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Recommendation 21
Employ a whole-of-government 

suicide prevention outlook.

The Victorian Suicide Prevention 
Framework offers the basis for which 
programs and services are funded and 
deployed. It has set a target of a 50 per 
cent reduction in suicide in Victoria  
by 2025. 

While the principles and strategies contained  
in this Framework are sound, and broadly 
aligned to the Fifth National Mental Health  
and Suicide Prevention Plan and the 
Living Is For Everyone (LIFE) national policy 
guide, there are various issues surrounding 
the implementation and adoption of the 
Victorian Framework, which could be more 
detailed and strategic in its orientation.

Reform in suicide prevention in Victoria 
should relate to a mix of specialist strategies 
and services that are intended to engage 
with suicidal persons and enable effective 
responses while also addressing longer term 
prevention to occur at a population level.

The case for a public health approach to 
suicide prevention, as advocated by experts 
such as Silverman and Felner, and reinforced 
by the World Health Organization should 
relate to reforms in the Victorian mental 
health system, embracing services across 
the full range of promotion, prevention, 
intervention and recovery elements.  
The Integrated Motivational Volitional Theory 
on Suicide52 is a sound base from which  
to view this multi-factorial characteristic  
of suicide. Suicide prevention needs to  
be approached from a perspective of the 
evidence and theory on suicidal behaviour.

Specific issues associated with the Victorian 
Suicide Prevention Framework are: 

Absence of a plan of action

It is difficult to understand what the 50% 
reduction target is based on, and which mix 
of services and level of funding is required to 
achieve this – there does not appear to be 
an operational plan to apply the strategies 
 in the Framework.

Business as usual/Investment hard to 
determine

The emphasis in funding commitments is 
on trials and development, with little detail 
on which programs are being funded 
on a continuing basis. For instance, what 
education or awareness programs on 
resilience building are being adopted and 
for whom and to what extent? What training 
for health professionals in basic suicide 
response skills is underway and what is the 
target? What suicide prevention programs 
are being provided – or developed  
– for schools in Victoria?

Coordination across tiers of government

Linkages to existing services and national 
services are not made clear. For instance, 
Victorian trials of the Hospital Outreach 
Post-suicidal Engagement (HOPE) model 
of outreach to persons following a suicide 
attempt makes no reference to the 
Beyondblue The Way Back Service which 
will be implemented nationally. Supports for 
people impacted by suicide are mentioned, 
but there is no plan for use of the national 
StandBy Response Service in Victoria. 
Construction industry workforce is mentioned 
for priority suicide prevention but there is no 
Victorian presence of Mates In Construction. 
There are no linkages formed on the role and 
contribution of national helplines such as 
Lifeline or the Suicide Call Back Service. The 
irony is that many of these national services 
are developed in Victoria by organisations 
such as Beyondblue and On The Line.

7.1 Victoria’s Suicide Prevention framework

The Place Based and Assertive Outreach 
(HOPE) trials have funding of $27 million  
over four years and will undoubtedly create 
better understandings and models of  
service improvements in how a local and 
regional response to suicidal persons and  
the promotion of suicide prevention can 
occur. However, there are no indications  
at this stage how the knowledge from these 
trials will be applied to the reform of the 
overall system.  

The HOPE model of service is unclear in how 
it would involve clinical community mental 
health services, yet this would seem to be 
a point of coordination that hospitals and 
health services are particularly well placed  
to facilitate. 

Investments in mental health require suicide 
prevention specific components

The Help Equal Youth (HEY) project which 
has seen $6 million allocated to more than 
17 projects over four years is aligned to 
suicide prevention, but it is not clear how 
the suicide prevention component of these 
projects is being addressed or evaluated. 
Moreover, it is not clear how this aligns to the 
national LGBTIQ Suicide Prevention Strategy, 
developed by the LGBTI Health Alliance.

Funding of $11.7 million for Aboriginal led 
demonstration sites and the $8.4 million 
to develop an Aboriginal Mental Health 
Workforce is welcomed and will help 
formulate improved service models and 
capacity on Indigenous mental health  
but it is not clear if these projects will be 
responsive to and contribute to the best 
practice evidence as generated through 
the national Centre for Best Practice in 
Aboriginal and Torres Strait Islander  
Suicide Prevention.

National and whole of government efforts 
required 

The Victorian Government should align its 
outlooks on suicide prevention with those 
held nationally by Suicide Prevention 
Australia and reflected in the national policy 
directions including the recent commitment 
by the Australian Government to enhance 
whole of government responsibilities  
for suicide prevention by appointing  
a Coordinator role within the Department  
of Prime Minister and Cabinet. 

Suicide prevention needs to be viewed as 
a responsibility beyond the health portfolio; 
a whole of government outlook should be 
established and responsibilities allocated 
for other portfolios such as family and 
community services, justice, education,  
for instance.

  

52.  O’Connor RC and Kirtley OJ 2018, ‘The integrated motivational-volitional model of suicidal behaviour’, Philosophical transactions of the Royal Society of London. 
Series B, Biological sciences, 373(1754), 20170268. doi:10.1098/rstb.2017.0268.
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Greater involvement and co-design of services 
with people with lived experience of suicide 
and their carers will result in improved services 
and greater utilisation of those services. This 
should account for the particular experiences 
of key population groups including young 
people, older people, women, Aboriginal 
peoples and LGBTIQ+ people.

This could be achieved through the 
establishment of a high-level central 
government advisory body (like that 
established in South Australia), that includes 
persons with lived experience perspectives. 

Victoria could also require that regional  
and local suicide prevention services  
involve consumers and carers in the  
continual improvement of services and  
the provision of feedback on performance.

The HOPE trials are important initiatives in 
Victoria and consistent with policy reforms 
nationally for more attention to aftercare and 
follow-up support of suicidal persons who 
contact the hospital and health systems.

The findings from the HOPE trials should  
be translated into practice, program and 
resource commitments on an ongoing basis  
in every region of Victoria. There should be  
a standard established for the crisis response 
and aftercare services – regardless of where  
a person lives.

Regional approaches to suicide prevention 
are sound as they enable local coordination 
of services and a responsiveness to local 
issues and population variances. 

Victoria is well placed to reinforce a regional 
approach to suicide prevention through 
ongoing funding and policy commitments 
to regional networks for suicide prevention, 
involving regional health services and local 
government, intersecting with existing local 
community networks, services and resources. 
These networks should be supported with the 
national and state areas of technical and 
specialist expertise.

The findings from the place base trials in Victoria 
should inform the ongoing establishment of 
regional networks and approaches to suicide 
prevention, along with findings as they emerge 
from other regional suicide prevention trials  
throughout Australia.

Victoria is fortunate to have the Victorian 
Suicide Register in place as a source of highly 
valuable data to inform suicide prevention 
planning at a regional and state-wide level.  
Its funding and continued maintenance should 
be a priority for the Victorian Government. 

Suicide related data should not be restricted  
to deaths. Data on suicidal behaviour 
particularly suicide attempts helps measure  
the prevalence of suicidality across the 
population and is vital for suicide prevention 
policy and service planning purposes.  
The period of highest risk that a person will 
attempt again to end their life is immediately 
and shortly after an attempt and subsequent 
hospitalisation, i.e. in the first week, the first 
month and up to three months. 

To be in line with national directions for 
improved suicide data coordination,  
Victoria could ensure hospital and health 
system recording of presentations associated 
with suicidal behaviour. This data could be 
reported as a measure of system responsiveness 
and effectiveness, especially with regard  
to re-occurrences of suicidal behaviour by 
persons who have had contact with the 
hospital and health system.

7.2  Key population groups 7.4 Providing aftercare

7.3  Rural and regional areas

7.5 Suicide data

Recommendation 22 
Better facilitate co-design  
for service improvement.

Recommendation 24
Improve suicide crisis  

response and aftercare.

Recommendation 23
Reinforce support for regional 

networks for suicide prevention.

Recommendation 25
Improve suicide data  

collection and use.
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8.   Physical health care

People living with mental illness experience 
significantly poorer physical health, including 
higher rates of chronic health conditions, 
than the general public. According to 
international evidence, people with mental 
illness experience a life expectancy gap  
of up to 15 years, while being:

•  more likely to be diagnosed with  
a respiratory disease

•  more likely to have a stroke at a younger 
age (under 55)

• 2–3 times more likely to have diabetes

•  6 times more likely to die from 
cardiovascular disease.53 

Much of this is due to the higher prevalence 
of risk factors such as tobacco consumption, 
harmful alcohol consumption, poor nutrition, 
physical inactivity and risky behaviours 
among people with mental illness. Further 
compounding these risks are the impact  
of medications and treatments on physical 
health and the role of stigma, discrimination 
and other factors in lower rates of  
help-seeking among people living with 
mental illness. Other factors include greater 
difficulties with treatment adherence as 
well as communication and cognition issues 
which may impact comprehension of health 
advice or recognition of physical needs.

With almost 40 per cent  of potentially 
preventable hospitalisations by people 
with mental health issues due to chronic 
conditions,54 preventative interventions are 
needed to improve physical health. These 
are  also likely to have flow-on benefits for the 
mental health55 and financial wellbeing56 of 
people living with mental illness, and to reduce 
unnecessary pressures on our hospital system.

8.1 Chronic disease risks
Screening for chronic disease risk factors must 
be embedded into all mental health services 
with clear referral pathways to relevant 
services including for smoking cessation, 
weight management, exercise and behaviour 
change. To mitigate the risk of external 
services being unavailable or incapable 
of catering to demand, all multidisciplinary 
teams in both community and hospital 
settings should be funded to include 
appropriate allied health professionals such 
as dieticians, diabetes educators, exercise/
fitness experts and smoking cessation nurses.

Chronic disease prevention activities should 
also be embedded into non-mental health 
services as this will likely improve mental health 
outcomes across the population. For example, 
reductions in tobacco consumption and 
improvement in nutrition have both been 
shown to have benefits for mental health.  
Population-based chronic disease prevention 
is therefore consonant with a preventative 
approach to mental health.57

A systems-based approach is important to 
ensure that the holistic assessment and care  
of people with mental illness is embedded  
into organisational policies and procedures, 
rather than relying on the conscientiousness  
of individual clinicians. Such an approach 
should include the provision of training and 
education resources and the development  
of evidence-based policies and procedures. 
For example, Quit has been working with 
mental health services in Victoria to implement 
a systems-based framework to ensure that 
consumers accessing these services receive 
best practice smoking cessation support.

All policies should account for the 
experiences of women and other key 
population groups, including Aboriginal 
and Torres Strait Islander peoples, to ensure 
that messaging and service delivery do not 
reinforce stereotypes which may themselves 
be detrimental to mental health. Targeted 
services may also be beneficial for key 
population groups with differentiated  
needs and experiences including young 
people, older people, Aboriginal and  
Torres Strait Islander peoples, people from 
CALD communities, people who identify  
as LGBTIQ+, men who have sex with men, 
and people in the perinatal period. 

53.  RANZCP 2015, Keeping Body and Mind Together: Improving the physical health and life expectancy of people with serious mental illness, Melbourne.  
The Royal Australian and New Zealand College of Psychiatrists.

54. AIHW Chronic disease overview. Available from: https://www.aihw.gov.au/reports-data/health-conditions-disabilitydeaths/chronic-disease/overview.

55.  See for example, Taylor G, McNeill A, Girling A, Farly A, Lindson-Hawley N, Aveyard P 2014, ‘Change in mental health after smoking cessation: systematic review  
and meta-analysis’, BMJ 2014;348:g1151.

56.  Australian Chronic Disease Prevention Alliance and Quit Victoria 2019, Joint submission to the Productivity Commission inquiry into mental health,  
available at  https://www.pc.gov.au/__data/assets/pdf_file/0017/240290/sub140-mental-health.pdf.

57.  Taylor G et al. 2014, ‘Change in mental health after smoking cessation: systematic review and meta-analysis’, BMJ; Jacka FN2017,  
‘Nutritional Psychiatry: Where to next?’, EBioMedicine, 2017 Mar; 17: 24–29.

Recommendation 26
Embed preventative physical health 

interventions across the health sector.

People living with mental illness must have 
access to evidence-based physical health 
interventions that are tailored to their needs, 
including services for the management of 
chronic conditions, such as diabetes and 
chronic pain, and risk factors associated  
with metabolic health and the consumption  
of tobacco, alcohol and other drugs. 

This should include tailoring to key population 
groups including Aboriginal and Torres Strait 
Islander peoples, CALD communities and 
people who identify as LGBTIQ+, who may 
require culturally appropriate interventions. 

There are numerous examples to draw upon, 
as documented in the Australian Health Policy 
Collaboration’s report Beyond the fragments: 
Preventing the costs and consequences of 
physical and mental diseases.

8.2 Physical health interventions

Recommendation 27
Research and expand upon  

evidence-based physical health 
interventions for people with  

mental illness.
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  9.   Early life care

Early life services are crucial to ensuring 
that future generations of Victorians have 
the foundations they need for good mental 
health. The foundations of good mental 
health are established in the brain’s rapid 
development in the first 1000 days of life.  

By supporting families to build strong  
and secure relationships in these early  
years, we can improve the feelings of  
safety and confidence that our children  
will carry into adulthood. By providing  
this crucial support to our youngest citizens,  
we can begin to stem the tide of unmet  
need that is flooding our mental health 
system. While better early life care is not  
a panacea and will never address or prevent 
all mental illness, it is a necessary pillar  
of a whole-of-government system that  
can facilitate good mental health.

 
As the wellbeing of children depends on 
the healthy functioning of their caregivers, 
expanding evidence-based early life 
supports including perinatal health, early 
parenting and disability assessment services 
are critical to giving our children a running 
start to life. These services should occur 
across the care continuum, in different 
settings and geographical areas. Equity 
of access is important for key population 
groups, though care should be taken not  
to stigmatise particular groups like Aboriginal 
and Torres Strait Islander or LGBTIQ+ families.

Recommendation 28
Expand early life care services.

The social determinants of mental health describe the ways in which a person’s mental 
health is shaped over time amid the broader context of their social lives, while also offering  
a framework for how to prevent mental illness and intervene early. 

10.  Employment 

Some of the most powerful root causes of inequalities in mental health are the social conditions 
in which people are born, grow, work, live and age, as well as the systems that shape the 
conditions of daily life. People living with mental illness are also more likely to experience a range 
of adverse social, economic and health outcomes, including experiencing homelessness, being 
unemployed, being incarcerated and dying prematurely. This reciprocal relationship between 
mental illness and other social, economic and health factors means that many investments and 
policy reforms that have the potential to improve the mental health of Australians may come from 
outside the health sector and vice versa. 

(National Mental Health Commission 2019)

“

“

Although people with serious mental illness 
consistently rank employment as one of their 
highest goals, only one in five are employed 
on a full- or part-time basis.58 This may be 
due to a range of reasons including stigma 
and discrimination, school non-completion, 
cognitive deficits, or difficulties retaining 
employment in areas of qualification. 
Addressing the issue therefore requires 
highly individualised supports targeted at an 
individual’s specific needs and circumstances, 
as well as systemic changes.

Employment can be a critical step in a person’s 
recovery as it can provide daily structure,  
a sense of purpose and opportunities for social 
interaction as well as independence and income. 

Conversely, unemployment increases  
the risk of a range of negative outcomes 
including relapse, harmful substance use, 
crime and suicide.

Supporting people experiencing mental illness 
to gain and retain employment also presents 
significant economic benefits. Unlike most 
other illnesses, mental illness disproportionately 
affects people of schooling and working age, 
with the average onset of serious mental illness 
(18-25 years) often occurring just when people 
are trying to find their place in the workforce. 

58.  Ramsay C et al. 2011, ‘Life and treatment goals for individuals hospitalised for first-episode nonaffective psychosis’, Psychiatry research189: 344¬–8.
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Families and carers are a fundamental but often underappreciated pillar of the mental health 
system. Nationally, informal mental health carers provide over 100 million hours of care every 
year, with an estimated replacement value of over $14.3 billion per annum.65 More than a third 
of informal mental health carers provide over 40 hours of care every week. The majority of 
Victorian carers providing unpaid care (71%) are women.66

11.  Families and carers

Providing long-term unpaid mental health care 
can have a significant impact on a carer’s own 
health and wellbeing as well as their financial, 
vocational and educational security. 

While broad reform of the mental health system 
is likely to relieve some of the pressures which 
carers and families currently face in filling in the 
plethora of service gaps, carers and families are 
likely to remain at heightened risk of developing 
their own mental health conditions due to the 
inevitable pressures of informal caring. 

As such, they will continue to require  
a broad range of supports related to  
their caring including respite, peer support, 
counselling, education, and financial supports. 
Unfortunately, services and supports for 
carers are often inadequate, inaccessible, 
underfunded or simply unavailable, particularly 
in regional areas, while the full impact of the 
transition to the NDIS and the roll out of the 
Integrated Carer Support Service (ICSS) model 
on the availability and accessibility of carer 
supports is difficult to ascertain.

Continuing deficits in supports available to 
carers is a serious risk for the mental health 
system. Carers with unmet needs may develop 
their own mental health issues, and when carers 
are no longer able to provide care, the person 
receiving care may be at greater risk of relapse, 
hospitalisation, suicide and other negative 
outcomes. These sequelae of unmet need  
only exacerbate the pressures on health, justice, 
housing and other government support systems.

Carers and families have a range of support 
needs, including carer-specific and general 
mental health services, but these are difficult 
to access for the majority of Victorian carers, 
particularly in regional areas. Continued 
and expanded funding for carer supports 
should be guaranteed, along with improved 
communication channels to ensure carers 
and families are aware of the local supports 
that are available to them. Particular attention 
to be paid to ensuring equity of access to 
supports in regional and rural areas, including 
accommodation services for carers and 
families visiting their loved ones.

Attention should be paid to the needs of 
particular groups of carers with differentiated 
needs such as women, older people, people 
caring for women in the perinatal period, and 
young carers. Ensuring Victoria’s young carers 
are adequately supported to complete their 
education and obtain ongoing employment 
is important. Doing so would likely provide 
long-term benefits to the economy by ensuring 
they can become the productive members of 
society without impacting their mental health 
and wellbeing or that of  their care recipients.

11.1  Carer support services 

65. Diminic S et al. 2017, The economic value of informal mental health caring in Australia: summary report, The University of Queensland, Brisbane.

66.  Women’s Health Victoria 2018, ‘Women and unpaid care’, Power to Persuade, available at http://www.powertopersuade.org.au/blog/women-and-unpaid-
care/9/7/2018.

Investing in mental health within the 
workforce will also improve participation  
and reduce absenteeism. 

Mild depression can lead to 50 hours in 
absenteeism per person every year, rising 
to up to 138 hours for moderate to severe 
depression.59 With the productivity costs 
of mental illness 12 times the associated 
healthcare costs,60 supporting Victorians  
with mental illness to gain and retain 
employment would result in considerable 
savings.

Individual Placement Support (IPS) programs 
help people with mental illness to gain and 
retain employment. Evidence shows that 
participation in IPS programs can triple 
workforce participation rates of people with 
serious mental illness, from 20 per cent to 60 
per cent,61 and that programs quickly reap 
short-term economic gains which build over 
the long-term.62 

Supports are based on eight core principles 
but are highly individualised to ensure that 
people are placed in the right jobs, and that 
employers are supported to keep people in 
their jobs, securing the longevity of program 
gains. To date, IPS programs have been 
generally targeted at young people63 but 
have also proven effective among adult 
populations.64 

There is a strong evidence base for expanding 
the IPS model, both in terms of its effectiveness 
and positive impact on the economy. To meet 
the different employment needs of people with 
mental illness, expansion should occur both 
within community mental health and jobseeker 
services. Consideration should also be given to 
linking IPS programs with educational services, 
such as free TAFE. 

59.  Mcternan WP, Dollard MF, LaMontagne AD 2013, ‘Depression in the workplace: An economic cost analysis of depression-related productivity loss attributable to job 
strain and bullying’, Work and Stress 27(4): 3221–338.

60.  Lee YC et al. 2017, ‘Cost of high prevalence mental disorders: Findings from the 2007 Australian National Survey of Mental Health and Wellbeing’, Australian and  
New Zealand Journal of Psychiatry 51(2): 1198–2011.

61.  Harvey SB, Modini M, Christensen H and Glozier N 2013,. ‘Severe mental illness and work: What can we do to maximise the employment opportunities for individuals 
with psychosis? ANZJP Perspectives’, Australian & New Zealand Journal of Psychiatry  47(5): 421-424.

62.  Mental Health Australia and KPMG 2018, Investing to Save: the economic benefits for Australia of investment in mental health reform,  
available at https://mhaustralia.org/sites/default/files/docs/investing_to_save_may_2018_-_kpmg_mental_health_australia.pdf.

63.  Waghorn G 2019, ‘IPS availability has not grown much for adults with SMI, whereas for youth it is leaping ahead, mostly due to the DSS trial’, Psychiatric 
Rehabilitation Journal (in press).

64.  Modini M, Tan L, Brinchmann B, Wang MJ, Killackey E, Glozier N, Mykletun A, Harvey SB 2016, ‘Supported employment for people with severe mental illness: 
systematic review and meta-analysis of the international evidence’, British Journal of Psychiatry (2016) 2019:14-22.

Recommendation 29
Expand individualised placement 

supports to help people with mental 
illness gain and retain employment.

Recommendation 30
Guarantee funding for carer supports.
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The Practical Guide for working with carers  
of people with a mental illness produced 
by Mental Health Australia in 2016 contains  
six partnership standards regarding  
carer-inclusive practices in the provision  
of mental health services. 

Australian services using this guide have 
strongly improved their engagement with 
carers, but this improvement has been limited 
by the voluntary nature of the standards.  
The six partnership standards should be 
mandated for all specialist mental health 
services in Victoria, both clinical and the 
community sectors.

Currently, NDIS procedures and policies do 
not adequately take the perspectives and 
needs of carers into account. 

This is important not only to ensure the carer 
has access to their own supports, which will in 
turn help to ensure their care recipient is able 
to utilise their funding packages as planned, 
but also to ensure the carer’s perspectives 
can be considered in the preparation of the 
funding package. 

It is important that planning processes allow 
carer input as they are likely to have useful 
insight into the needs of their care recipient. 
The NDIS Psychosocial Pathway provides  
an ideal avenue for ensuring carer’s  
views are taken into account in the 
planning process.

11.2 Carer-inclusive practices

11.3 Under the NDIS

Recommendation 31
Mandate carer-inclusive practice in all 
commissioned mental health services.

Recommendation 32
Work with the Commonwealth to 

ensure carer-inclusive practices in the 
National Disability Insurance Scheme.

12.  Mental health system 
governance

Transforming the mental health system 
will take years. The changes required will 
depend on careful management, new ways 
of working, cultural change, and sustained 
system improvement and learning. Victorians 
need confidence that decision-makers  
will hold the vision and deliver the strategy, 
and that the directions will stay broadly 
consistent, despite political change.

Transformation requires strong leadership  
and accountability. Leadership of the  
mental health and addiction sector is 
necessarily dispersed across a complex 
system. The sector has many parts and 
many different people and organisations 
with leadership roles including Primary 
Health Networks (PHNs), non-government 
organisations, and professional and 
representative groups. Several ‘watchdog’ 
organisations are responsible for advocacy 
and rights protection (such as the Mental 
Health Complaints Commissioner) and 
 quality improvement.

It is critical that reforms implemented  
through the Royal Commission process  
are enduring and that Victoria resumes  
its place as a leader in service design  
and delivery, quality, research and 
innovation. Without changes to our 
governance structures, there is high  
risk that this hard work will be undone. 

We need to ensure that there is a robust  
and effective state-wide governance 
framework that oversees mental health 
initiatives for the whole Victorian population. 
This framework must encompass the broad 
range of services and initiatives across 
the spectrum: from health promotion and 
preventative programs to treatment and 
recovery services, encompassing community 
and clinical settings and services.

12.1  A comprehensive state-wide governance 
framework

SUB.0002.0029.0005_0027
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We consider that the fundamental purpose 
of the independent Mental Health and 
Wellbeing Commission should be to:

•  Act as a system leader of mental health 
and wellbeing, with a strong oversight 
and monitoring role.

•  Act as an important institutional 
mechanism to help Victorians hold 
decision-makers and successive 
governments to account, including by 
monitoring how well strategies relevant  
to mental health and wellbeing are being 
implemented by responsible agencies 
and by publicly reporting on progress. 

•  Report regularly and publicly on the 
implementation of recommendations 
from the Royal Commission, with the first 
report to be released one year after the 
Victorian Government’s official response.

•  Provide independent expert advice to  
the Government, on its own initiative or  
as requested, on any matters relevant  
to mental health and wellbeing.

•  Advocate for the collective interests of 
people with mental health and addiction 
challenges and their families. 

•  Drive change while bringing others along  
on the need for innovation and best 
practice and to promote better 
collaboration, communication and 
understanding about mental health  
and wellbeing. 

Specific responsibilities of the Mental Health  
and Wellbeing Commission should relate to:

•  leading sector integration across mental 
health, justice, housing and other relevant 
sectors

•  promoting co-design approach to research 
and service delivery and evaluation

•  monitoring the capacity of Victorians to 
navigate the mental health system

•  ensuring suitable data collection and 
monitoring processes are undertaken at all 
levels, with data disaggregated according 
to key demographics

•  ensuring all processes associated with 
co-design, target setting, policy planning, 
service delivery and evaluation, data 
collection, health promotion and primary 
prevention are appropriately tailored for key 
population groups with differentiated needs

•  encouraging a universal wellbeing approach 
with a focus on protective factors identified in 
resilience literature, such as social connection, 
belonging, value and meaning in life.

In New Zealand, a Mental Health and Wellbeing Commission is being established to strengthen leadership and 
oversight of mental health and addiction treatment in response to He Ara Oranga: Report of the Government  
Inquiry into Mental Health and Addiction. A similar body should be established in Victoria, independent from  
the State Government and staffed by people with experience and knowledge of the health sector.

12.2  Mental Health and Wellbeing Commission 12.3  Alignment of geographic catchments 

12.4  Research and evaluation

Recommendation 33
Establish an independent Mental Health  

and Wellbeing Commission to provide  
system leadership for mental health and 

addiction, implementation support for  
system transformation, and independent 

monitoring and oversight.

State-wide planning and governance 
oversight is considerably hampered by 
what is known as ‘catchment misalignment’, 
whereby:

•  Clinical mental health service catchment 
areas are not aligned with other Victorian 
health and human service areas, local 
government area boundaries, or PHNs, 
which makes service coordination difficult 
for consumers and carers, many of whom 
need support from multiple services.

•  There is misalignment between service 
levels and types within a catchment and 
population growth and demographic 
changes in that area.

•  There is a lack of coordination between 
catchment areas when patients need to 
access services across catchment borders.

•  Geographic catchments and age-based 
service groupings are not aligned.

Establishing a well-funded Centre for Mental 
Health Research and Innovation to ensure 
that the collection and use of data across the 
entire system is strategic and well-coordinated. 
Research functions should be embedded 
across the entire system’s architecture to enable:

•  service improvements: improving 
accountability, effectiveness and efficiency

•  better outcomes for service users, families 
and carers

•  development and innovation: feeding back 
practice knowledge/evidence for growth, 
improvement and change. 

There is a need for the systematic incorporation 
of learning into everyday practice. The strategic 
placement of research and evaluation 
functions throughout the service system, 
overseen by a central body, will enable the 
development of an evidence base that is 
adequately shared and fed back into service 
delivery and system design. To allow this, ample 
consideration must be given to:

•  establishing an independent governance 
structure – such as a Centre for Mental 
Health Research and Innovation

•  ongoing development of research 
capabilities across the system

•  adequate resourcing for the Centre and  
for external research initiatives within a 
strategy overseen by the Centre

•  incorporating co-design of research objectives 
and practices with people with a lived 
experience, including key population groups 
and their peak bodies, as a guiding principle. 

Recommendation 36
Establish a centre for mental health research 

and innovation, a research and innovation 
fund and embed research functions across 

the entire mental health system.

55
67. VAGO 2019, op cit.

Recommendation 34
Align Commonwealth, state and  

local catchment areas. 

Recommendation 35
Work with the Commonwealth to  

consolidate multiple state and 
Commonwealth ‘central intakes’.
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Recommendation 37
Provide a Mental Health & Wellbeing 

Commission with a clear responsibility 
to develop and monitor strategies for 

the promotion of mental wellbeing and 
prevention of mental illness.
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71.  World Health Organization and Calouste Gulbenkian Foundation 2014, op cit. available at https://apps.who.int/iris/bitstream/
handle/10665/112828/9789241506809_eng.pdf;jsessionid=BB5EEA613AC359F2366756F146B80ECF?sequence=1

72.  ibid. 

73.  VicHealth and partners 2019, op cit.

13.  Prevention

This is because:

•  They are crucial to reducing the growing 
burden of mental ill-health and rates 
of suicide, which, despite increasing 
investment, continue to worsen.

•  Investing in the promotion of mental health 
and wellbeing, and the prevention of 
mental ill-health, not only leads to a more 
efficient use of resources, particularly 
Emergency Departments, but has flow-on 
effects for a range of services including 
general health care, drug and alcohol 
services, education, child and family 
services and the justice system.68  

There are a range of preventative interventions 
and work promoting mental health in Victoria, 
but they are sporadic and there is a lack of 
priority, oversight and investment in this area. 

The Department of Health and Human 
Services currently provides and supports an 
impressive but somewhat ad hoc range of 
programs and oversees key strategies, such  
as Victoria’s 10 year mental health plan,  
the Victorian suicide prevention framework 
2016-2025, mental health workforce strategy, 
and local suicide prevention trials. 

From a broader health and wellbeing 
perspective, the Victorian Health Promotion 
Foundation (VicHealth) undertakes work 
in the following areas: arts and social 
connection, preventing violence against 
women, and reducing race-based 
discrimination. VicHealth also places 
significant effort into addressing the health 
and wellbeing of young people. 

Finally, the Victorian Government’s Public 
Health and Wellbeing Plan sets the State’s 
priorities in relation to population health, with 
a focus on: healthier eating and active living, 
tobacco-free living, harmful alcohol and 
drug use, mental health, violence and injury 
and sexual and reproductive health.

However, despite some quality programs, 
the prevention of mental illness and the 
promotion of health at the state and 
Commonwealth level is piecemeal. The lack 
of priority and investment is evident and 
the current approach lacks both a unifying 
strategy and clear oversight.

Some of the barriers to effective prevention 
and promotion activities include: 

•  difficulty attracting political and media 
attention away from crisis responses to 
prevention efforts which are harder to see. 

•  a false assumption that we can only 
afford direct services and support to those 
with ill health, rather than funding both 
treatment and prevention.69 

•  lack of governance and the multitude  
of different organisations involved.

Despite these challenges, research shows 
a small shift in the balance of expenditure 
from treatment to prevention/promotion 
should generate efficiency gains if it is well 
governed and funded.70

Preventative approaches that take a coordinated and strategic approach to address mental  
illness and the social determinants of health are more cost-effective than treatment approaches.

•  Proportionate universalism – universal 
services, especially health and education, 
provide a critical foundation for wellbeing 
throughout life. Interventions should be 
universal, yet calibrated proportionately 
to the level of disadvantage. “Solely 
focusing on the most vulnerable and 
disadvantaged people will fail to 
achieve the required reduction in health 
inequalities necessary to reduce the 
steepness of the social gradient in  
mental health”.72  

•  Act across multiple sectors – action is 
required across a range of sectors, such 
as health, education, welfare, transport, 
housing etc. Effective leadership is crucial 
to drive collaborations, negotiations 
and focus. Other crucial elements are: 
information sharing, joint planning, 
strategic design and support and  
ensuring good delivery. 

•  Adopt a life course approach – preventative 
strategies must be targeted to life stage. 
While the early years are critical, there 
are opportunities for prevention and 
resilience-building activity throughout life.

•  Intervene early – it is particularly important 
that every child gets the best possible start 
in life. Early intervention strategies are also 
helpful to disrupt the intergenerational 
transmission of inequity. 

•  Physical health and mental health are 
inextricable – reducing inequalities in 
mental health cannot be achieved 
without reducing inequalities in physical 
health. All actions to tackle health 
inequalities should consider both mental 
health and physical health. 

•  Mental health in all policies – reducing 
inequalities in mental health must be 
taken on by the whole of government 
and across all sectors. All policies across 
all sectors must ensure that their programs 
and strategies ‘do no harm’, and aim to 
reduce mental health inequities. Policies 
from non-health portfolios should explicitly 
state their likely contribution to mental 
health.73 

Particular attention should be paid to the 
needs of key population groups such as young 
people, people in regional areas, Aboriginal 
and Torres Strait Islander peoples, and people 
from CALD and LGBTIQ+ communities.

Mental Health Victoria supports the 
recommendations put forward by Prevention 
United in their submission to this Royal 
Commission. We particularly agree that there 
is a need for greater centralised leadership to 
provide oversight to mental health promotion 
and prevention activity. 

The World Health Organisation also is clear on the principles and actions to effectively  
address  the social determinants of mental health:71 

68.   Everymind website (https://everymind.org.au/mental-health/prevention-and-promotion-approaches) 

69.   VicHealth and partners 2019, Focusing on prevention: A joint submission to the Productivity Commission 
Inquiry into mental health, Submission to the Productivity Commission into Mental Health.

70.    Knapp M, McDaid D and Parsonage M 2011,  Mental health promotion and  
mental illness prevention: the economic case, Department of Health, London, UK.
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