowalenko, N.M. (2013), Children whose parents have a mental illness:
prevalence, need and treatment. Medical Journal of Australia, 199: S7-S9. doi:10.5694/mja11.11200
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(Melbourne University) research has established that for Victorian young people who
abuse drugs and alcohol their onset of drug and alcohol abuse is preceded several
months earlier by the onset of depression and/or anxiety.2® Potentially early intervention
for their mental health problems at the stage, could prevent alcohol abuse. This is an
example of treatment for established disorders (anxiety and depression) which may

prevent the onset of subsequent disorders, such as alcohol abuse.

Delay of the onset or reduction of the severity of mental illness through preventive
approaches and how they can inform a population-level approach to preventing mental

iliness

101 Universal population-level approaches have been of significant interest, but little high-
grade evidence has emerged of their effectiveness in preventing onset of mental health
disorders in children and adolescents. Much more evidence is available to recommend
population-level approaches for “at risk’ groups (such as children with parents with a
mental illness, children with a disability, children with chronic iliness, children exposed to

abuse and violence, etc).

102 Another approach to population-level approaches, and one which Emerging Minds seeks
to promote, is to identify populations at risk by identifying communities and individuals
where there is high exposure to multiple ACEs. Childhood populations exposed to four or
more adverse events are at much more risk of developing mental disorders and chronic
health problems throughout their development. In 0-4 year olds, about 15% of children
are exposed to ACEs, and in 4-11 year olds, it is 20-30%. By targeting and engaging the
families of these children, significant population-level improvements in preventing mental

disorders may occur.

28 McKenzie, M., Jorm, A., Romaniuk, H., Olsson, C., & Patton, G. (2011). Association of adolescent
symptoms of depression and anxiety with alcohol use disorders in young adulthood: findings from the
Victorian Adolescent Health Cohort Study. Medical Journal Of Australia, 195(S3), 527-530. doi:
10.5694/j.1326-5377.2011.tb03262.x
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